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Chloromycetin® 

for  today’s  problem  pathogens 

Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.1-7 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
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Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
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a Altemeier,  Cul- 
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un,  & Fultz.1 


References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.; 
Elstun,  W.,  & Fultz,  C.  T.:  j.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 
New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delphia, F.  A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst.  & Gynec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 


c A Hf 


u 


PARKE,  DAVIS  & COMPANY 


DETROIT.  MICHIGAN 


THE  NEBRASKA  STATE 
MEDICAL  JOURNAL 

Sharp  Building,  Lincoln,  Nebraska 


Vol.  42  January  No.  1 


GEORGE  W.  COVEY,  M.D Editor 

805  Sharp  Building,  Lincoln 

RICHARD  L.  EGAN,  M.D Associate  Editor 

St.  Joseph’s  Hospital,  Omaha 

C.  R.  HANKINS,  M.D Associate  Editor 

1414  Medical  Arts  Building,  Omaha 

J.  MARSHALL  NEELY,  M.D Associate  Editor 

924  Sharp  Building,  Lincoln 

W.  MAX  GENTRY,  M.D Associate  Editor 

Gering 


EDITORIAL- 


INDEX 


An  Answer  From  Congressman  Weaver. 
Christmas  


ORIGINAL  ARTICLES— 

Clinical  Problems  in  Fluid  and  Electrolyte 
Balance  in  the  Aged 

C.  Thorpe  Ray,  M.D.,  and 
Sam  A.  Threefoot,  M.D. 

A Clinical  Evaluation  of  Chlorpromazine  to 

Control  Nausea,  Vomiting  and  Pain 

Harold  D.  Jourdan,  M.D.,  and 
Merle  M.  Musselman,  M.D. 


1 

2 


3 


11 


ASSISTANT  EDITORS 

George  E.  Stafford,  M.D Lincoln 

L.  Dwight  Cherry,  M.D « Lincoln 

Paul  L.  Peterson,  M.D Lincoln 

Frank  P.  Stone,  M.D — , .1 Lincoln 

Robert  J.  Stein,  M.D. -Lincoln  H.  V.  Munger,  M.D Lincoln 

J.  H.  Barthell,  M.D Lincoln  C.  K.  Elliott,  M.D Lincoln 

H.  A.  Hansen,  M.D. Lincoln  Frank  Cole,  M.D Lincoln 

M.  C.  SMITH Business  Manager 

1315  Sharp  Building,  Tel.  2-7585,  Lincoln 


COMMITTEE  ON  JOURNAL  AND  PUBLICATION 

F.  W.  Niehaus,  M.D.,  Chairman Omaha 

George  Stewart,  M.D Norfolk 

Paul  Bancroft,  M.D Lincoln 

R.  B.  Adams,  M.D.,  Ex-Officio Lincoln 


Subscription  $2.50  Per  Year  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsibility  for 
opinions  expressed  in  original  articles  published  in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced,  and  the 
orginal,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer,  NEWS  Printing 
Service,  Norfolk,  Nebraska. 

Published  and  entered  at  the  Post  Office  at  Norfolk,  Ne- 
braska, as  second  class  matter. 


The  Physician  and  the  Dying  Man’s 

Disposition  of  His  Property 20 

Earl  Cline 

Marriage:  Its  Significance  in  Personal 

and  Public  Health 25 

John  A.  Aita,  M.D. 

ORGANIZATION  SECTION — 

Coming  Meetings  _ 37 

Meet  Some  of  Our  New  Members 38 

Delegates  Report  on  the  Interim  Meeting 

of  the  House  of  Delegates  of  A.M.A 41 

News  and  Views 44 

Announcements  48 

Human  Interest  Tales 49 

Know  Your  Blue  Shield  Plan 50 

The  Woman’s  Auxiliary 51 


Current  Comment 

The  Month  in  Washington — 

A new  venture  in  federal  medical  care — 
the  armed  forces  dependents  medical  care 
program — was  launched  on  schedule  Decem- 
ber 7,  and  2 million  dependents  of  service- 
men became  eligible  for  hospitalization  and 
extensive  medical  care. 

The  “medicare”  program,  because  it  is  a 
pioneer  effort,  will  be  watched  closely  by 
members  of  Congress,  the  armed  services 
and  the  medical  profession.  Congress  will 
be  interested  in  keeping  track  of  the  cost  of 
the  program  as  well  as  the  availability  of 
care. 

The  Defense  Department  has  earmarked 
$41  million  for  the  program  through  next 
July  1.  Thereafter  it  is  estimated  the  cost 
will  run  between  $60  million  and  $70  mil- 
lion a year.  When  the  program  is  operat- 
ing at  its  peak,  as  many  as  800,000  depend- 
ents not  now  getting  care  at  U.S.  expense 
are  expected  to  be  participating. 

In  all  but  a few  states,  provision  of  med- 
ical care  outside  military  facilities  is  be- 
ing made  under  agreements  signed  between 


the  state  medical  societies  contracting  agent 
(generally  Blue  Shield)  and  the  Army 
which  is  the  executive  agent  for  Defense. 

The  contracts  run  for  seven  months, 
and  all  states  are  expected  to  re-negotiate 
contracts  prior  to  their  expiration  next  July 
1.  New  contracts  naturally  would  reflect 
the  experience  gained  since  December  7. 

As  the  vast  new  project  went  into  force, 
the  newly  created  Office  of  Dependents 
Medical  Care  (ODMC)  stressed  that  the  law 
intended  that  civilian  medical  care  under 
the  program  should  be  comparable  to  that 
provided  in  armed  services  facilities.  Par- 
ticipating physicians  receive  payment  in  full 
from  the  government  under  a published 
schedule  of  allowances.  ODMC  said  this 
means  that  the  doctor  will  receive  payment 
for  his  usual  charge  or  the  amount  set  in 
the  schedule  whichever  is  less. 

ODMC  made  these  additional  points : 

1.  In  instances  in  which  the  physician 
believes  that  an  allowance  greater  than  that 
prescribed  in  the  local  schedule  is  justified, 
he  should  look  to  the  government  rather  than 

(Continued  on  page  13-A) 


4-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Both 


and 


IPHERAL 

of  UHrtkj 


• 

CJhl/llAi  AU/uih 

ANTITUSSI  V E 

r - r i 

. DECONGESTANT  • ANTIH1STAMINIC 

C(W)iM£ A : 

(4tc.)  CM&LM  : 

p$M 

A | - 

ill  Ihwi/u 

a)  laboratories 

1 NEW  YORK  18,  N.  Y. 

EXEMPT  NARCOTIC 

Current  Comment 

(Continued  from  page  4- A) 

the  patient  for  payment.  Provisions  have 
been  made  for  him  to  submit  a special  report 
to  his  state  medical  society  and,  the  society, 
in  turn,  to  the  government. 

2.  Military  dependents  may  submit  as 
identification  their  post  exchange  card,  the 
combined  post  exchange-commissary-mili- 
tary medical  care  card,  or  the  standard  mili- 
tary dependent  identification  card.  A spe- 
cial medicare  card  is  being  prepared,  and 
after  next  July  will  be  the  only  identification 
allowed  for  this  purpose. 

3.  There  are  no  plans  in  Defense  for  au- 
thorizing payments  for  drugs,  medicinals  or 
other  medical  supplies,  except  those  fur- 
nished while  hospitalized  or  those  admin- 
istered directly  by  a physician. 

4.  The  claim  form  to  be  used  by  physi- 
cians in  the  medicare  program  is  called 
“Statement  of  Services  Provided  by  Civil- 
ian Medical  Sources.”  ODMC  said  suffi- 
cient supplies  have  been  furnished  by  all 
state  agents. 

5.  The  law  and  implementing  regulations 


do  not  permit  payment  for  any  medical  care, 
services  or  hospitalization  prior  to  Decem- 
ber 7 ; this  includes  prenatal  care. 

The  broad  outline  of  legislative  proposals 
to  come  from  the  administration  in  newly 
convened  85th  Congress  was  first  sketched 
by  HEW  Secretary  Folsom  in  several  ap- 
pearances before  newsmen  in  December. 
Among  them  are:  (1)  federal  grants  to 
medical  schools  for  teaching  facilities,  (2) 
authorization  for  smaller  insurance  compa- 
nies to  pool  resources  without  violating  the 
anti-trust  laws  in  effort  to  encourage  expan- 
sion of  voluntary  health  insurance,  (3)  in- 
creased attention  to  problems  of  older  per- 
sons, particularly  in  health  and  adult  educa- 
tion, (4)  continued  expansion  and  improve- 
ment in  vocational  rehabilitation,  and  (5)  ex- 
pansion of  the  staff  and  facilities  of  the 
Food  and  Drug  Administration. 

Following  up  President  Eisenhower’s  plea 
for  increased  utilization  of  backed  up  stocks 
of  Salk  poliomyelitis  vaccine,  Secretary  Fol- 
som told  a National  Press  Club  audience: 
“.  . . we  have  a new  danger — the  danger  of 
public  apathy.  It  is  ironic  that  in  the  face 

(Continued  on  page  20- A) 
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a highlight  in  therapeutics 


Hydrochloride 
Tetracycline  HCI  Lederle 


\ 


*Reg.  U.  S.  Pat.  Off. 


Doctor, 


it 


be  helpful  to  you  in  your 
practice  to  know  that  there  is  a food  avail- 
able at  reasonable  prices  in  the  stores 
the  year  round  having  these  attributes: 

1.  High  public  acceptance  as  to  flavor  and  palat- 
ability — billions  eaten  annually. 

2.  One  of  the  best  of  the  “protective”  foods  with  a 
well-rounded  supply  of  vitamins  and  minerals. 

3.  Low  sodium — very  little  fat — no  cholesterol. 

4.  Sealed  by  nature  in  a dust-proof  package. 

5.  One  of  the  first  solid  foods  fed  babies. 

6.  Can  be  easily  digested  by  old  folks  as  well  as 
infants. 

7.  Can  be  readily  eaten  out  of  hand,  in  milk  shakes, 
on  cereals,  or  in  salads. 

8.  Can  be  baked,  broiled  or  fried. 

9.  Can  be  used  as  an  ingredient  product  in  breads, 
pies,  cakes  and  desserts. 

10.  Useful  in  bland  and  low-residue  diets. 

11.  Mildly  laxative. 

12.  May  be  used  in  the  management  of  both 
diarrhea  and  constipation. 

13.  Can  be  used  in  reducing  diets. 

14.  Can  be  used  in  high-calorie  diets. 

15.  Useful  in  the  dietary  management  of  celiac 
disease. 

16.  Useful  in  the  dietary  management  of  idiopathic 
non-tropical  sprue. 

17.  Useful  in  the  management  of  diabetic  diets. 

18.  Valuable  in  many  allergy  diets. 

19.  Belongs  among  foods  useful  in  certain  acute 
intestinal  infections. 

20.  A protein  sparer. 

21.  Favorably  influences  mineral  balance. 

22.  Useful  in  the  management  of  ulcer  diets. 

23.  One  of  the  easiest  foods  to  eat  or  prepare. 


FOR  THE  NAME  OF  THIS  FOOD,  PLEASE  TURN  THE  PAGE 
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The  answer  is 


If  you  would  like 

1 . The  authority  for  any  of  the  statements 

made  on  the  preceding  page . . . 

2.  Additional  information  in  connection  with  any  of  them... 

3.  The  composition  of  the  banana  . . . 

4.  The  nutritional  story  of  the  banana  . . . 

5.  Information  on  various  ways  to  prepare  or  serve  bananas. 

Please  feel  free  to  write  to 

Director , Chemical  and  Nutrition  Research,  United  Fruit  Company 

PIER  3,  NORTH  RIVER,  NEW  YORK  6,  N.  Y. 


— ‘ 


Current  Comment 

(Continued  from  page  13- A) 

of  such  a dread  disease,  larger  quantities 
of  the  vaccine  are  not  being  used.”  The 
President  has  urged  that  the  vaccine  be  giv- 
en additional  groups,  including  young  adults. 

NOTES: 

A “package”  bill  combining  both  basic  and 
major  medical  expense  insurance  is  being 
worked  on  by  the  Government  for  its  civilian 
employees  ...  A special  advisory  committee 
headed  by  Dr.  Russell  Nelson  of  Johns  Hop- 
kins Hospital  has  asked  hospitals  to  set  up 
pilot  projects  to  see  how  to  revise  care  giv- 
en long-term  patients  in  hospitals,  and  also 
cut  costs  . . . The  national  illness  and  dis- 
ability survey  voted  by  the  last  Congress  will 
be  supervised  by  Forrest  E.  Linder,  Ph.D., 
former  head  of  social  statistics  for  the  Unit- 
ed Nations.  . . 

Citation  to  Ciba  by  A.M.A.  for  TV  Series, 

“Medical  Horizons” — 

Seattle,  November  28  — The  American 
Medical  Association  today  cited  CIBA  Phar- 
maceutical Products,  Inc.  for  service  to  the 


medical  profession  through  its  presentation 
of  the  national  television  series,  MEDICAL 
HORIZONS. 

A.M.A.  president,  Dr.  Dwight  H.  Murray, 
presented  the  citation  before  the  associa- 
tion’s House  of  Delegates  assembled  for  its 
annual  meeting.  The  citation  approved  by 
the  A.M.A.  Board  of  Trustees,  was  accepted 
by  T.  F.  Davies  Haines,  president  of  CIBA. 

In  accepting  the  A.M.A.  plaque  Mr.  Haines 
said,  “The  fact  that  you  have  awarded  this 
citation  to  CIBA  shows  that  we  have  in  large 
measure  succeeded  in  accomplishing  what 
we  set  out  to  do  when,  two  years  ago,  we  be- 
gan our  series  of  television  programs,  which 
was  in  the  words  of  your  citation  to  ‘give 
the  American  public  a new  insight  into  the 
work  and  achievement  of  the  American  doc- 
tor’.” 

The  citation,  signed  by  Doctors  Murray 
and  Gundersen  for  the  A.M.A.  follows : 

“The  American  Medical  Association  takes 
pleasure  in  presenting  this  CITATION  to 
Ciba  Pharmaceutical  Products,  Inc.  for  the 
service  it  has  performed  to  the  medical  pro- 

( Continued  on  page  34- A) 
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EDITORIAL 

AN  ANSWER  FROM  CONGRESSMAN 
WEAVER 

An  editorial  in  the  October,  1956,  issue  of 
our  Journal,  entitled  “Hospital  Facilities  for 
LAFB,”  included  a letter  from  President- 
Elect  R.  Russell  Best  to  Representative  Phil 
Weaver.  This  letter  recounted  a number  of 
reasons  why  Doctor  Best  believed  (1)  that 
the  Air  Force  should  not  take  over  the  Veter- 
ans Hospital  at  Lincoln  and  (2)  need  not 
build  a new  multimillion  dollar  hospital  at 
the  Lincoln  Air  Base. 

Congressman  Weaver’s  letter  in  reply  to 
Doctor  Best  is  published,  as  follows: 

Mr.  R.  Rusell  Best,  M.D. 

President-Elect. 

Nebraska  State  Medical  Assn. 

527  Medical  Arts  Building 
Omaha,  Nebraska 

Dear  Dr.  Best: 

Thank  you  for  your  comments  relative  to 
the  proposed  hospital  at  the  Lincoln  Air 
Force  Base  and  the  transfer  of  the  Lincoln 
Veterans’  Hospital  to  the  Air  Force. 

Although  we  do  not  agree  on  both  of  these 
points,  I appreciate  the  time  you  have  taken 
to  give  me  your  viewpoints,  because  on  mat- 
ters such  as  these,  there  can  be  an  honest 
difference  of  opinion. 

I am  opposed  to  the  transfer  of  the  Vet- 
erans’ Hospital  to  the  Air  Force  and  I am 
in  favor  of  an  appropriation  for  needed  hos- 
pital facilities  at  the  Lincoln  Air  Force  Base. 

I have  come  to  this  conclusion  after  much 
thought  and  study,  and  careful  consideration 
of  the  views  of  many  people  from  my  dis- 
trict. I sincerely  believe  this  is  the  best 
solution  to  assure  adequate  medical  care  for 
the  veterans  of  Nebraska  and  for  the  serv- 
ice personnel  at  Lincoln.  We  agree  that 
the  Veterans’  Hospital  should  be  retained  by 
the  Veterans’  Administration.  As  a con- 
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sultant  to  the  Veterans’  Administration,  I 
know  you  are  aware  of  the  need  for  this 
hospital.  I know  you  are  also  aware  of  the 
fine  medical  service  at  this  hospital  and  of 
the  contribution,  as  consultants,  that  the 
practicing  physicians  and  surgeons  from  the 
surrounding  area  have  made  to  this  out- 
standing service. 

We  disagree  on  the  necessity  for  hospital 
facilities  at  the  Air  Base  If  the  Lincoln  Air 
Base  were  temporary,  I would  agree  with 
you  that  this  expenditure  would  not  be  justi- 
fied, but  the  Air  Force  has  designated  this 
base  as  permanent  in  its  long-range  plan- 
ning. I would  like  to  give  you  the  back- 
ground and  reasons  for  my  position. 

The  Air  Force  has  indicated  that  the  hos- 
pital requirements  at  the  Lincoln  Air  Force 
Base  are  equivalent  to  the  needs  of  a com- 
munity of  17,000  people  and  would  require  a 
100  bed  hospital  with  clinical  facilities 
adaptable  for  expansion  to  a 200  bed  hos- 
pital. The  Veterans’  Hospital  at  Lincoln 
last  year  had  258  beds  available  for  admis- 
sion with  an  average  patient  load  of  approx- 
imately 200  patients.  We  can  conclude  from 
this  that  the  present  Veterans’  Hospital 
does  not  have  the  capacity  for  both  of  these 
requirements. 

Last  year  the  Air  Force  sought  to  obtain 
authorization  for  transfer  of  the  Veterans’ 
Hospital  at  Lincoln  to  the  Air  Force  and  to 
secure  an  appropriation  of  $600,000  for  re- 
modeling the  hospital.  They  also  proposed 
to  make  75  beds  available  to  veterans.  If 
this  were  granted  it  would  mean  the  denial 
of  medical  care  at  the  Lincoln  Hospital  to 
over  100  veterans  now  being  cared  for  there. 
The  twelve  miles  distance  that  this  hospital 
would  be  from  the  base  would  be  undesirable. 
I know  of  no  other  community  of  17,000 
in  Nebraska  that  does  not  have  its  own  hos- 
pital facilities.  I opposed  this  transfer  to 
the  Air  Force  and  in  testimony  before  the 
House  Armed  Services  Committee  suggested 
as  a practical  solution  that  the  Veterans’ 
Administration  keep  control  of  the  Hospital 
and  make  available  100  beds  to  the  Air  Force. 
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Since  this  did  not  fulfill  their  requirements, 
it  was  unacceptable  to  the  Air  Force.  The 
House  Armed  Services  Committee  then 
unanimously  approved  the  authorization  re- 
quest of  the  Air  Force  to  build  hospital  fa- 
cilities at  the  Lincoln  Air  Base  recognizing 
that  this  permanent  Air  Force  Base  needed 
its  own  hospital  facilities.  This  authoriza- 
tion request  was  substantially  approved  by 
Congress  but  the  funds  have  not  been  ap- 
propriated pending  the  decision  from  the 
White  House. 

I want  to  assure  you,  Doctor,  that  before 
I advocate  spending  our  tax  money — yours 
and  mine — that  I give  each  proposition  care- 
ful consideration.  My  record  in  Congress 
will  show  that  I am  opposed  to  unnecessary 
governmental  spending.  I realize  that  the 
$2,600,000  necessary  to  build  this  hospital 
is  a lot  of  money,  but  I think  we  should  not 
deny  our  service  personnel  at  Lincoln  ade- 
quate medical  care  at  a cost  of  little  more 
than  one  of  the  bombers  they  fly. 

Again  let  me  say  that  I appreciate  your 
writing  to  me  and  send  my  kind  regards  and 
best  wishes. 

Sincerely  yours, 

PHIL  WEAVER. 

It  is  only  fair  to  point  out  that,  wittingly 
or  unwittingly,  Congressman  Weaver  has 
been  misinformed  about  a bit  of  information 
that  serves  as  the  crux  of  his  argument. 
Mr.  Weaver  says:  “The  Veterans’  Hospital 
at  Lincoln  last  year  had  258  beds  available 
for  admission  . . .”  As  a matter  of  fact, 
the  Lincoln  Veterans  Hospital  was  construct- 
ed to  accommodate  300  beds.  None  have 
been  subtracted.  It  is  the  habit  of  the  Vet- 
erans Administration  to  speak  of  “opera- 
tional” beds  as  contrasted  with  “construct- 
ed” beds.  It  so  happened  that  during  the 
year  mentioned  by  the  Congressman,  they 
chose  to  use  only  258  beds.  The  other  42 
beds  are  there  waiting  to  be  used. 

It  is  interesting  to  note,  also,  that  Mr. 
Weaver  says  the  Air  Force  needs  100  beds 
“with  clinical  facilities  for  expansion  to  a 
200  bed  hospital,”  based  on  an  estimated 
17,000  people.  This  is  a ratio  of  5.9  beds 
per  thousand.  A recent  survey  of  the  hos- 
pital facilities  in  the  United  States  shows 
an  average  of  4.1  hospital  beds  per  thousand 
population  in  metropolitan  areas  and  1.8 
beds  per  thousand  in  rural  areas. 


The  following  is  reprinted,  by  permission, 
from  the  November  issue  of  Cornhusker  GP. 
Christmas,  1956,  has  passed  into  history,  but 
the  sentiments  expressed  in  this  editorial  are 
for  all  the  year  — it  is  never  too  late  to  heed 
the  suggestions  made  therein  by  Doctor  Ho- 
man : 

CHRISTMAS 

In  another  short  month  it  will  again  be 
Christmas,  the  nineteen  hundred  and  fifty 
sixth  anniversary  of  the  birth  of  Christ. 
How  should  we  go  about  making  prepara- 
tions for  this  event?  Shall  we  busy  our- 
selves with  joining  forces  with  those  who 
would  strictly  commercialize  the  season — to 
the  exclusion  of  the  Spiritual  aspect?  Or 
shall  our  prime  interest  be  in  a worthy  cele- 
bration of  the  birth  of  mankind’s  Redeemer, 
with  relegation  of  the  material  aspect  to  a 
weak  second  place?  The  latter  would  be  far 
the  wiser. 

What  with  sparks  flying  about  throughout 
Europe,  Africa,  and  other  sections  of  the 
world,  might  we  not  well  heed  the  warnings 
from  Him  Whose  birthday  we  celebrate? 
For  after  all,  what  are  wars,  but  a punish- 
ment for  a sinful  way  of  life? 

What,  you  ask,  does  this  type  of  editorial 
have  to  do  with  the  GP,  or  the  physician 
in  general  ? Aren’t  we  after  all,  creatures  of 
God  for  an  eternity;  and  physicians  on  the 
stage  of  life  but  for  a short  interval?  And, 
assuming  that  we  are  Christians,  don’t  we 
believe  that  our  state  in  life — that  of  being  a 
physician — is  our  own  personal  highway  to 
attaining  eternal  salvation? 

If  we  believe  these  things,  then  isn’t  it  our 
bounden  duty  to  strive  to  perform  the  duties 
of  our  state  in  life  to  our  utmost  ability?  It 
would  appear  so.  Let  us  then,  in  prepara- 
tion for  Christmas,  not  be  “too  busy”  to  take 
“time  out”  to  reflect  upon  our  conduct  in  the 
practice  of  our  profession.  Let  us  make  an 
examination  of  our  “medical  conscience”  as 
it  were.  Let  us  in  so  doing  consider  for  ex- 
ample injustices  in  our  practice,  whether 
they  be  ethical  violations,  inadequate  exam- 
inations, overcharging,  lack  of  kindness,  or 
other  forms  of  irregularity.  And  finally, 
once  having  called  to  mind  our  faults,  why 
not  resolve — as  a Christmas  gift  to  Him  to 
Whom  we  owe  all — to  overcome  these  faults 
and  just  plain  be  the  “bestus  doctor  we  know 
how.'” 

R.  W.  HOMAN. 
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CLINICAL  PROBLEMS  In 

Fluid  end 

Electrolyte  Balance  in  the  Aged* 


These  authors  reach  three  major  goals  in  this 
discussion:  They  reduce  the  problems  of  fluid 

and  electrolyte  balance  to  more  easily  compre- 
hensible terms;  they  explain  the  greater  fragility 
of  the  aged  in  relation  to  these  disturbances  in 
physiology;  and  they  warn  the  reader  that  the 
aged  person  must  be  treated  more  gently  than 
the  patient  who  has  the  resiliency  of  youth  with 
its  greater  regulatory  capacity.  Prevention  of 
imbalance  or  its  early  recognition  and  treatment 
are  doubly  rewarding  in  this  group  of  patients. 

—EDITOR 

ALTHOUGH  there  have  been  no 
dramatic  advances  in  fluid  and 
electrolyte  therapy  in  recent 
years,  certain  basic  principles  of  fluid  and 
electrolyte  balance  should  be  re-emphasized 
with  an  indication  of  how  they  apply,  nor- 
mally and  abnormally,  to  the  aged  with  at- 
tention to  the  tonicity  rather  than  pH  of 
body  fluids.  No  attempt  is  made  to  define 
“aged”  in  specific  terms  other  than  to  state 
that  it  cannot  be  equated  with  the  calender 
and,  for  the  purposes  of  this  discussion, 
that  there  is  a great  probability  of  arterio- 
sclerotic disease  of  the  kidneys. 

In  the  aging  individual,  the  kidney  loses 
its  flexibility  and  capacity  to  bear  addition- 
al loads  just  as  much,  if  not  more,  than  the 
joints.  This  loss  of  flexibility  or  adaptabil- 
ity involves  both  water  and  salt — too  much 
or  too  little  of  either.  The  aged  walk  a 
much  more  restricted  path  as  a result  of  lim- 
itations of  renal,  pulmonary,  and  cardio- 
vascular mechanisms  of  compensation;  and 
these  limited  margins  of  safety  often  result 
in  more  of  a threat  to  life  than  the  primary 
disease  which  starts  the  chain  of  events  cul- 
minating in  serious  electrolyte  or  water  im- 
balance. Since  it  is  known  that  the  aged 
person  may  respond  poorly  to  what  seems  to 
be  a minor  disease,  disturbances  in  body 
fluids  must  be  anticipated,  and  the  indi- 
vidual must  be  kept  within  these  narrower 
limits.  Management,  thus  in  large  measure^ 
becomes  a matter  of  prevention  which  en- 
tails a knowledge  of  the  normal  homeostatic 
responses  and  how  the  aged  differ  from 

*Presented  before  the  Annual  Session,  Nebraska  State 
Medical  Association,  May  16,  1956. 


C.  THORPE  RAY,  M.D. 

Department  of  Medicine,  Tulane  University 
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and 

SAM  A.  THREEFOOT,  M.D. 

Department  of  Medicine,  Tulane  University 
School  of  Medicine  and  Touro  Infirmary 
New  Orleans,  Louisiana 

younger  people  in  these  compensatory  mech- 
anisms. 

The  normal  reactions  attempt  to  defend 
the  concentration  of  salts  in  the  body  fluids 
in  order  to  maintain  proper  tonicity  or 
osmolarity,  as  well  as  to  defend  against 
changes  in  total  volume  of  body  fluids.  The 
regulation  of  tonicity  is  normally  a rapid  re- 
sponse, whereas  regulation  of  volume  is 
slow.  Response  to  a water  load  is  illustrated 
in  Figure  l1.  This  shows  a rapid  diuresis 
in  the  normal  subject  and  a slow  response  in 
the  nephritic.  The  reaction  of  an  arterio- 
sclerotic kidney  probably  lies  between  these 
two,  but  it  is  apparent  that  the  response  to 
a water  load  is  blunted  and  slow.  This  can 
be  extremely  important  in  producing  hypo- 
tonicity  of  fluids  from  dilution  by  retained 
water  from  electrolyte-free  glucose  solu- 
tions administered  intravenously. 

The  normal  response  is  excretion  of  the 
excess  water  without  an  increase  in  the  ex- 
cretion of  sodium,  chloride,  potassium,  or 
creatinine.  However,  even  the  normal  kidney 
cannot  elaborate  a sodium-free  urine  so  that 
the  large  water  diuresis  carries  some  sodium 
out  of  the  body.  This  results  in  a slight  de- 
crease in  total  body  fluids.  Distilled  water 
is  thus  a “dehydrating  agent”2.  The  in- 
ability of  the  arteriosclerotic  kidney  to  con- 
serve sodium  from  large  volumes  of  dilute 
urine  as  well  as  does  the  normal  kidney  ren- 
ders osmoregulation  and  volume  regulation 
more  difficult  for  these  patients. 

The  normal  defense  of  the  body  against 
changes  in  the  total  volume  of  extracellular 
fluid  is  not  so  precise  as  that  guarding 
against  changes  in  tonicity.  In  a normal 
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subject  administration  of  large  volumes  of 
isotonic  saline  results  in  an  increase  in  body 
weight  with  an  expansion  of  the  total  extra- 
cellular fluid.  Excretion  is  slow  to  equal  or 
exceed  intake,  however  the  volume  is  slowly 
returned  to  its  former  normal  level.  With 
continued  daily  administration  of  isotonic 
saline  to  a normal  man  the  body  weight  may 
increase  for  several  days  before  the  volume 
regulatory  mechanisms  result  in  an  excre- 
tory rate  that  properly  defends  further  ex- 
pansion of  the  body  fluids.  This  is  in  sharp 
contrast  to  the  rapid  response  to  electrolyte- 
free  water  loads  (Fig.  1).  The  arterioscle- 
rotic kidney  does  not  defend  against  volume 
expansion  as  well  as  a normal  kidney,  where- 
as defense  of  the  volume  of  the  extracellular 
fluid  is  usually  secondary  to  regulation  of 
tonicity.  There  are  some  edematous  states, 
however,  such  as  congestive  heart  failure, 
in  which  volume  may  be  defended  at  the  ex- 
pense of  tonicity. 

The  specific  defects  in  the  aged  or  arteri- 
osclerotic kidney  should  be  pointed  out. 
There  is  a reduction  in  the  total  number  of 
functioning  nephrons  which  is  usually  not 
significant  until  the  age  of  fifty3.  This  is  at- 
tributable to  the  intimal  thickening  and  lu- 
menal  attenuation,  in  the  interlobar  and  in- 
terlobular arteries  with  wedge  shaped  areas 
of  atrophy.  There  is  a decrease  in  renal  blood 
flow,  glomerular  filtration  rate,  tubular  ex- 
cretory capacity,  and  concentrating  ability. 
There  is  also  a loss  of  diurnal  patterns  with 
the  onset  of  nocturnal  polyuria  and  a decrease 
in  hydrogen  ion  excretion  and  ammonia  se- 
cretion in  response  to  disturbances  in  acid- 
base  balance.  Since  the  remaining  nephrons 
are  in  a state  of  constant  osmotic  diuresis, 
the  amount  of  work  to  be  done  by  each  ne- 
phron is  greatly  increased.  When  the  re- 
maining functioning  tubules  are  unable  to 
do  the  osmotic  work  necessary  to  excrete  a 
urine  with  constituents  different  in  concen- 
trations from  those  in  the  plasma,  more  wa- 
ter is  required  for  the  excretion  of  the 
necessary  quantities  of  urea  and  salt. 

The  average  diet  provides  about  1200  mil- 
liosmoles  of  solutes  which  must  be  excreted 
daily  to  maintain  proper  balance.  At  the 
concentration  of  glomerular  filtrate  (sp.  gr. 
1.010)  excretion  of  this  amount  of  solute 
would  require  over  three  liters  of  urine 
daily  whereas  the  normal  kidney  may  ex- 
crete this  amount  of  solute  in  500  cc.  of 
urine  of  sp.  gr.  1.035  or  in  1500  cc.  of  sp. 
gr.  1.015.  Since  inability  to  concentrate 


urine  is  one  characteristic  of  the  arterioscle- 
rotic kidney,  the  excretory  load  placed  on 
such  kidneys  should  be  kept  at  a minimum. 
The  solutes  which  must  be  excreted  daily  are 
derived  from  protein  catabolism,  either  of 
body  protein  or  that  in  the  diet,  and  the 
dietary  intake  of  salts.  By  providing  ade- 
quate carbohydrate  at  intervals  throughout 
the  day,  protein  catabolism  can  be  reduced 
thereby  reducing  the  amount  of  urea  to  be 
excreted  daily  along  with  salts  such  as  phos- 
phates, sulfates,  and  so  forth.  A high  car- 
bohydrate, low  protein,  low  salt  diet  can  re- 
duce the  excretory  load  to  as  low  as  200 
milliosmoles  per  day. 

The  kidney  has  to  do  added  work  when 
excreting  either  a large  or  a small  amount 
of  urine,  and  the  arteriosclerotic  kidney  may 
be  unable  to  do  this  amount  of  work.  Ob- 
viously, less  work  has  to  be  done  to  excrete 
urea  in  larger  volumes  of  urine  because  it 
has  to  be  concentrated  less  in  this  way.  An 
increased  concentration  of  urea  in  plasma, 
the  increased  glomerular  filtration  rate  per 
nephron,  continous  diuresis  without  nocturn- 
al decrease  in  glomerular  filtration  rate,  and 
the  decreased  reabsorption  of  urea  allows 
the  kidney  to  keep  the  rate  of  urea  excretion 
normal  with  only  10  to  20  per  cent  of  renal 
tissue  preserved.  However,  as  the  urine 
volume  increases,  the  urine  must  be  made 
more  and  more  dilute  as  regards  sodium. 
To  reabsorb  sodium  out  of  a large  urine 
volume  back  into  blood  where  the  concentra- 
tion of  sodium  is  higher  requires  increased 
work.  Thus,  increased  work  is  forced  upon 
the  kidney  to  excrete  urea  in  small  volumes 
of  urine  or  to  conserve  sodium  out  of  large 
volumes  of  urine.  Between  these  two  ex- 
tremes, the  optimal  volume  at  which  the  least 
total  work  is  done  is  about  two  liters.  If 
there  is  sufficient  damage  to  the  kidney,  it 
will  be  unable  to  save  the  sodium  from  this 
large  a volume  of  urine,  and  significant  so- 
dium loss  will  ensue. 

The  arteriosclerotic  kidney  manages  to 
keep  serum  sodium  within  normal  limits  in 
spite  of  a reduced  filtration  rate  as  long  as 
the  load  of  salt  is  neither  too  great  nor  re- 
stricted too  much.  About  5 to  6 gm.  of  so- 
dium chloride  is  enough  to  prevent  sodium 
depletion  from  urinary  loss.  This  amount 
would  spare  the  kidney  work  in  its  attempt 
to  reabsorb  sodium  out  of  a very  dilute 
urine.  The  mechanism  whereby  this  is  ac- 
complished is  by  slight  alteration  in  the  per- 
centage of  sodium  reabsorbed.  By  reabsorp- 
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tion  of  95  per  cent  of  filtered  sodium  instead 
of  99  per  cent,  the  concentration  of  sodium 
in  the  serum  may  be  maintained  on  average 
intakes  of  sodium  even  though  glomerular 
filtration  of  sodium  is  decreased1.  Obvious- 
ly in  congestive  heart  failure,  the  amount  of 
salt  allowed  must  be  determined  by  the 
‘‘edema  level”  in  each  individual.  In  gen- 
eral, it  is  better  to  give  all  the  salt  which 
is  tolerated,  short  of  edema,  without  ex- 
ceeding the  5 to  6 gm.  An  excess  of  salt, 
like  an  excess  of  urea,  requires  additional 
work  to  accomplish  its  excretion. 

In  hypertensive  subjects,  salt  restriction 
is  often  overprescribed,  since  it  is  usually 
not  beneficial  to  the  individual  with  arterio- 
sclerotic type  of  hypertension  having  a low 
diastolic  pressure  and  a wide  pulse  pres- 
sure. In  other  types  of  hypertension  with 
high  diastolic  pressures,  in  which  salt  re- 
striction is  practiced,  there  is  a danger  of 
continued  renal  wasting  or  loss  of  body 
stores  of  sodium.  If  such  a restriction  is 
prescribed,  then  it  is  imperative  to  estab- 
lish, by  urinary  studies,  that  output  does 
not  continue  to  exceed  intake  beyond  four  or 
five  days.  If  it  does,  a reduction  in  extra- 
cellular fluid  volume  occurs  with  progressive 
renal  insufficiency  and  finally  vascular  col- 
lapse. 

The  inability  of  the  diseased  kidney  to  ad- 
just for  acid  loads  should  be  mentioned.  The 
arteriosclerotic  kidney  is  probably  between 
the  normal  and  the  chronic  nephritic  in  this 
respect,  with  decrease  in  ammonia  produc- 
tion and  consequent  loss  of  fixed  base,  prin- 
cipally sodium.  Normally,  following  an  acid 
load  with  loss  of  sodium  there  is  a period  of 
positive  balance  sufficient  to  replace  the 
deficit  in  total  body  sodium.  In  diseased 
kidneys  this  positive  balance  may  be  absent 
or  inadequate  to  replace  the  quantities  of 
lost  sodium  resulting  in  an  abnormal  de- 
crease in  extracellular  fluid  volume.  There 
is  also  an  absence  of  a positive  balance  in 
the  period  after  base  excretion  to  retain  the 
amount  previously  lost.  This  results  in  loss 
of  extracellular  fluid  volume  in  the  diseased 
state — a reserve  the  aged  can  ill  afford  to 
lose. 

Normally  the  thirst  mechanism  may  be  de- 
pended upon  to  maintain  the  proper  fluid  in- 
take. Thirst  is  stimulated  by  increase  in 
electrolyte  concentrations  or  by  decrease  in 
extracellular  fluid  volume,  even  with  normal 
electrolyte  concentration,  when  this  defect 


is  severe  as  for  example  with  bleeding  or 
shock.  In  patients  who  are  weak  and  con- 
fused, the  thirst  mechanism  may  fail,  or  if 
it  does  not  fail,  the  physical  and  mental  ca- 
pacities of  the  individual  fail  to  provide  the 
necessary  intake.  The  result  is  dehydration, 
decrease  in  extracellular  fluid  and  plasma 
volume,  and  a further  deterioration  of  renal 
function  with  increasing  blood  urea.  Urea 
administered  to  a dehydrated  individual  will 
increase  the  loss  of  water  in  a hypotonic 
urine  in  spite  of  the  dehydration.  There- 
fore, the  specific  gravity  of  the  urine  under 
these  circumstances  is  not  a reliable  index 
of  inadequate  hydration.  Neither  does  the 
concentration  of  sodium  in  the  serum  pro- 
vide information  concerning  a deficit  or  ex- 
cess of  body  fluid  volume,  for  sodium  con- 
centration may  be  normal,  increased  or  de- 
creased with  either  an  increase  or  decrease 
in  total  body  fluids.  The  basic  disturbance, 
such  as  inadequate  intake,  must  be  consid- 
ered in  arriving  at  a proper  evaluation  of 
water  and  electrolyte  needs  of  an  individual. 

Since  there  are  extreme  variations  from 
one  individual  to  another  with  regard  to 
total  body  content  of  water  and  electrolyte, 
there  is  no  routine  or  standard  replacement 
procedure.  Each  case  has  to  be  individual- 
ized and  managed  on  the  basis  of  funda- 
mental principles  along  with  a knowledge 
of  the  defects  existing  at  the  time  therapy 
is  begun.  As  an  example  of  the  individual 
variability,  vomiting  in  a patient  with 
achlorhydria  results  in  a different  electro- 
lyte and  water  problem  than  in  the  patient 
with  normal  gastric  acidity.  The  simple 
testing  of  the  vomitus  with  a wide  range 
acid  indicator  paper  is  of  help  in  estimating 
the  needs  for  replacement  therapy. 

A practical  therapeutic  classification  of 
water  and  electrolyte  problems  is  one  based 
on  the  relative  proportions  of  water  and 
salt  which  have  been  lost.  The  signs  and 
symptoms  of  these  are  well  known4. 

I.  HYPERTONIC  DEHYDRATION  re- 
sults from : 

(a)  inadequate  intake  of  water  with 
continued  loss  of  water  from  the 
body  in  excess  of  the  loss  of 
salts ; 

(b)  increased  solute  loads  resulting 
from  infections,  fever,  surgical 
procedures,  etc.  without  com- 
pensatory increase  in  water  in- 
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take  to  meet  excretory  demands; 
and 

(c)  excessive  loss  of  water  in  hypo- 
tonic solution  such  as  sweat. 
Even  though  sweating  is  de- 
creased in  the  aged,  continuous 
gradual  losses,  without  replace- 
ment, may  lead  to  dehydration. 

As  a rule,  even  though  inadequate  water 
intake  has  existed  for  a time  without  re- 
placement, there  is  some  loss  of  salt  in  these 
conditions,  so  replacement  should  consist  of 
hypotonic  saline  made  isosmotic  by  mixing 
equal  parts  of  isotonic  saline  and  5 per  cent 
glucose  in  water. 

II.  HYPOTONICITY  OF  THE  BODY 

FLUIDS  results  from: 

(a)  excess  of  water  in  the  body  which 
may  occur  with  an  expansion  of 
the  total  body  fluids  such  as  ex- 
cessive water  intake  or  adminis- 
tration of  electrolyte-poor  solu- 
tions. Therapy  consists  of  water 
restriction.  However,  water  ex- 
cess in  the  body  more  frequently 
exists  without  an  increase  in  to- 
tal body  fluids.  Such  a state  re- 
sults from  loss  of  salt  and  water 
and  replacement  of  water  in  solu- 
tions of  low  salt  content  which 
dilute  the  remaining  electrolytes 
in  the  body.  Proper  therapy  con- 
sists of  the  administration  of 
adequate  amounts  of  salt  in  hy- 
pertonic solution; 

(b)  loss  of  electrolytes  out  of  pro- 
portion to  the  loss  of  water  which 
may  result  from  too  great  a salt 
restriction  in  the  presence  of 
renal  disease,  excessive  diuresis 
in  congestive  heart  failure,  occa- 
sionally marked  salt  wasting  aft- 
er a cerebral  vascular  accident, 
excessive  loss  of  base  from  the 
gastrointestinal  tract,  or,  some- 
times, adrenal  insufficiency. 
Therapy  depends  upon  the  indi- 
vidual state  of  dehydration  as  well 
as  salt  depletion.  Since  these  pa- 
tients’ fluids  are  hypotonic,  as 
mentioned,  replacement  should 
consist  of  balanced  hypertonic 
solutions.  If  at  all  practicable, 
replacements  should  be  oral  rath- 
er than  parenteral.  “Balanced 


solutions”  implies  the  use  of  po- 
tassium, calcium,  and  that  ap- 
proximately 30  per  cent  of  the 
sodium  be  given  as  lactate  and 
the  remainder  as  chloride. 

Congestive  heart  failure  forms  a special 
category.  The  thirst  mechanism  which  has 
already  expanded  extracellular  fluids  can- 
not be  depended  upon  for  proper  volume 
control.  It  is  acting  in  parallel  with  the 
kidneys  in  this  respect.  A characteristic 
feature  of  congestive  heart  failure  is  the 
poor  regulation  of  tonicity  of  the  body 
fluids  even  in  the  presence  of  structurally 
normal  kidneys,  and  in  the  aged  this  defect 
is  further  aggravated  by  previously  existing 
disease  of  the  arteriosclerotic  type.  The  di- 
uretics which  are  currently  in  use  in  the 
treatment  of  congestive  heart  failure  may 
result  in  excessive  diuresis  in  the  absence 
of  normal  osmoregulation  in  these  patients. 
Ideally  patients  should  not  lose  more  than 
three  pounds  per  day  for  any  period  of  time. 
Adequate  time  between  administration  of 
diuretics  should  be  allowed  for  these  blunted 
compensating  mechanisms  to  adjust  to  the 
effects  of  the  preceeding  diuresis.  Rather 
than  to  attempt  to  achieve  “dry  weight”  by 
diuresis  in  an  elderly  arteriosclerotic  indi- 
vidual, it  is  better  to  leave  some  unimportant 
peripheral  edema  than  to  risk  the  production 
of  a depletion  state  which  threatens  life.  A 
common  clinical  picture  is  that  of  a fairly 
alert  individual  receiving  digitalis  and  di- 
uretic who  begins  to  lose  weight  rapidly  as 
a result  of  “successful”  treatment.  As  elec- 
trolytes are  lost  and  a hypotonic  state  be- 
gins to  develop,  urinary  output  falls,  the  pa- 
tient becomes  somewhat  lethargic  (often  in- 
terpreted as  digitalis  or  sedative  effects), 
complains  of  a thirst  not  relieved  by  wa- 
ter (a  metallic  taste),  vomits,  has  a rising 
blood  urea  nitrogen,  and  finally  may  term- 
inate in  a state  of  coma  and  irreversible 
electrolyte  depletion.  Recognition  of  this 
state  should  be  followed  immediately  by  re- 
placement with  hypertonic  solutions  by  vein. 
By  calculations  one  can  arrive  at  an  empiric 
figure  for  the  total  needed  for  replacement 
of  the  deficit  as  0.5  cc.  of  3 per  cent  NaCl 
per  mEq  serum  deficit  per  kilogram  of  dry 
weight  of  the  patient.  If  edema  is  present, 
2.5  cc.  of  3 per  cent  solution  per  mEq  per 
kilogram  of  estimated  edema  fluid  is  re- 
quired in  addition.  It  is  important  to  note 
that  this  calculated  amount  should  NOT  be 
given  in  one  dose  but  should  be  given  in 
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small  quantities  of  200  to  300  cc.  at  a time 
and  the  patient  observed.  Often  it  is  not 
necessary  to  effect  a complete  correction 
of  the  calculated  deficit  since  the  patient’s 
regulatory  ability  will  return  and  relieve  the 
physician  of  the  necessity  of  further  intra- 
venous hypertonic  fluids. 

All  of  these  disturbances  in  electrolytes 
and  water  may  be  prevented  if  the  funda- 
mental mechanism  responsible  for  their  pro- 
duction is  recognized  early  in  the  course  of 
disease  and  proper  maintenance  require- 
ments of  fluids  and  salts  are  provided.  For 
ordinary  maintenance  purposes,  the  needs 
can  be  supplied  by  1500  cc.  of  10  per  cent 
glucose,  500  cc.  normal  saline,  and  3 gm. 
KC1,  or  the  equivalents  of  these  parenterally 
or  orally.  Since  forced  protein  feeding  is 
often  practiced  in  geriatrics,  it  should  be 
noted  that  for  every  100  gm.  of  protein,  one 
extra  liter  of  water  is  required  for  excretory 
purposes. 

Not  all  hyponatremia  requires  correction. 
Occasionally  hyponatremia  is  encountered 
in  a variety  of  chronic  debilitating  dis- 
eases5. In  contradistinction  to  the  afore- 
mentioned groups,  these  patients  do  not  be- 
come dehydrated,  and  there  is  no  evidence 
of  renal  decompensation.  If  these  patients 
are  given  salt,  they  excrete  it  immediately. 
The  entire  defect  seems  to  be  that  osmolar 
regulation  is  set  at  a different  level.  In 
such  cases,  there  is  no  laboratory  substitute 
for  good  clinical  judgment,  and  it  is  gen- 
erally well  not  to  attempt  to  correct  asymp- 
tomatic hyponatremia. 

The  concentration  of  electrolytes  in  the 
intracellular  fluids  is  equally  as  important 
as  in  the  extracellular  fluid.  The  principal 
intracellular  electrolyte  which  commonly 
presents  recognizable  clinical  problems  at 
this  time  is  potassium.  Since  it  is  principal- 
ly intracellular,  concentrations  of  potassium 
in  the  serum  do  not  adequately  reflect  cellu- 
lar deficits.  Potassium  deficits  are  likely  to 
be  encountered  in  diarrhea,  vomiting  with 
alkalosis,  diabetic  acidosis  as  glucose  falls 
with  insulin  administration,  and  chronic 
wasting  of  potassium  by  the  kidney  when, 
for  example,  the  individual  is  given  only 
sodium  chloride  and  glucose  by  vein.  Three 
grams  KC1  daily  will  protect  against  such 
losses  in  the  urine. 

Some  of  the  proper  and  improper  uses  of 
potassium  in  the  treatment  of  conditions 
commonly  seen  in  the  aged  can  be  best  illus- 


trated by  the  demonstration  of  the  electro- 
cardiographic effects  of  potassium  deficit  or 
excess.  It  is  recognized  that  the  electro- 
cardiogram does  not  correlate  precisely  with 
the  concentration  of  potassium  in  the  serum 
nor  would  a close  correlation  to  potassium 
alone  even  be  expected,  since  other  ions  ex- 
ert an  effect  on  membrane  potentials.  How- 
ever, the  electrocardiogram  is  a very  useful 
tool  in  that  it  shows  the  effects  of  potas- 
sium which  threaten  the  life  of  the  indi- 
vidual. 

Figures  2,  3,  4,  and  5 present  the  electro- 
cardiograms of  a patient  being  treated  for 
diabetic  acidosis  and  illustrate  the  need  for 
potassium  administration,  which  may  be 
given  by  mouth  or  by  vein.  The  first  electro- 
cardiogram shows  no  significant  hypokale- 
mic changes  (Fig.  2).  Later,  after  treat- 
ment with  saline  and  insulin  was  begun, 
there  are  changes  in  the  S-T  and  T with 
merging  of  the  T with  a very  large  U wave 
(Fig.  3).  This  is  a clear  call  for  potassium, 
which  was  not  given.  Progressive  changes 
of  hypokalemia  can  be  followed  in  Figure  4 
with  widening  of  the  QRS  complex  and  pro- 
longation of  the  Q-U  interval  extending  to 
the  succeeding  QRS  complex.  Figure  5 
shows  the  terminal  hypokalemic  effects  pro- 
gressing to  idioventricular  rhythm,  ventricu- 
lar fibrillation,  and  death.  The  patient 
complained  of  generalized  weakness  and  fin- 
ally respiratory  paralysis.  The  timely  use 
of  potassium  orally  or  by  vein  could  have 
prevented  this  series  of  events. 

It  is  evident  that  one  could  administer 
potassium  by  vein  too  rapidly  and  that  at 
any  time  concentrations  greater  than  40 
mEq/1  are  used,  the  rate  of  administration 
should  be  checked  with  electrocardiographic 
effects.  Figures  6,  7,  and  8 illustrate  just 
such  a case.  Figure  6 shows  the  electro- 
cardiogram before  any  changes  are  evident 
and  therapy  has  just  begun.  A solution  of 
150  mEq/1  of  KC1  was  being  administered. 
The  next  electrocardiogram,  recorded  six 
hours  later,  shows  beginning  effects  of  hy- 
perkalemia in  which  the  QRS  complexes  are 
widened,  S-T  segment  depressed,  and  the  T 
waves  high  and  peaked  (Fig.  7).  This 
clearly  indicates  too  rapid  administration 
of  potassium.  Figure  8 demonstrates  marked 
hyperkalemic  effects  of  an  almost  fatal  con- 
centration of  potassium  with  marked  widen- 
ing of  the  QRS  complexes  and  peaking  of 
the  T waves.  Rapid  improvement  can  be 
noted  within  ten  minutes  after  the  intraven- 
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LEGENDS 

Fig.  1.  (Modified  from  Platti).  A graphic  representation 
of  the  effect  of  water  administration  on  glomerular  filtration 
rate  and  urine  excretion  in  a normal  man  and  in  a subject 
with  renal  disease.  The  diminished  and  delayed  response  of 
the  failing  kidney  is  apparent.  The  response  of  the  arterio- 
sclerotic kidney  is  intermediate  between  these  two  extremes. 

Fig.  2.  Electrocardiogram  taken  10  p.m.,  12-1-53,  reveals 

no  significant  abnormalities. 

Fig.  3.  Elect roca.rdiogram  taken  1 a.m..  12-2-53,  shows  dis- 
tinct hypokalemic  changes  with  prolongation  of  Q-U  interval 
and  increase  in  size  of  the  U wave. 

Fig.  4.  Electrocardiogram  taken  3 a.m.,  12-2-53,  reveals 

progression  of  the  prolongation  of  the  Q-U  interval  and,  in 
addition,  serious  widening  of  the  QRS  complex.  At  this  time 
the  patient  complained  of  weakness. 

Fig.  5.  Continuous  Lead  I recorded  a few  minutes  after 
Figure  4 revealing  idioventricular  rhythm  and  terminal  ven- 
tricular fibrillation. 

Fig.  6.  Electrocardiograms  recorded  5 :45  p.m.  and  6 :45 

p.m.  show  no  significant  effects  of  potassium  abnormalities. 
The  medications  are  indicated  beneath  the  tracings. 

Fig.  7.  Electrocardiogram  recorded  11 :45  p.m.  shows  ef- 

fects of  hypkerkalemia  with  widening  of  QRS  complexes  and 
peaking  of  the  T waves.  Medications  are  indicated  below 
the  tracings. 

Fig.  8.  Electrocardigram  recorded  2 :20  a.m.  shows  the  ef- 
fects of  an  extremely  serious  hyperkalemia.  The  P waves 
are  not  clearly  distinguishable  in  all  complexes  and  QRS  and 
T waves  show  characteristic  effects  of  severe  hyperkalemia. 
The  patient  was  very  restless  and  the  KC1  administration 
was  discontinued.  Within  ten  minutes  (2:30  a.m.)  the  electro- 
cardiogram shows  marked  improvement.  In  this  tracing  the 
leads  are  mounted  II,  III,  I from  above  downward. 

Fig.  9.  Electrocardiogram  recorded  7 :00  p.m.,  10-6-55,  after 
two  days  oliguria.  Extreme  widening  of  QRS  complex,  high 
and  peaked  T waves  and  loss  of  the  atrial  pacemaker  are 
apparent.  This  is  the  type  of  electrocardiogram  frequently 

seen  as  a terminal  event. 

Fig.  10.  Electrocardiogram  recorded  8 :00  p.m.,  10-6-55.  Intra- 
venous administration  of  sodium  lactate,  calcium  gluconate, 
and  50%  glucose  with  insulin  was  begun  at  the  onset  of  this 
recording.  Immediate  effect  is  apparent  in  Lead  III  which 

shows  narrowing  of  the  QRS  complex  from  the  time  Leads  I 
and  II  were  taken. 


3-12-56 


Figure  12 


Fig.  11.  Electrocardiogram  recorded  thirty  minutes  after 
treatment  was  begun.  There  is  still  widening  of  QRS  com- 
plexes and  slight  peaking  of  the  T waves,  but  in  all  other 
respects  it  is  essentially  the  same  as  a tracing  taken  a month 
previously.  The  improvement  in  the  clinical  state  of  the  pa- 
tient paralleled  the  electrocardiographic  improvement. 

Fig.  12.  A series  of  electrocardiograms  (Lead  I)  recorded 
at  intervals  of  time  during  the  administration  of  KC1.  Bi- 
directional ventricular  tachycardia  and  multifocal  ventricular 
premature  beats  are  evident. 

Fig.  13.  Electrocardiogram  recorded  10 :30  p.m.,  one  hour 
after  the  administration  of  1 gm.  KC1  had  been  completed, 
shows  the  return  to  the  pre-existing  auricular  fibrillation 
with  right  ventricular  hypertrophy. 


ous  administration  of  the  KC1  was  stopped. 
Subsequent  electrocardiograms  revealed  no 
residual  effects  of  the  hyperkalemia. 

The  only  other  time  one  commonly  en- 
counters hyperkalemia  is  after  oliguria  or 
anuria  has  occurred.  Figures  9,  10,  and  11 
show  the  effects  of  the  opposing  ions,  so- 
dium and  calcium,  in  counteracting  the  car- 
diovascular effects  of  hyperkalemia  and  also 
the  effects  of  glucose  and  insulin  in  reducing 
the  level  of  serum  potassium.  These  agents 
can  be  life  saving.  A previous  electrocardio- 
gram was  taken  one  month  prior  to  the  on- 
set of  the  oliguria  and  demonstrated  only 
left  ventricular  hypertrophy.  The  electro- 
cardiogram shown  in  Figure  9 was  taken  aft- 
er oliguria  of  two  days  duration.  The  serum 
potassium  was  elevated,  and  the  electro- 
cardiogram shows  extreme  widening  of  QRS 
and  loss  of  atrial  pacemaker.  Treatment 
was  instituted  consisting  of  calcium  glucon- 
ate, sodium  lactate,  and  50%  glucose  with 
insulin.  Immediate  clinical  improvement 
was  apparent.  In  Figure  10  the  last  com- 
plexes of  Lead  III  are  narrowed  consider- 
ably in  comparison  to  those  of  Lead  I.  Ap- 
proximately thirty  minutes  after  the  begin- 
ning of  treatment,  the  electrocardiogram 
(Fig.  11)  was  the  same  as  that  of  a month 
before  the  onset  of  the  oliguria.  The  life 
saving  effects  of  glucose,  insulin,  sodium 
lactate,  and  calcium  gluconate  are  evident. 

Special  attention  should  be  called  to  the 
relationship  of  digitalis  and  potassium,  in 
that  digitalis  intoxication  is  more  likely  to 
occur  if  there  is  potassium  deficit.  Further- 
more, digitalis  administration  results  in  a 
release  of  potassium  by  the  heart  muscle. 
There  may  be,  therefore,  a cellular  deficit 
with  normal  serum  concentration.  Figures 
12  and  13  illustrate  the  findings  in  an  elder- 
ly individual  with  arteriosclerotic  heart  dis- 
ease and  congestive  heart  failure.  Serum 
electrolytes  including  potassium  were  nor- 
mal. Figure  12  shows  a serious  disturbance 
in  cardiac  mechanism  with  a bidirectional 
ventricular  tachycardia.  Treatment  was  be- 
gun with  a 0.5%  solution  of  KC1.  After 
the  administration  of  1 gm.  of  KC1  by 
vein,  the  bidirectional  tachycardia  had  been 
controlled  and  the  electrocardiogram  re- 
turned to  that  of  pre-existing  auricular  fi- 
brillation with  right  ventricular  hyper- 
trophy (Fig.  13). 

In  consideration  of  electrolyte  problems 
in  the  aged,  it  is  thus  apparent  that  proper 


management  is  dependent  upon  first,  pre- 
vention by  adequate  maintenance;  secondly, 
early  recognition  and  qualitative  and  quan- 
titative replacement  of  deficits;  and  final- 
ly, individualized  treatment  of  severe  dis- 
turbances in  a group  of  people  whose  regu- 
latory capacities  are  limited  and  whose  man- 
agement requires  a more  precise  attention  to 
the  specific  needs  and  capacities  of  the  in- 
dividual. 
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“BENEFICIAL  EFFECTS,  LESS  ANXIETY” 
ATTRIBUTED  TO  ALCOHOL  BY 
CORONARY  VICTIMS 

A preliminary  study  of  coronary  disease  victims 
in  a California  oil  plant  discloses  that  71  per  cent 
of  them  have  been  drinking  alcoholic  beverages  in 
moderation  “anywhere  from  one  to  ten  years  since 
the  attack”  with  “beneficial”  results. 

This  finding  was  reported  to  the  recent  conven- 
tion of  the  American  Medical  Association  by 
Dr.  Joseph  P.  Luongo,  Medical  Director  of  the 
General  Petroleum  Corporation,  Los  Angeles. 

Dr.  Luongo’s  paper  dealt  with  his  study  of  the 
health  habits  of  300  persons — 100  of  them  with  cer- 
tified histories  of  heart  disease,  chosen  from  a total 
of  160  stricken  employees,  and  a control  group  of 
200  persons  free  of  symptoms.  All  members  of  the 
panel  were  between  30  and  50  years  of  age  and 
were  matched  as  to  occupation.  With  the  exception 
of  one  woman  in  the  coronary  group,  the  overall 
study  panel  was  composed  of  males. 

Only  18  per  cent  of  each  group  had  been  drink- 
ers of  alcoholic  beverages;  but  following  attacks  of 
coronary  disease,  71  per  cent  of  those  who  survived 
began  drinking  spirits  in  moderation. 

“In  this  group  all  claim  beneficial  effects  with 
less  anxiety,”  says  Dr.  Luongo. 


It  would  seem  to  be  elementary  that,  if  a pa- 
tient with  an  acute  lower  respiratory  infection 
were  ill  enough  to  require  hospitalization,  an  initial 
diagnostic  chest  x-ray  would  be  mandatory,  and 
that  for  pneumonias,  additional  progress  films  would 
be  in  order.  (C.  Wesley  Eisele,  M.D.;  Vergil  N. 
Slee,  M.D.,  and  Robert  G.  Hoffmann,  Ph.D.,  Ann. 
Int.  Med..  Jan.,  1956). 
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A Clinical  Evaluation  of 


Chlorpromazine* 


to  Control 
Nausea,  Vomiting  and  Paints 

This  article  is  a record  of  a clinical  investiga- 
tion of  chlorpromazine.  The  authors  determined 
the  effects  of  this  drug  in  relieving  nausea,  vomit- 
ing, and  pain  not  controlled  by  morphine  or 
Demerol,  in  surgical  patients.  Oral  and  intra- 
muscular routes  were  compared  as  to  efficiency 
and  speed  of  effect.  The  possibilities  of  masking 
symptoms,  of  producing  serious  side-effects,  and 
of  damage  to  organs  were  studied  and  recorded. 
One  hundred  and  five  patients  ranging  in  age 
from  15  to  101  years  were  used  in  the  investiga- 
tion. It  was  concluded  that  the  drug  is  both  effec- 
tive and  safe. 

—EDITOR 

IN  the  past  five  years  investi- 
gators have  studied  the  prop- 
erties of  chlorpromazine  hydro- 
chloride and  its  clinical  application.  The  ob- 
served pharmacologic  effects  of  chlorproma- 
zine suggested  that  it  might  alleviate  nausea, 
vomiting,  and  pain  in  surgical  patients.  We 
have  administered  chlorpromazine  to  105  pa- 
tients with  nausea,  vomiting,  or  pain  re- 
fractory to  narcotics  to  determine  its  effec- 
tiveness in  relieving  these  symptoms.  Also, 
we  compared  the  effectiveness  of  a dose  of 
10  mg.  with  that  of  a 25  mg.  dose,  and  the 
effectiveness  of  the  oral  with  that  of  the  in- 
tramuscular administration. 

Chlorpromazine  hydrochloride  was  effec- 
tive in  relieving  nausea  and  vomiting  in  pa- 
tients before  and  after  operation.  Also,  it 
augmented  the  effectiveness  of  narcotics. 

Ten  mg.  of  chlorpromazine  effectively  re- 
lieved symptoms,  but  25  mg.  gave  more 
prompt  and  more  prolonged  relief.  Intra- 
muscular administration  gave  more  prompt 
but  no  greater  relief  than  oral  administra- 
tion. 

Drowsiness  was  the  only  side  effect  of 
chlorpromazine,  and  no  toxic  effects  were 
noted.  The  use  of  chlorpromazine  did  not 
mask  symptoms  or  the  clinical  course  in  dis- 
eases such  as  intestinal  obstruction. 

*The  trade  name  of  Smith,  Kline  and  French  for  chlorpro- 
mazine is  Thorazine. 

fFrom  the  Department  of  Surgery,  University  of  Nebraska 
College  of  Medicine. 

{Presented  before  the  Annual  Meeting  of  the  Omaha  Re- 
search Club,  University  Hospital,  March  1,  1956. 


HAROLD  D.  JOURDAN,  M.D.,  and 
MERLE  M.  MUSSELMAN,  M.D. 

Omaha,  Nebraska 

Chlorpromazine  hydrochloride  was  orig- 
inally synthesized  in  1950,  in  the  research 
laboratories  of  Rhone  - Poulenc  - Serpia  of 
France.  Professor  H.  Laborit,  a French 
naval  surgeon  of  the  Military  Hospital  of 
Val-de-Grace,  Paris,  first  introduced  chlor- 
promazine into  surgery,  in  1951.  He  and 
his  associates  described  the  chemical,  phar- 
macologic and  clinical  properties  of  the  new 
drug1* 2’  3> 4’ 5.  It  is  a phenothiazine  deriva- 
tive, chemically  related  to  the  antihista- 
mines6. Pharmacologically,  it  is  primarily  a 
central  nervous  system  depressant  and  sec- 
ondarily a mild  antispasmodic,  antihistamin- 
ic  and  adrenolytic  agent7.  It  potentiates  the 
effect  of  hypnotics,  sedatives,  narcotics, 
anesthetics,  alcohol,  and  antispasmodics8- 9. 
Preliminary  tests  indicate  that  chlorproma- 
zine acts  at  the  cortical  and  subcortical  levels 
in  the  cerebrum,  and  also  at  the  diencephalon 
in  the  medulla7.  Its  sedative  effect  is  thought 
to  be  the  result  of  an  interruption  of  im- 
pulses passing  between  the  diencephalon  and 
the  cerebral  cortex10.  The  anti-emetic  effect 
is  believed  to  result  from  blocking  emetic 
impulses  at  the  chemoreceptor  trigger  zones 
and  reticular  vomiting  mechanisms  in  the 
medulla  as  well  as  emetic  responses  associat- 
ed with  the  forebrain,  preventing  these  im- 
pulses from  reaching  the  vomiting  center11- 12. 

METHOD 

The  study  was  conducted  on  105  adult  men 
and  women  on  the  surgical  services  at  the 
University  of  Nebraska  and  Douglas  County 
Hospitals.  They  were  selected  because  they 
had  nausea  and  vomiting  or  pain  not  entire- 
ly relieved  by  narcotics.  Chlorpromazine  was 
given  before  operation  to  16  patients  with 
nausea  or  vomiting  and  to  12  patients  with 
pain  refractory  to  narcotics.  The  possible 
masking  of  symptoms  was  evaluated  as  well 
as  the  effect  of  chlorpromazine  in  relieving 
the  symptoms.  The  drug  was  given  post- 
operatively  to  64  patients  with  nausea  and 
vomiting  and  to  13  patients  with  pain  in- 
effectively controlled  by  morphine  or  Dem- 
erol alone.  The  youngest  patient  was  15 
years  old  and  the  oldest  was  101  years  old. 
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The  response  to  chlorpromazine  was  evalu- 
ated subjectively  and  graded  as  good  (com- 
plete relief),  fair  (incomplete  relief),  and 
poor  (no  relief).  These  results  were  evalu- 
ated at  intervals  of  (a)  fifteen  minutes,  (b) 
thirty  minutes,  (c)  four  hours,  and  (d)  twen- 
ty-four hours  after  administration.  When 
the  drug  was  given  for  three  days  or  longer 
it  was  considered  as  prolonged  treatment. 

Because  both  10  mg.  and  25  mg.  doses  of 
chlorpromazine  have  been  recommended  we 
compared  the  effectiveness  of  the  two  doses, 
disregarding  the  degree  of  nausea  and  vom- 
iting or  the  refractoriness  of  pain  to  nar- 
cotics. Each  patient  served  as  his  own  con- 
trol, the  10  mg.  dose  being  administered  on 
even  and  the  25  mg.  dose  on  odd  calendar 
days.  When  it  was  necessary  to  repeat  the 
drug  at  four  hour  intervals  because  of  the 
persistence  or  recurrence  of  symptoms,  the 
same  dose  was  used  throughout  each  day. 

Chlorpromazine  may  be  given  either  oral- 
ly or  intramuscularly.  To  compare  the  two 
routes,  chlorpromazine  was  given  by  alter- 
nate routes  in  alternate  patients  regardless 
of  the  dosage  or  the  severity  of  the  symp- 
toms. When  it  was  necessary  to  repeat  the 
drug  at  four  hour  intervals  the  same  route 
was  used  throughout  each  day. 

The  patients  were  questioned  and  exam- 
ined initially  and  at  four  hour  intervals  for 
drowsiness,  dizziness,  dryness  of  the  mouth, 
nasal  congestion,  constipation,  miosis  or 
mydriasis,  hypotension,  tachycardia,  elevat- 
ed temperature,  and  urticaria.  The  21  pa- 
tients receiving  the  drug  for  three  days  or 
longer  or  given  a total  dose  greater  than  100 
mg.  per  twenty-four  hours  were  followed  by 
appropriate  laboratory  tests  for  possible 
damage  to  the  liver,  kidneys,  or  bone  mar- 
row. 

RESULTS 

Nausea  and  Vomiting — In  this  series  of 
105  patients,  80  suffered  from  nausea  and 
vomiting.  The  causes  for  nausea  and  vom- 
iting in  the  nonoperative  and  postoperative 
groups  receiving  chlorpromazine  are  shown 
in  Table  1.  In  the  nonoperative  group  of 
16  patients,  10  (62  per  cent)  had  good,  3 
(19  per  cent)  fair,  and  3 (19  per  cent)  poor 
results.  In  the  postoperative  group  of  64 
patients,  46  (72  per  cent)  had  good,  16  (25 
per  cent)  fair,  and  2 (3  per  cent)  poor  re- 
sults. In  general  81  per  cent  of  the  pre- 
operative group  were  improved  while  97  per 


cent  of  the  postoperative  group  gained  re- 
lief. 

TABLE  1 

THE  CAUSE  OF  NAUSEA  OR  VOMITING 
IN  THE  NONOPERATIVE  AND  POST- 
OPERATIVE GROUPS  AND  THE 
RESPONSE  TO  CHLORPROMAZINE 

Cause  of  Nausea 

or  Vomiting-  Good  Fair  Poor 

Preoperative  Group 10  3 3 

Small  bowel  obstruction 
Regional  ileitis 
Fracture  with  ileus 
Diverticulitis 
Obstructive  jaundice 
Toxic  goiter 
Patent  ductus  and 
pregnancy 

Inoperable  carcinoma 

Post  operative  Group 46  16  2 

Amputation 

Fractures 

Burns 

Herniorrhaphy 

Stab  wounds  of  abdomen 

Mastectomy 

Thyroidectomy 

Adrenalectomy 

Sympathectomy 

Saphenous  vein  stripping 

Nephrectomy 

U reter  olithotomy 

Prostatectomy 

Valvulotomy 

Cholecystectomy 

Gastric  resection 

Small  bowel  obstruction 

Colon  resection 

Appendectomy 

Colostomy 

Hemorrhoidectomy 

Comparing  the  response  of  those  patients 
receiving  the  drug  for  nausea  with  that  of 
those  receiving  it  for  vomiting  is  summar- 
ized in  Table  2.  Of  the  51  patients  treated 
for  nausea  alone,  34  (67  per  cent)  had  good, 
13  (25  per  cent)  fair,  and  4 (8  per  cent)  a 
poor  response.  And  in  the  29  patients  treat- 
ed for  vomiting,  19  (66  per  cent)  had  good, 
9 (31  per  cent)  fair,  and  1 (3  per  cent)  a 
poor  response.  In  general,  92  per  cent  treat- 
ed for  nausea  alone  were  improved  and  97 
per  cent  treated  for  vomiting  were  improved. 
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TABLE  2 

RESPONSE  OF  EIGHTY  PATIENTS 
RECEIVING  CHLORPROMAZINE  FOR 
NAUSEA  AND  VOMITING 


Results 

Good 

Fair 

Poor 

Total 

Nausea  

34 

13 

4 

51 

Preoperative  ... 

3 

4 

2 

9 

Postoperative  . 

.....31 

9 

2 

42 

Vomiting  

.....19 

9 

1 

29 

Preoperative  ... 

.....  4 

o 

LU 

1 

7 

Postoperative  . 

.....15 

7 

0 

22 

Total 

.....53 

22 

5 

80 

No  masking  of  symptoms  associated  with 
either  a dynamic  or  adynamic  ileus  in  either 
the  preoperative  or  postoperative  group 
was  noted  when  nausea  and  vomiting  were 
controlled. 

Refractory  Pain — The  remaining  25  pa- 
tients were  given  chlorpromazine  for  pain 
not  controlled  by  narcotics  alone.  In  this 
group  12  patients  were  treated  for  non- 
operative and  13  patients  for  postoperative 
pain.  As  shown  in  Table  3,  14  patients  (56 
per  cent)  had  good,  9 (35  per  cent)  fair, 
and  2 (9  per  cent)  poor  results.  Over  all, 
23  patients  (91  per  cent)  had  potentiation 
of  analgesia  from  the  narcotic. 

TABLE  3 

RESPONSE  OF  PATIENTS  RECEIVING 
CHLORPROMAZINE  FOR  REFRAC- 
TORY PAIN 


Results 

Good 

Fair 

Poor 

Total 

Preoperative 

8 

3 

1 

12 

Postoperative  ... 

6 

6 

1 

13 

Total 

14 

9 

2 

25 

Dosage — Of  the  105  patients  treated,  43 
patients  (41  per  cent)  received  the  drug 
only  once  while  62  patients  (59  per  cent) 
needed  repeated  administration  at  four  hour 
intervals. 

The  results  of  administering  10  mg.  and 
25  mg.  doses  of  chlorpromazine  are  summar- 
ized in  Table  4.  Of  the  39  patients  receiv- 
ing a 10  mg.  dose,  21  (54  per  cent)  had  good, 
16  (41  per  cent)  fair,  and  2 (5  per  cent)  a 
poor  response.  In  the  group  of  66  patients 
receiving  a 25  mg.  dose,  48  (73  per  cent)  had 
good,  13  (20  per  cent)  fair,  and  5 (7  per 
cent)  a poor  response.  This  indicates  that 


95  per  cent  of  those  patients  receiving  a 10 
mg.  dose  were  improved  and  93  per  cent  re- 
ceiving a 25  mg.  dose  were  improved. 

TABLE  4 

RESPONSE  OF  PATIENTS  RECEIVING 
10  MG.  AND  25  MG.  DOSES 
OF  CHLORPROMAZINE 


Results  Good  Fair  Poor 

10  mg.  . 21  16  2 

25  mg 48  13  5 


However,  in  comparing  the  rate  of  re- 
sponse of  the  dose  administered  to  time,  a 
significant  difference  of  response  was  noted 
as  shown  in  Figure  1.  A considerably  lower 
percentage  of  the  39  patients  receiving  a 10 
mg.  dose  of  the  drug  had  a good  response 
initially,  at  one-half,  and  at  four  hour  peri- 
ods, than  of  the  66  patients  given  a 25  mg. 
dose.  The  percentile  difference  in  response 
between  the  19  mg.  and  25  mg.  dose,  how- 
ever, was  not  proportioned  to  the  difference 
in  dosage  administered. 


ATIENTS  RELIEVED 
% 

~^nr 


Fig.  1.  Correlation  of  time  of  relief  from  nausea,  vomiting 
or  pain  with  dosage. 

The  62  patients  needing  repeated  admin- 
istration of  chlorpromazine  at  four  hour  in- 
tervals constituted  59  per  cent  of  the  total 
group.  Continued  administration  for  three 
days  or  more  was  necessary  in  21  patients. 
One  patient  received  the  drug  for  a period 
of  sixty  days. 

Route  of  Administration  — Fifty  patients 
received  chlorpromazine  orally,  22  (44  per 
cent)  in  10  mg.  and  28  (56  per  cent)  in  25 
mg.  doses.  The  remaining  55  patients  were 
given  the  drug  intramuscularly,  17  (31  per 
cent)  in  10  mg.  and  38  (69  per  cent)  in  25 
mg.  doses. 

Of  those  patients  receiving  the  drug  oral- 
ly, 28  (56  per  cent)  had  good,  18  (36  per 
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cent)  fair,  and  4 (8  per  cent)  poor  results 
(Table  5).  Of  the  55  given  intramuscular 
chlorpromazine,  41  (75  per  cent)  had  a good, 
11  (20  per  cent)  a fair,  and  3 (5  per  cent)  a 
poor  response.  In  general,  92  per  cent  of  the 
patients  given  chlorpromazine  orally  were 
improved  and  95  per  cent  given  it  intramus- 
cularly were  improved. 

TABLE  5 

RESPONSE  OF  PATIENTS  RECEIVING 
CHLORPROMAZINE  ORALLY  AND 
INTRAMUSCULARLY 


Results 

Good 

Fair 

Poor 

Oral  

28 

18 

4 

Intramscular  

41 

11 

3 

The  rate  of  response  according  to  the  route 
of  administration  is  shown  in  Figure  2.  It 
will  be  noted  that  both  groups  had  a similar 
response  rate  initially,  but  a greater  per- 
centage of  those  receiving  the  drug  intra- 
muscularly had  a good  response  in  one-half 
hour  than  those  receiving  it  orally.  At  the 
end  of  four  hours,  however,  the  response 
was  nearly  the  same  for  both  groups. 


PATIENTS  RELIEVED 

1. 

70 


Fig-.  2.  Correlation  of  time  of  relief  from  nausea,  vomiting 
or  pain  with  route  of  administration. 

Side  Effects  — Drowsiness  was  the  most 
frequently  noted  side  effect  and  was  ob- 
served in  9 per  cent  of  the  total  group  of  105 
patients.  In  this  group,  2 patients  received 
a 10  mg.  and  7 a 25  mg.  dose  of  chlorproma- 
zine. Four  of  them  received  it  for  less  than 
24  hours  while  5 were  given  it  for  a pro- 
longed period  of  time.  One  also  complained 
of  dizziness  with  dryness  of  the  mouth  and 
another  of  nasal  congestion.  One  patient  re- 
ceived the  drug  for  sixty  days  for  intractable 
pain  from  flexion  contractures  secondary  to 
third  degree  burns.  In  this  patient  drowsi- 
ness was  attended  with  periods  of  semi- 


consciousness although  additional  narcotics 
and  sedatives  were  withheld. 

None  of  the  21  patients  taking  the  drug 
for  a prolonged  period  had  either  clinical  or 
laboratory  findings  indicating  liver  or  kid- 
ney embarrassment  or  leukopenia. 

DISCUSSION 

We  found  chlorpromazine  effective  in  re- 
lieving nausea  and  vomiting  both  In  patients 
needing  an  operation  and  in  patients  after 
operation.  This  was  expected  in  view  of  the 
anti-emetic  effect  previously  reported11’ 12. 
Its  potentiating  effect8’ 9 likewise  helped  con- 
trol pain  not  satisfactorily  controlled  by  nar- 
cotics alone.  Although  the  symptoms  were 
relieved,  the  clinical  picture  was  never 
masked  so  that  incorrect  diagnosis  or  mis- 
management of  the  disease  resulted. 

A 25  mg.  dose  was  found  more  effective 
than  a 10  mg.  dose,  and  it  gave  more  prompt 
relief  of  the  symptoms  evaluated.  The  25 
mg.  dose,  although  over  twice  the  10  mg. 
dose,  did  not  give  a greater  incidence  of  side 
reactions  or  toxicity.  It  was  noted,  however, 
that  with  prolonged  administration  of  the 
drug,  drowsiness  was  more  common.  This 
may  have  resulted  from  a cumulative  effect. 
Nine  patients  so  affected  were  moribund. 

Although  the  intramuscular  route  of  admin- 
istration had  a greater  percentage  of  good 
response  in  one-half  hour  than  the  oral  route, 
the  difference  was  so  small  that  this  consid- 
eration alone  would  not  determine  the  route 
of  administration.  We  recommend  the  intra- 
muscular route  for  those  patients  unable  to 
retain  orally  administered  drugs  because  of 
vomiting. 

Chlorpromazine  has  diverse  pharmacologic 
actions  and  when  used  for  a single  specific 
purpose  concomitant  undesirable  effects 
may  occur.  For  example,  the  sedative  effect 
is  desirable  in  controlling  anxiety  states10, 
but  it  may  cause  unwanted  drowsiness  when 
used  for  other  conditions7.  We  found  this 
true  in  9 per  cent  of  our  series.  Transitory 
hypotension  and  moderate  tachycardia  have 
been  reported  in  some  patients13- 14> 15  but  not 
in  our  group.  The  effects  of  the  drug  on 
the  autonomic  nervous  system  such  as  dry- 
ness of  the  mouth,  nasal  congestion,  consti- 
pation, miosis  and  mydriasis  have  been  re- 
ported7. We  noted  this  in  only  two  patients, 
in  contrast  to  potentiating  the  hypothermic 
effect  of  chlorpromazine,  mild  fever  has  been 
observed2-7’20.  We  did  not  see  this.  A few 
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cases  of  allergic  reaction  to  the  drug  have 
been  described16.  Jaundice  has  been  report- 
ed in  a small  number  of  patients17’18’19  as 
has  leukopenia20.  None  of  the  patients  in 
this  group  had  toxic  complications.  We  have 
seen  three  other  patients  operated  upon  for 
obstructive  jaundice  presumed  to  have  re- 
sulted from  treatment  with  chlorpromazine. 
The  drug  should  be  used  with  caution  in  pa- 
tients with  hypertensive  cardiovascular  dis- 
ease and  when  other  central  nervous  system 
depressants  are  being  used  concomitantly. 

SUMMARY 

In  a group  of  105  patients  receiving  chlor- 
promazine hydrochloride,  94  per  cent  of  80 
patients  treated  for  nausea  and  vomiting 
were  improved.  In  25  patients  given  the 
drug  to  relieve  pain  not  completely  controlled 
by  narcotics  alone,  91  per  cent  gained  relief 
when  chlorpromazine  was  given  with  the 
narcotic. 

Those  patients  receiving  a 25  mg.  dose 
had  a good  response  in  a shorter  time  than 
those  given  a 10  mg.  dose  of  the  drug.  Al- 
though the  initial  response  to  the  drug  ad- 
ministered either  orally  or  intramuscularly 
was  the  same,  a greater  percentage  of  those 
receiving  it  by  injection  were  improved  with- 
in one-half  hour  than  those  taking  it  orally. 

The  only  side  effect  noted  was  drowsiness, 
which  occurred  in  9 per  cent  of  the  patients. 
This  was  not  considered  undesirable.  No 
evidence  of  jaundice  or  leukopenia  was  seen 
in  those  patients  receiving  the  drug  for  a 
prolonged  period  of  time.  Also,  chlorproma- 
zine did  not  mask  symptoms  or  complicate 
the  clinical  course  in  disease  such  as  intest- 
inal obstruction. 

CONCLUSIONS 

Chlorpromazine  hydrochloride  safely  and 
effectively  controlled  nausea  and  vomiting  in 
patients  before  and  after  operation.  It 
helped  relieve  pain  not  effectively  controlled 
by  narcotics  alone.  The  side  effects  were 
minimal  and  its  use  was  not  deleterious. 
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There  is  an  ever-present  danger  which  makes  the 
need  for  rehabilitation  of  greater  significance  in 
tuberculosis  than  in  any  other  common  disease. 
Tuberculosis  rehabilitation  is  like  that  for  many 
other  diseases  with  respect  to  financial  savings, 
national  security,  and  individual  humanitarian  pur- 
poses. Tuberculosis  is,  however,  unique  among  com- 
mon disabling  diseases  — physical  or  mental  — in 
that  for  long  periods  of  time  its  victims  may  infect 
others.  It  is  self-perpetuating  and  potentially  can 
affect  far  more  people  than  the  original  victim. 
Norvin  C.  Kiefer,  M.D.,  NTA  Bulletin,  May,  1954. 
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Bladder  Neck  Obstruction 

In  ADULT  MALES* 


THE  history  of  bladder  neck  ob- 
struction in  men  parallels  the 
history  of  medicine.  It  has 
been  recognized  as  a clinical  if  not  an  ana- 
tomic entity  as  long  as  medical  records  have 
been  kept.  An  understanding  of  many  of 
the  complications  that  radiate  from  it  and 
the  problems  involved  in  management,  how- 
ever, are  developments  of  the  last  half  cen- 
tury. Elevation  of  health  standards  that 
have  come  chiefly  through  basic  and  clinical 
research  have  been  responsible  for  consider- 
able increase  in  life  expectancy  with  the  re- 
sult that  there  is  an  ever  increasing  number 
of  men  in  the  age  group  in  which  prostatic 
disease  occurs. 

Under  normal  conditions  the  prostate  is 
an  accessory  sexual  gland.  Because  of  its 
position  at  the  neck  of  the  bladder,  it  pro- 
duces urinary  symptoms  when  it  becomes 
diseased  and,  when  it  becomes  enlarged,  in- 
terferes with  the  emptying  ability  of  the 
bladder.  Pathologic  changes  in  the  prostate 
occur  in  approximately  35  per  cent  of  men 
who  reach  the  age  of  50  years.  In  perhaps 
not  more  than  one  third  of  these  will  the 
lesion  progress  to  the  point  of  producing  ob- 
struction of  chnical  importance  in  the  years 
that  follow. 

In  the  management  of  patients  with  blad- 
der neck  obstruction  early  recognition,  me- 
ticulous diagnostic  studies,  and  careful  pre- 
operative preparation  are  of  equal  import- 
ance to  surgical  removal  of  the  obstruction. 

TYPES  OF  LESIONS 

Both  benign  and  malignant  lesions  are 
responsible  for  obstruction  at  the  neck  of 
the  bladder.  The  benign  lesions  are  pro- 
static fibrosis  and  nodular  hyperplasia.  The 
fibrotic  prostate,  often  referred  to  as  median 
bar  or  vesical  neck  contracture,  is  probably 
always  the  result  of  chronic  infection.  It 
accounts  for  approximately  10  per  cent  of 
cases  of  bladder  neck  obstruction  in  adults 
and  is  often  encountered  in  men  40  years  of 
age  or  younger.  This  type  of  prostate  is 
not  enlarged.  In  the  case  of  nodular  hyper- 
plasia, however,  the  size  of  the  gland  is  al- 

*Presented  before  the  Annual  Session  of  the  Nebraska  State 
Medical  Association,  May  14-17,  1956. 
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ways  increased.  The  degree  of  enlargement 
is  subject  to  wide  individual  variation.  It 
may  weigh  as  little  as  20  or  30  gm.  or  as 
much  as  several  hundred  grams.  The  factors 
involved  in  the  etiology  of  nodular  hyper- 
plasia and  the  reasons  for  its  growth  are 
unknown.  Early  carcinoma  of  the  prostate 
is  not  symptomatic  and  therefore  the  malig- 
nant lesion  that  is  obstructive  is  in  the  ad- 
vanced and  incurable  stage. 

SYMPTOMATOLOGY 

The  symptoms  of  bladder  neck  obstruc- 
tion are  well  known.  Common  early  com- 
plaints are  diurnal  and  nocturnal  frequency, 
hesitation  in  starting  the  voiding  act,  a 
weak  stream  and  terminal  dribbling.  In  the 
early  stages  of  obstruction  there  is  enlarge- 
ment of  the  bladder  musculature,  which  for 
a period  of  time  is  able  to  compensate  for 
the  increased  difficulty  in  expelling  urine 
through  the  narrowed  orifice  of  the  pro- 
static urethra.  During  this  period  there  is 
usually  no  residual  urine.  Eventually,  how- 
ever, this  compensatory  mechanism  will  fail. 
The  bladder  wall  may  become  thin  and  flab- 
by, diverticula  may  develop  in  one  of  the 
congenitally  weak  spots  or  the  entire  upper 
urinary  tract  may  become  dilated  with  hy- 
dronephrotic  atrophy  of  the  renal  cortex. 

Residual  urine  constitutes  an  ideal  site 
for  infection,  which  is  a common  complica- 
tion of  bladder  neck  obstruction.  When  con- 
fined to  the  bladder,  infection  only  increases 
the  urinary  frequency  and  discomfort.  When 
the  upper  urinary  tract  is  involved,  how- 
ever, chills  and  fever  may  occur.  Infection 
added  to  the  effects  of  back  pressure  in- 
creases the  rapidity  with  which  renal  dam- 
age progresses.  In  such  cases  the  signs  and 
symptoms  may  be  those  of  renal  insufficien- 
cy, namely,  loss  of  appetite,  nausea  and  vom- 
iting, and  progressive  loss  of  weight.  The 
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clinical  picture  in  such  cases  may  be  con- 
fused with  that  produced  by  diseases  of  the 
gastrointestinal  tract.  Secondary  anemia  is 
a common  finding  in  patients  with  chronic 
renal  damage. 

Gross  hematuria  is  not  an  uncommon 
symptom  in  patients  with  bladder  neck  ob- 
struction. It  may  be  initial,  terminal,  or 
profuse  enough  to  fill  the  bladder  with  clots. 
It  occurs  more  often  in  patients  with  nodu- 
lar hyperplasia  than  in  those  with  fibrosis 
or  advanced  carcinoma.  Capillaries  cours- 
ing through  the  mucosa  of  the  hypertrophic 
lobes  become  engorged  and  may  rupture  as 
a result  of  straining  to  urinate. 

Residual  urine  may  develop  in  one  of  two 
ways.  First,  there  may  be  a gradual  in- 
crease in  the  residual  due  to  progressive  de- 
compensation of  the  bladder  musculature,  or 
sudden  acute  retention  may  occur  without 
prior  warning  but  usually  it  develops  after 
the  urine  has  been  retained  for  a period  of 
time  after  the  desire  to  urinate  is  felt,  fol- 
lowing alcoholic  overindulgence,  a long  auto- 
mobile ride  or  some  other  predisposing  epi- 
sode. Aside  from  the  occasional  hemor- 
rhage from  nodular  hyperplasia  that  may  be 
profuse  enough  to  require  intervention,  the 
only  emergency  associated  with  bladder  neck 
obstruction  is  acute  urinary  retention.  This 
can  easily  be  relieved  by  insertion  of  an  in- 
dwelling urethral  catheter  after  which  any 
required  amount  of  time  may  be  spent  in 
performing  the  diagnostic  studies  and  in 
preparation  of  the  patient  for  operative 
treatment. 

DIAGNOSIS 

The  diagnosis  of  bladder  neck  obstruction 
is  easily  accomplished  in  the  majority  of 
cases.  The  diagnostic  studies  are  directed 
first  to  the  urinary  tract.  These  include 
chemical  and  bacteriologic  studies  of  the 
urine,  tests  of  renal  function,  estimation  of 
residual  urine,  urographic  studies  and 
evaluation  of  the  bladder  neck  lesion. 

If  the  urine  is  infected,  bacteriologic 
studies  should  be  done  in  order  to  provide 
more  appropriate  selection  of  drugs  for 
treatment.  The  status  of  renal  function  is 
usually  accomplished  by  tests  of  both  excre- 
tion and  retention.  Whether  or  not  residual 
urine  is  present  can  be  determined  only  by 
passage  of  a urethral  catheter.  The  current- 
ly available  urinary  antiseptics  have  ren- 
dered catheterization  in  the  presence  of 
bladder  neck  obstruction  a relatively  safe 


procedure.  Unless  the  need  is  urgent,  how- 
ever, and  the  catheter  is  to  be  left  indwell- 
ing, the  preliminary  administration  of  drugs 
for  two  or  three  days  is  a wise  procedure. 

Urographic  studies  should  be  done  on  all 
patients  with  bladder  neck  obstruction.  The 
plain  film  will  determine  the  presence  or  ab- 
sence of  stones.  These  may  be  in  the  pros- 
tate or  in  any  part  of  the  urinary  tract.  Ex- 
cretory urograms  should  be  done  on  all  pa- 
tients with  normal  or  relatively  normal  renal 
function.  Unsuspected  lesions  of  the  upper 
urinary  tract  are  encountered  with  sufficient 
frequency  to  justify  it  as  a routine  proce- 
dure. One  of  the  most  important  of  these 
is  an  asymptomatic  renal  neoplasm.  In 
those  cases  in  which  the  renal  function  is  re- 
duced to  the  extent  that  excretory  urograms 
would  not  be  diagnostic,  decision  as  to 
whether  or  not  the  upper  urinary  tract  is  to 
be  visualized  by  retrograde  pyelo-uretero- 
grams  must  be  based  upon  specific  indica- 
tions for  such  study. 

Evaluation  of  the  bladder  neck  lesion  is 
obtained  by  rectal  palpation,  a retrograde 
cysto-urethrogram,  which  will  not  only  be  of 
value  in  determining  the  size  of  the  lesion 
but  will  also  indicate  the  presence  of  bladder 
diverticula  and  whether  or  not  there  is  vesi- 
co-ureteral  reflux,  and  finally  cysto-urethro- 
scopic  examination.  In  poor  risk  patients 
instrumentation  may  be  deferred  until  the 
patient  is  anesthetized  and  ready  for  opera- 
tion. 

In  evaluation  of  the  nature  of  the  obstruc- 
tive lesion  it  is  important  first  to  differen- 
tiate between  benign  prostatic  disease  and 
advanced  prostatic  carcinoma.  This  rarely 
presents  any  particular  difficulty.  The 
characteristic  findings  on  rectal  examination 
together  with  the  symptoms  from  metastatic 
lesions  leave  little  doubt  as  to  the  presence 
of  carcinoma  even  before  it  is  confirmed  by 
biopsy. 

It  is  also  important  to  differentiate  be- 
tween the  various  types  and  grades  of  be- 
nign lesions,  in  that  they  are  not  all  amen- 
able to  the  same  operative  procedure.  In 
evaluating  the  patient  with  prostatic  ob- 
struction one  should  always  keep  in  mind 
that  these  individuals  are  in  an  age  group 
in  which  changes  in  the  other  systems  are 
frequently  encountered.  Of  particular  im- 
portance is  the  cardiovascular  system.  Coro- 
nary disease,  hypertension,  and  myocardial 
insufficiency  are  common  findings. 
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PREOPERATIVE  PREPARATION 

Preoperative  preparation  of  patients  with 
bladder  neck  obstruction  for  surgical  treat- 
ment should  include  the  following.  Renal 
function  should  be  normal  or  stabilized  at 
the  highest  possible  level  and  any  electrolytic 
imbalance  corrected.  The  cardiovascular 
system  should  be  carefully  evaluated.  Any 
existing  secondary  anemia  should  be  cor- 
rected, and  clinical  evidence  of  infection 
should  be  eliminated.  Patients  with  consid- 
erable reduction  in  renal  function  will  re- 
quire drainage  until  this  can  be  improved. 
This  may  be  done  by  indwelling  urethral 
catheter  if  for  a short  period,  but  if  a pro- 
longed period  of  drainage  is  required,  supra- 
pubic cystostomy  should  be  done.  Changes 
in  the  cardiovascular  system  are  treated  by 
whatever  means  indicated  in  the  study,  pref- 
erably under  the  direction  of  one  who  is  pri- 
marily interested  in  such  problems.  Secon- 
dary anemia  is  corrected  by  administration 
of  transfusions  in  the  preoperative  period, 
and  blood  should  also  be  available  to  replace 
any  that  might  be  lost  during  the  operative 
procedure. 

OPERATIVE  TREATMENT 

The  pathologic  changes  at  the  neck  of  the 
bladder  in  the  various  types  of  obstruction 
differ  according  to  the  underlying  cause. 
The  size  of  an  obstructive  lesion  is  subject  to 
wide  individual  variation  and  it  seems  un- 
likely that  any  single  surgical  procedure  can 
be  utilized  with  equal  facility  for  removal 
of  all  types  of  obstruction  with  reasonable 
assurance  that  normal  bladder  function  will 
be  restored.  The  type  of  surgical  procedure, 
therefore,  should  depend  upon  the  individual 
problem  involved  rather  than  to  attempt  to 
make  all  types  of  obstruction  amenable  to  a 
single  surgical  approach.  For  example,  in 
the  case  of  a fibrotic  prostate,  the  total 
gland  is  not  enlarged,  there  is  no  line  of  de- 
marcation between  the  obstructing  tissue 
and  the  other  portion  of  the  gland  that  was 
formerly  normal  prostate,  and  the  amount 
of  obstructing  tissue  is  not  more  than  a few 
grams.  Transurethral  resection  is  there- 
fore ideal  for  removal  of  this  type  of  obstruc- 
tion. The  operation  can  be  performed  with 
minimal  risk,  early  ambulation  is  permitted, 
convalescence  is  rapid,  and  the  end  result  is 
usually  satisfactory.  Transurethral  resec- 
tion is  also  adequate  for  removal  of  small  to 
moderate  sized  nodular  hyperplasia. 


In  the  case  of  large  benign  hypertrophy, 
however,  a more  satisfactory  result  will  un- 
questionably be  obtained  if  treated  by  some 
type  of  open  approach.  This  is  especially 
true  if  the  patient  is  in  the  younger  prostat- 
ic age  group  with  a long  life  expectancy. 
Complete  removal  of  all  the  hypertrophied 
tissue  is  rarely  accomplished  by  trans- 
urethral resection.  Any  remaining  tissue 
not  only  constitutes  a source  of  urinary  dif- 
ficulty and  discomfort  but  remains  as  the 
nucleus  for  regrowth  of  the  obstructive  le- 
sion. 

The  three  methods  by  which  these  larger 
obstructions  may  be  removed  are  the  per- 
ineal, suprapubic,  in  either  one  or  two  stages, 
and  the  intravesical  retropubic  approaches. 
Actually,  transurethral  resection  will  be 
found  adequate  for  removal  of  the  majority 
of  obstructive  lesions  and  is  so  utilized  in 
most  of  the  medical  centers  at  the  present 
time.  During  the  past  two  and  one-half 
years,  of  818  patients  operated  upon  for 
bladder  neck  obstruction  on  our  service,  665 
were  treated  by  transurethral  resection.  The 
procedure  utilized  for  removal  of  large  ob- 
structions was  retropubic,  suprapubic,  or 
perineal.  The  perineal  approach  in  the  poor 
risk  patient  with  a large  prostate  has  been 
a highly  satisfactory  procedure.  In  a series 
of  294  patients,  many  of  whom  were  in  the 
poor  risk  group,  in  which  perineal  operations 
were  performed  by  our  staff,  the  mortality 
rate  was  1.6  per  cent. 

Bladder  neck  obstruction  from  advanced 
prostatic  carcinoma  presents  a more  compli- 
cated problem  than  the  benign  lesions. 
There  are  two  groups  of  symptoms  to  be 
treated — the  symptoms  that  are  due  to  blad- 
der neck  obstruction  on  the  one  hand  and 
pain  from  metastatic  lesions  on  the  other. 
Transurethral  resection  is  ideal  for  removal 
of  the  obstruction  at  the  bladder  neck.  Nor- 
mal bladder  function  can  be  completely  re- 
stored in  the  majority  of  cases,  and  the  re- 
sult will  last  for  a variable  period  of  time. 
Approximately  80  per  cent  of  prostatic  car- 
cinomas are  dependent  to  some  extent  upon 
androgen  for  their  growth.  In  this  group, 
symptomatic  relief  will  be  obtained  from  cas- 
tration and  administration  of  estrogen  (first 
introduced  by  Doctor  A.  D.  Munger,  Lincoln, 
Nebraska) . The  remaining  group  that  is  not 
influenced  by  androgenic  stimulation  will 
not  be  benefitted  by  either  castration  or  ad- 
ministration of  estrogen.  Other  methods 
that  may  be  tried  are  administration  of  deep 
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roentgen-ray  therapy  to  the  metastatic  areas, 
administration  of  nitrogen  mustard,  or  in- 
travenous infusion  of  some  of  the  newer 
estrogen  preparations.  Posterior  rhizotomy 
or  section  of  the  sensory  columns  of  the 
spinal  cord  may  be  done  in  very  carefully 
selected  instances.  Cortisone  appears  to  re- 
lieve pain  in  some  cases.  Adrenalectomy 
has  been  largely  discontinued  for  prostatic 
carcinoma,  and  surgical  procedures  upon  the 
pituitary  are  still  in  a highly  experimental 
stage. 

COMPLICATIONS 

Improved  methods  of  management  have 
reduced  complications  to  a minimum.  Epy- 
didimo-orchitis  can  be  prevented  by  prelim- 
inary ligation  of  the  vas.  If  appropriate 
bacteriologic  studies  have  been  done  and  the 
indicated  drugs  used,  postoperative  pyelone- 
phritis will  be  a rare  occurrence.  Coronary 
disease  is  the  most  treacherous  of  all  the 
cardiovascular  lesions  and  there  is  no  way  of 
anticipating  an  attack.  The  anesthetist  plays 
an  extremely  important  role  during  the  oper- 
ative procedure.  A prolonged  period  of  hy- 
potension may  prove  disastrous.  Postopera- 
tive embolism  still  remains  one  of  the  most 
common  complications.  It  may  have  its  or- 
igin in  thrombophlebitis  of  the  peripheral 
veins  of  the  legs  or  it  may  originate  in  the 
vessels  of  the  prostatic  plexus.  The  well 
known  leg  signs  are  recognizable  if  the  su- 
perficial veins  are  involved  but  there  are  no 
localizing  signs  if  involvement  is  in  the  pro- 
static plexus.  A low  grade  fever  with  a 
pulse  rate  which  is  out  of  proportion  to  the 
height  of  the  temperature  may  be  the  only 
suggestive  sign  before  an  embolus  occurs. 
In  the  management  of  this  complication 
we  have  long  been  convinced  that  vein  liga- 
tion is  a safer  procedure  than  anticoagulant 
therapy.  The  ligation  must  be  done  above 
the  level  of  involvement  event  if  it  requires 
ligation  of  the  vena  cava. 

SUMMARY 

In  the  management  of  patients  with  blad- 
der neck  obstruction  early  recognition,  me- 
ticulous diagnostic  studies  and  careful  prep- 
aration are  of  equal  importance  to  surgical 
removal  of  the  obstruction.  Obstruction  at 
the  neck  of  the  bladder  may  be  caused  by 
both  benign  and  malignant  lesions.  Com- 
mon early  complaints  include  diurnal  and 
nocturnal  frequency,  hesitation  in  starting 
the  stream  and  terminal  dribbling.  Gross 
hematuria  and  acute  urinary  retention  are 


other  possible  manifestations.  The  diag- 
nosis of  bladder  neck  obstruction  is  not  dif- 
ficult to  make.  Diagnostic  studies  include 
chemical  and  bacteriologic  examination  of 
the  urine,  renal  function  tests,  estimation  of 
residual  urine,  and  evaluation  of  the  lesion 
by  rectal  palpation  and  urographic  studies. 
Treatment  is  surgical  removal  of  the  obstruc- 
tion when  possible.  Depending  upon  the 
type  of  lesion  in  the  individual  case,  removal 
may  be  by  transurethral  resection,  perineal 
approach,  suprapubic  approach,  or  intra- 
vesical retropubic  approach.  Transurethral 
resection  is  adequate  in  the  majority  of 
cases.  Complications  have  been  reduced  to  a 
minimum  by  improved  methods  of  manage- 
ment. 

Current  Comment 

International  College  of  Surgeons  Aids 
Hungarians — 

A contribution  of  $1,000  to  aid  Hungari- 
an refugees  in  Austria  was  cabled  Novem- 
ber 18  by  the  International  College  of  Sur- 
geons to  its  Austrian  Chapter  with  offices  in 
Vienna. 

The  college  acted  on  the  receipt  of  a letter 
from  Dr.  M.  Arthur  Kline,  physician  to  the 
American  Embassy  in  Vienna  and  secretary 
of  the  American  Medical  Society  in  Vienna. 
The  revealing  letter  read  in  part  as  follows : 

“There  exists  a state  of  turmoil  difficult 
to  describe.  The  situation  in  Hungary  is 
heart-rending  beyond  description.  Have 
been  on  the  border  several  times  delivering 
medical  supplies  and  receiving  convoys  of 
women  and  children  from  diplomatic  mis- 
sions in  Budapest.  Murder,  devastation, 
misery  and  rape  is  being  sown  throughout 
the  land. 

“The  sanctimonious  swindle  of  Russian  co- 
existence has  been  exposed  for  the  myth  it 
always  has  been,  but  tragically.  Millions  of 
Hungarians  are  now  paying  with  their  lives 
for  revealing  the  true  nature  of  these  Rus- 
sian barbarians  . . .” 

NSMA  Membership  Reaches  All-Time  High — 

A recent  “News  Release’’  from  our  asso- 
ciation’s office  announced  that  the  member- 
ship in  the  Nebraska  State  Medical  Associa- 
tion has  reached  an  all-time  high  of  1,300. 
The  release  goes  on  to  say: 

“Never  in  the  history  of  the  state  have  the 
citizens  been  so  well  supplied  with  highly 
trained  physicians  to  care  for  their  medical 
needs  . . .” 
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The  Physician  and 

THE  DYING  MAN'S 

Disposition  of  His  Property 


IN  1949,  at  a Lincoln  Veterans 
Hospital  Staff  Seminar,  I made 
some  remarks  regarding  the 
relationship  between  the  physician  and  the 
dying  man’s  disposition  of  his  property.  I 
have  been  asked  to  restate  them  for  publica- 
tion in  The  Nebraska  State  Medical  Journal. 

Physicians  very  often  are  requested  to  be 
witnesses  to  wills,  deeds  or  other  instru- 
ments drawn  for  execution  by  patients  who 
are  ill,  about  to  undergo  surgery,  or  who 
may  be  approaching  the  terminal  stages  of 
life.  Let  us  assume  that  the  physician  is 
confronted  with  such  a request,  or,  if  not 
actually  present  at  the  precise  time  of  the 
execution  of  the  instrument,  is  called  as  a 
witness  to  testify  because  he  attended  the 
person  shortly  before,  or  shortly  after  the 
day  on  which  the  instrument  in  question 
was  signed — the  validity  of  which  is  in  liti- 
gation. 

Such  litigation  most  generally  arises  over 
the  disposition  of  property,  and  more  often 
than  not,  after  the  decease  of  the  owner  who 
is  the  grantor  in  a deed  or  the  testator  of  a 
will.  Generally,  someone  claims  that  he  was 
not  dealt  with  fairly;  that  he  was  entitled 
to  receive  more  property  than  he  got ; or  that 
some  other  person  got  too  much.  What  are 
the  rules  of  law  which  govern,  and  what  are 
the  yardsticks  which  the  physician  should 
know  if  he  is  to  be  a witness? 

Perhaps  it  would  be  well  first  to  state  the 
disposition  of  one’s  property  if  he  does  not 
make  a will  and  dies  owning  the  property. 
In  every  state,  this  is  governed  by  the  laws 
of  descent  and  distribution,  and  each  state 
has  its  own  laws  with  respect  to  descent  and 
distribution  of  property.  The  descent  and 
distribution  of  property  owned  by  a decedent 
is  governed  by  the  laws  of  the  state  in  which 
the  deceased  had  his  actual  residence,  and 
not  where  he  happens  to  be  when  life  ends. 
If  the  deceased  person  is  a resident  of  Ne- 
braska, and  that  is  the  question  with  which 
we  are  presently  concerned,  these  are  the 
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general  rules  governing  descent  and  distribu- 
tion of  property: 

If  the  deceased  is  married  and  has  no  chil- 
dren, one-half  of  his  property  goes  to  his 
surviving  wife,  and  the  remaining  one-half 
to  his  relatives.  If  his  father  and  mother 
are  living,  the  other  one-half  descends  one- 
fourth  to  each  of  them,  or  all  to  the  survivor 
of  them.  If  the  deceased  leaves  no  surviving 
wife,  his  property  goes  to  his  children  equal- 
ly and  to  the  lawful  issue  of  a deceased  child 
by  right  of  representation.  If  the  deceased 
is  not  married  and  has  not  been  married,  his 
property  goes  first  to  his  father  and  mother, 
or  survivor,  if  living,  and  if  neither  are  liv- 
ing, then  to  his  brothers  and  sisters  if  they 
are  living,  or  if  any  of  them  are  deceased, 
then  to  the  children  of  the  deceased  broth- 
ers and  sisters  by  right  of  representation. 
If  the  deceased  person  has  no  wife,  no  chil- 
dren, no  father  nor  mother,  but  has  brothers 
and  sisters,  two  of  whom  are  living  and  two 
of  whom  are  deceased,  and  the  two  deceased 
persons  have  children,  the  estate  will  be  di- 
vided into  fourths.  The  living  persons  will 
each  get  one-fourth,  and  the  children  of  each 
deceased  person  will  get  one-fourth  in  equal 
shares  by  right  of  representation.  If  the 
deceased  person  is  married  and  has  one 
child,  his  wife  will  get  one-half  and  his  child 
will  get  one-half.  If  the  deceased  person  is 
married  and  has  two  children,  his  wife  will 
get  one-third  and  each  of  the  children  will 
get  one-third.  If  he  is  married  and  has  three 
children,  the  wife  will  still  get  one-third  and 
each  of  the  children  will  get  one-third  of  the 
remaining  two-thirds,  or  in  the  case  of  four 
children,  they  will  each  get  one-fourth  of  the 
remaining  two-thirds.  If  the  deceased  per- 
son has  been  married  twice,  and  the  second 
wife  is  not  the  mother  of  all  of  the  children, 
the  second  wife  will  receive  one-fourth  and 
the  children,  divided  by  the  number  that 
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there  are,  will  get  the  remaining  three- 
fourths.  There  are  other  rules  in  the  laws 
of  descent,  but  generally  speaking,  the  fore- 
going constitutes  the  basic  provisions1. 

A person  is  not  obliged  to  have  his  prop- 
erty disposed  of  under  the  laws  of  descent 
and  distribution.  He  has  the  right  to  make 
a will.  He  has  the  right  to  make  any  kind 
of  will  he  wants  to  make  and  dispose  of  his 
property  in  any  way  he  desires,  subject  to 
certain  restrictions  hereinafter  noted.  He 
may  have  a prejudice  against  some  relatives 
and  may  favor  other  relatives,  and  that  is 
his  right,  with  certain  exceptions,  but  one 
spouse  cannot  wholly  disinherit  the  other. 
If  a person  makes  a will  and  attempts  to  dis- 
inherit the  spouse,  or  to  give  the  spouse  less 
than  the  spouse  would  get  under  the  laws  of 
descent,  then  the  spouse  may  elect  to  take 
under  the  laws  of  descent  rather  than  under 
the  provisions  of  the  will.  In  event  of  such 
election,  however,  the  spouse  so  electing 
shall  not  be  entitled  to  take  under  the  law 
of  descent  and  also  under  the  will,  unless  it 
plainly  appears  by  the  terms  of  the  will  that 
this  was  intended  by  the  testator  or  testa- 
trix2. Such  election  is  made  by  filing  the 
same  in  the  County  Court  in  which  the  es- 
tate is  being  administered  within  one  year 
after  the  issuance  of  Letters  Testamentary 
to  the  executor  of  the  estate  of  the  deceased 
person.3 

It  has  long  been  recognized  that  a person 
has  the  right  to  make  the  kind  of  will  which 
he  or  she  wants  to  make.  In  1906,  the  Su- 
preme Court  of  Nebraska  stated  the  rule 
as  follows: 

“Courts  and  juries  are  not  warranted 
in  setting  aside  last  wills  and  testa- 
ments, and  substituting  in  lieu  thereof 
of  their  own  notions  as  to  what  a testa- 
tor should  do  with  his  property,  except 
upon  satisfactory  evidence.  No  right  of 
the  citizen  is  more  valued  than  the  pow- 
er to  dispose  of  his  property  by  will.  No 
right  is  more  solemnly  assured  to  him 
by  the  law.  Nor  does  it  depend  in  any 
sense  upon  the  judicious  exercise  of 
that  right.  It  rarely  happens  that  a 
man  bequeaths  his  estate  to  the  entire 
satisfaction  of  either  his  family  or 
friends.  The  law  wisely  secures  equal- 
ity of  distribution  where  a man  dies 
intestate,  but  the  very  object  of  a will 
is  to  produce  inequality  and  to  provide 
for  the  wants  of  the  testator’s  family, 


to  protect  those  who  are  helpless,  to 
reward  those  who  have  been  affection- 
ate, and  to  punish  those  who  have  been 
disobedient.  In  this  country  a man’s 
prejudices  form  a part  of  his  liberty. 
He  has  a right  to  them.  He  may  be  un- 
just to  his  children  or  relatives.  He  is 
entitled  to  the  control  of  his  property 
while  living,  and  by  will  to  direct  its  use 
after  his  death,  subject  only  to  such  re- 
strictions as  are  imposed  by  law.”4 

This  rule  has  been  twice  re-affirmed  by 
the  court.5 

There  are  certain  formalities  required  in 
the  execution  of  a will  to  make  it  valid. 
Wills  made  in  this  state,  except  nuncupative 
wills,  must  be  in  writing,  signed  by  the 
testator,  or  by  someone  in  his  presence  and 
by  his  expressed  direction,  and  attested 
(witnessed)  and  subscribed  in  the  presence 
of  the  testator  by  two  or  more  competent 
witnesses.  If  the  will  be  executed  outside 
of  Nebraska  and  legally  executed  in  accord- 
ance with  the  law  of  the  testator’s  domicile, 
such  a will  is  deemed  to  be  legally  executed 
and  of  the  same  force  and  effect  as  if  execut- 
ed as  prescribed  by  the  laws  of  Nebraska,  if 
such  a will  is  in  writing  and  signed  by  the 
testator.6 

If  a child  be  born  after  the  testator  has 
made  his  will  and  there  is  no  provision  in 
the  will  for  such  child,  such  child  is  entitled 
to  receive  the  same  share  in  the  estate  as  if 
the  person  making  the  will  had  died  without 
making  one,  unless  it  is  apparent  from  the 
will,  itself,  that  it  was  the  intention  of  the 
testator  to  make  no  provision  for  such  child.7 
Also,  if  the  maker  of  a will  omits  any  child 
or  children,  or  the  issue  of  a deceased  child, 
and  it  appears  that  the  omission  was  not 
intentional  but  was  made  by  mistake  or  ac- 
cident, such  omitted  child,  or  the  issue  of 
such  omitted  child,  is  entitled  to  share  in 
the  estate  the  same  as  if  the  person  died 
without  a will.8  Further,  the  law  provides 
that  where  there  is  a devise  or  legacy  in  the 
will  to  a child  or  other  relative  of  the  maker 
of  a will,  and  the  person  entitled  to  such  de- 
vise or  legacy  shall  die  before  the  maker  of 
the  will,  leaving  issue  who  shall  survive  the 
testator,  such  issue  shall  take  the  estate  so 
given  in  the  will  in  the  same  manner  as  the 
devisee  or  legatee  would  have  taken  it  had 
the  devisee  or  legatee  survived  the  testator, 
unless  a different  disposition  is  directed  by 
the  will.9 
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Reference  has  been  made  before  to  cer- 
tain restrictions  upon  the  right  of  a person 
to  make  a will.  There  are  two  general 
rules : 

1.  The  person  making  a will  must  have 
the  mental  capacity  to  make  a will, 
and 

2.  The  will  must  be  the  will  of  the  person 
making  it,  and  must  not  be  the  will  of 
some  other  person  brought  about  by 
undue  influence  upon  the  testator. 

As  to  the  matter  and  manner  of  proof  of 
mental  capacity  and  undue  influence,  a dif- 
ferent rule  obtains  as  to  the  burden  of  proof. 
By  “burden  of  proof”  is  meant  the  duty  of 
proving  the  facts  in  dispute  on  an  issue 
raised  by  the  parties  in  a lawsuit. 

The  person  who  files  a will  in  court  and 
asks  to  have  it  probated,  is  called  the  pro- 
ponent of  the  will,  and  the  burden  of  prov- 
ing that  the  deceased  person  had  sufficient 
mental  capacity  to  make  the  will  is  upon 
the  person  who  produces  the  will  and  files 
it  for  probate.10  This  person  is  generally  the 
executor  named  in  the  will,  or  someone  who 
obtains  property  or  has  an  interest  in  the 
will  by  reason  of  its  provisions.  The  proce- 
dure is  that  the  proponent  producing  the 
will  and  asking  its  probate  is  required  to 
make  a prima  facie  case  or  a first  showing 
as  to  mental  capacity.  This  is  done  by  prov- 
ing the  formalities  of  execution,  previously 
referred  to,  and  by  proving  that  at  that  time, 
the  person  making  the  will  was  in  the  pos- 
session of  his  normal  mental  faculties  and 
of  sound  mind.  It  then  devolves  upon  the 
contestant,  who  is  claiming  that  the  will  is 
not  valid,  to  overcome  the  presumption  that 
the  will  is  a valid  will  by  proving  that  the 
maker  of  the  will  did  not  have  mental  ca- 
pacity to  make  it.  Following  this,  the  pro- 
ponent has  the  burden  of  going  ahead  and 
proving  by  a preponderance  of  the  evidence 
that  the  deceased  person  had  the  mental  ca- 
pacity to  make  a will.11 

Conversely,  if  the  issue  is  one  of  undue 
influence,  and  if  it  is  claimed  that  the  will 
in  question  is  not  the  will  of  the  maker  but 
is  the  will  of  some  other  person  who  unduly 
influenced  the  making  of  the  will,  the  burden 
of  proof  is  upon  the  contestant,  and  the  con- 
testant must  prove  by  a preponderance  of  the 
evidence  that  the  maker  of  the  will  was  un- 
duly influenced.12 

Of  particular  interest  to  physicians  who 


are  called  upon  to  act  as  witnesses  to  wills  or 
to  testify  regarding  the  mental  capacity  of 
the  maker  of  a will  is  the  legal  meaning  of 
testamentary  or  mental  capacity.  Mental 
incapacity  does  not  mean  general  insanity, 
and  even  a person  who  has  been  adjudged 
insane  and  confined  in  an  insane  hospital 
may  be  competent  to  make  a will  during 
lucid  intervals.13  The  legal  test  of  whether 
one  is  competent  to  make  a will  is  this:  A 
person  who  understands  the  nature  of  his 
acts,  the  extent  of  his  property,  the  pro- 
posed disposition  of  it,  and  the  natural  ob- 
jects of  his  bounty  is  competent  to  make  a 
will.14  A person  may  be  competent  to  make 
a will,  although  not  in  a condition  to  trans- 
act important  business  generally.15  It  is 
not  medical  soundness  of  mind  which  gov- 
erns, but  testamentary  or  mental  capacity 
as  defined  in  law,  and  a high  degree  of  men- 
tality is  not  required  if  the  will  is  free 
from  undue  influence.16  The  mental  capa- 
city of  the  maker  of  a will  is  tested  by  the 
state  of  his  mind  at  the  time  he  executed  the 
will,  and,  although  competent  evidence  of 
his  condition  of  mind  long  before,  closely 
approaching,  and  shortly  after  the  time  of 
the  execution  of  the  will,  is  admissible,  it  is 
received  only  to  assist  in  revealing  the  testa- 
tor’s state  of  mind  at  the  time  of  the  execu- 
tion of  the  will.17 

Where  the  incapacity  of  the  maker  of  a 
will  is  not  general,  a question  to  be  deter- 
mined is  whether  the  maker  was  the  victim 
of  delusions  which  controlled  his  actions  and 
rendered  him  insensible  to  the  ties  of  blood 
and  kindred.  Any  belief  that  has  any  evi- 
dence for  its  basis  is  not  an  insane  delu- 
sion.18 A person  possessing  the  requisites  of 
mental  capacity  is  not  incapacitated  from 
making  a will  by  failing  memory,  vacillating 
judgment,  childishness,  slovenliness  in  dress, 
eccentricitiness,  or  peculiarities  in  habits  or 
speech,  or  even  delusions  or  hallucinations, 
if  they  do  not  affect  the  execution  of  the 
will.19  If  the  maker  of  a will  has  a delusion 
not  founded  on  fact,  which  relates  to  some  of 
the  natural  objects  of  his  bounty  or  to  his 
property,  then  this  will  be  an  insane  delusion 
which  can  void  the  will. 

Neither  will  senile  dementia,  resulting 
from  old  age,  incapacitate  one  from  making 
a will,  unless  there  is  such  a failure  of  mind 
as  to  deprive  the  testator  of  intelligent  ac- 
tion. The  fact  that  one  is  old  or  weak,  or 
almost  totally  blind,  but  whose  faculties, 
aside  from  his  weakness,  growing  out  of 
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these  infirmities,  are  sound  and  clear,  con- 
stitutes sufficient  mental  capacity  to  make  a 
will.  The  yardstick  for  mental  capacity  is: 

1.  Does  the  maker  of  a will  know  the 
property  he  has; 

2.  Does  he  know  what  he  wants  to  do 
with  it;  and 

3.  Does  he  know  the  natural  objects  of 
his  bounty,  i.e.,  the  persons  who,  be- 
cause of  relationship  to  him  or  because 
of  associations  with  him,  are  the  per- 
sons who  he  would  naturally  remem- 
ber in  his  will.20 

Of  interest  also  to  physicians  is  the  legal 
interpretation  of  undue  influence.  Undue  in- 
fluence is  coercion,  directly  or  indirectly.  It 
may  be  fraud,  but  does  not  have  to  amount 
to  fraud.  It  is  the  substitution  of  the  will 
of  another  for  that  of  the  maker  of  a will. 
Obviously,  it  is  something  very  difficult  to 
prove.  I do  not  believe  that  anyone  has 
ever  heard  of  a case  where  the  person, 
charged  with  undue  influence,  admitted  that 
he  had  tried  to  influence  the  testator  as  to 
the  provisions  of  his  will.  It  is,  therefore, 
most  generally  proven  by  circumstantial 
evidence.  Undue  influence,  which  will  de- 
feat a will,  is  largely  a matter  of  inference 
from  circumstances  surrounding  the  maker 
of  a will,  his  life,  character,  mental  condi- 
tion, and  opportunity  existing  for  the  exer- 
cise of  improper  control.  It  may  consist  of 
constant  pressure  or  persuasion,  whereby 
the  mind  of  the  maker  is  not  left  free  to  act, 
but  in  such  a case  there  must  be  such  a de- 
gree of  urgent  solicitation  that,  under  the 
circumstances  and  considering  the  testator’s 
condition  of  mind  and  body,  he  was  too  weak 
to  resist  it,  and  acted  under  constraint,  or 
desire  for  peace,  or  some  motive  other  than 
affection  or  an  intelligent  sense  of  duty.21 
The  mental  and  physical  capacity  of  the 
maker  of  a will  is  to  be  considered  in  deter- 
mining the  degree  of  influence  which  will 
vitiate  his  will,  since  the  will  of  one  whose 
independence  has  been  weakened  by  illness, 
or  old  age,  or  other  cause,  may  be  easily 
overcome.22  However,  the  affection  and 
gratitude  which  arises  in  one  who  is  the 
beneficiary  of  another’s  love  and  affection, 
is  not  to  be  considered,  in  the  absence  of  def- 
inite evidence,  as  the  result  of  wrongful  in- 
fluence, simply  because  the  beneficiary  is  not 
a relative.23 

In  a will  contest  on  the  ground  of  undue 


influence,  the  contestant,  to  succeed,  must 
prove  by  preponderance  of  evidence: 

1.  That  the  testator  was  a person  who 
would  be  subject  to  such  influence; 

2.  That  there  was  an  opportunity  to  ex- 
ercise such  influence; 

3.  That  there  was  a disposition  to  exer- 
cise it;  and 

4.  That  the  result  (the  will)  was  the  ef- 
fect of  such  influence. 

There  must  be  evidence  direct  or  substan- 
tial to  show  that  undue  influence  not  only 
existed,  but  that  it  was  exercised  at  the  time 
the  will  was  executed,  and  mere  suspicion 
or  conjecture  is  not  enough.  There  may  be 
influences  which  are  pursuasive  and  even 
effective,  but  so  long  as  not  coercive,  they 
do  not  constitute  undue  influence.24 

Examples  of  allegations  frequently  made 
showing  the  exercise  of  undue  influence  by 
a favored  person  in  a will  are : The  deceased 
had  no  will,  or  a different  one,  until  shortly 
before  his  death  or  during  his  last  illness; 
the  favored  beneficiary,  who  may  stand  in 
a confidential  relationship  with  the  maker 
of  the  will,  secures  the  lawyer  to  draw  the 
will;  is  present  when  the  will  provisions 
are  discussed ; secures  the  attesting  wit- 
nesses; is  present  when  the  will  is  signed; 
takes  the  will  and  keeps  it  in  his  custody; 
thereafter  keeps  secret  all  facts  relating  to 
it;  and  after  the  death  of  the  maker  of  the 
will,  produces  it  for  probate.  Assuming  that 
the  family  physician  or  friends,  or  both, 
testify  regarding  the  maker’s  weakened  con- 
dition, physically  and  mentally,  the  tests  of 
undue  influence,  sufficient  to  make  an  issue 
of  it  for  determination  by  the  jury,  exist, 
namely:  The  testator  was  a person  who 

would  be  subject  to  undue  influence;  there 
was  an  opportunity  to  exercise  it ; there  was 
a disposition  to  exercise  it;  and  the  result 
shows  that,  in  all  probability,  it  was  exer- 
cised. 

In  connection  with  this  discussion,  the 
question  which  at  once  confronts  the  physi- 
cian is : Does  he  have  the  right  to  testify  in 
such  a proceeding,  or  does  the  statute  relat- 
ing to  privilege  seal  his  lips,  since  the  lips 
of  the  maker  of  the  will  are  sealed  by  death  ? 
It  is  considered  advisable  to  here  set  out  the 
provisions  of  Sections  25-1206  and  1207,  Re- 
vised Statutes  of  Nebraska  1948  Reissue,  re- 
lating to  this  matter.  They  are : 
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“No  practicing  attorney,  counselor, 
physician,  surgeon,  minister  of  the  gos- 
pel or  priest  of  any  denomination,  shall 
be  allowed  in  giving  testimony  to  dis- 
close any  confidential  communication, 
properly  entrusted  to  him  in  his  profes- 
sional capacity,  and  necessary  and  prop- 
er to  enable  him  to  discharge  the  func- 
tions of  his  office  according  to  the  usual 
course  of  practice  or  discipline/’ 

“The  prohibitions  of  the  preceding 
sections  do  not  apply  to  cases  where  the 
party  in  whose  favor  the  respective  pro- 
visions are  enacted,  waives  the  rights 
thereby  conferred ; and  if  a party  to  any 
action  now  pending,  or  hereafter 
brought,  shall  offer  evidence  with  ref- 
erence to  his  physical  or  mental  condi- 
tion, or  the  alleged  cause  thereof,  or  if 
the  personal  representative  of  a de- 
ceased person,  in  any  such  action  shall 
offer  such  evidence  as  to  such  deceased 
person,  the  right  conferred  by  section 
25-1206  shall  be  deemed  to  have  been 
waived  as  to  any  physician  or  surgeon 
who  shall  have  attended  said  party  or 
said  deceased  person.” 

The  Supreme  Court  has  held  that  in  a 
contest  over  the  probate  of  a will  between 
a person  therein  named  as  executor  or  as  a 
legatee  and  the  heirs  at  law  of  the  deceased 
person,  the  foregoing  Section  of  the  Statute 
(25-1206),  forbidding  the  disclosure  of 
privileged  communications,  does  not  pre- 
vent a physician  from  testifying  on  behalf 
of  either  side  of  the  controversy  as  to  the 
mental  condition  of  the  testator,  even  though 
the  information,  which  enables  him  to  do  so, 
was  acquired  solely  in  his  professional  ca- 
pacity while  attending  the  testator  during 
his  last  illness.25  Some  question  has  been 
cast  upon  this  decision,  however,  by  a later 
decision  of  the  Supreme  Court  of  Nebras- 
ka,26 dealing  particularly  with  privilege  re- 
lating to  attorneys  and  not  physicians,  but 
it  is  to  be  noted  that  the  privilege,  binding 
upon  attorneys,  is  provided  for  also  in  an 
additional  statute  in  which  physicians  are 
not  included.27 

The  physician  occupies  an  important  and 
confidential  relationship  with  the  dying  man. 
He  is  obliged,  of  course,  to  give  the  dying 
man  the  best  medical  treatment  of  which  he 
is  capable,  and  this  treatment  must  be  in 
accord  with  the  ordinary  and  proper  treat- 
ment given  patients  suffering  the  same  ail- 
ments. 


But  more  than  this,  if  called  upon,  he  owes 
the  dying  man  the  duty  of  protecting  him  in 
his  business  transactions  to  the  extent  of 
being  satisfied : first,  that  the  dying  man  is 
mentally  competent;  and  second,  that  the 
business  transactions  are  freely  and  volun- 
tarily consummated. 
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Marriage: 

Its  SIGNIFICANCE  in  PERSONAL 
and  PUBLIC  HEALTH 


The  following  dissertation  deals  with  the  deep 
significance  of  marriage  and  home.  It  traces 
many  of  the  present-day  ills  of  the  individual 
as  well  as  of  our  society  to  marital  failures.  A 
line  from  Doctor  Aita's  last  paragraph  expresses 
the  main  point  of  his  interesting  discussion:  "If 

medical  and  allied  sciences  have  made  any  prac- 
tical strides  in  understanding  human  beings  we 
should  be  better  able  to  trace  emotional  and  per- 
sonality illnesses  to  their  sources  and  stem  the 
epidemic  of  marital  failures,  personal  break- 
downs, and  social  tragedies." 

—EDITOR 

TN  ITS  CONCERN  with  com- 
JL  component  parts  and  artificial 
units  of  biology  (cells,  organs, 
systems  and  functions)  and  even  the  whole 
individual,  medical  science  has  often  over- 
looked mankind’s  complex  organization.  As 
individual  human  beings,  we  are  constantly 
probing,  appraising,  experiencing  and  react- 
ing to  others  around  us  (who  are  doing  the 
same  to  us).  As  the  individual  cell,  then  or- 
gans and  “functions”  are  part  of  a whole, 
integrated  system,  so  we  are  as  individuals 
part  of  a larger,  integrated  system  of  social 
relationships.  The  primary,  basic  unit  of 
these  social  relationships  is  our  family. 

Most  families  are  built  on  marriage,  a 
symbiotic  relationship,  advantageous  and 
constructive  to  two  interdependent  individu- 
als who  will  provide  the  basic  social  unit  of 
humanity,  a family  in  a home.  The  basic 
organization  of  man  and  woman  in  marriage 
is  more  than  traditional.  It  has  survived 
tests  of  thousands  of  years  as  has  no  other 
human  relationship,  and  the  seriously  think- 
ing student  of  human  behavior  foresees  its 
need,  its  continuance,  and  no  ready  substi- 
tute. Knowing  the  human  personality  and 
emotional  workings  as  we  do  at  present,  we 
anticipate  marriage  will  endure  as  long  as 
mankind. 

MARRIAGE  FORMS  A BASIC 
UNIT  OF  SOCIETY 

Married  couples  constitute  one  of  the 
smallest  units  of  our  social  structure,  the 
unit  on  which  waves  of  all  social  disturb- 
ances may  break.  With  this  family  develops 
our  community,  then  our  state ; through  this 
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family  are  transmitted  continuity  of  life, 
personality  development,  and  culture;  from 
this  family  emanate  challenge,  discovery,  in- 
novation, and  improvement  that  spell  growth 
and  progress. 

The  family  is  the  basic  and  most  strategic 
unit  of  our  social  structure.  This  unit  is  re- 
sponsible for  emotional  and  physical  health, 
biologic  survival,  social  well-being  and  the 
transmission  of  all  that  is  best  in  our  social, 
emotional,  intellectual  and  cultural  patterns. 
It  is  thus  responsible  basically  for  what 
progress  humanity  and  civilization  may 
make.  The  wisdom  of  the  centuries  and  our 
present  knowledge  indicate  that  it  alone  may 
provide  the  best  setting  for  rearing  children. 
Almost  all  of  the  environment  of  the  child 
is  provided  by  his  family  for  at  least  five 
years.  In  this  family,  where  occur  the  first 
experiences  of  our  lives,  lies  the  matrix  of 
the  human  personality.  It  is  to  this  small 
unit  that  we,  our  state,  our  civilization  and 
the  ultimate  hope  of  mankind  entrust  the 
care  and  development  of  all  future  citizens. 
Thus,  marriage  is  not  limited  to  a personal 
and  contempoary  venture  of  man  and  wom- 
an with  each  other ; it  is  also  a venture  with 
the  generations  and  the  civilization  of  the 
future. 

Basic  human  values  find  their  common 
meeting  place  in  the  home  and  family.  Here 
generations  overlap  broadly  and  each  may 
transmit  various  influences  and  patterns  to 
the  other. 

Family  security  is  an  important  basis  of 
personal  happiness,  the  structure  of  our  state 
and  the  progress  of  our  civilization.  As 
marriages  disintegrate,  society  suffers  in  the 
effect  on  its  component  units  of  families  and 
individual  adults  and  children.  Organized 
society  has  a number  of  concerns  about  fam- 
ily adjustments.  Its  concerns  are: 

1.  Tradition  must  be  maintained  that 
couples  enter  marriage  with  the  ex- 
pectation and  impetus  that  it  will  be 
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permanent,  so  they  will  anticipate, 
build  and  operate  accordingly. 

2.  Individual  rights,  personal  needs,  and 
emotional  security  must  be  protected. 
Marriage  provides  great  potentialities 
for  human  happiness  and  creativeness 
as  it  does  for  anguish  and  disruption. 

3.  Because  of  reproductive  function,  mar- 
ital union  involves  responsibility  quite 
unlike  and  more  profound  than  that 
of  any  other  relationship. 

4.  A direct  relationship  exists  between 
health  and  marital  adjustment.  Hap- 
py marital  experiences  provide  potent 
sources  of  mental  and  physical  health. 
Mental  and  physical  health  provide  a 
sound  basis  for  happy  marital  experi- 
ences. 

HEALTH  AND  MARITAL  STATUS 

The  incidence  of  mental  disorder  is  re- 
markably higher  among  the  single  and  the 
divorced  than  among  the  married  at  the 
same  age.  The  incidence  of  mental  and 
physical  illness  rises  also  in  widowhood,  evi- 
dent when  those  of  the  same  age,  widowed 
and  non-widowed,  are  compared.1  The  mor- 
tality of  married  men  and  women  is  also 
much  less  at  the  same  age  compared  with 
other  groups.2 

Two  explanations  appear  possible  and  not 
mutually  exclusive: 

1.  Protection  and  values  of  the  marital 
state. 

2.  Selection  or  “predisposition”  of  indi- 
viduals. 

Dayton3  states  that  marriage  is  a protec- 
tor for  the  individual  who  might  develop  a 
mental  disorder.  The  marriage  partner  acts 
as  a buffer,  protecting  the  individual  from 
society,  even  helping  to  conceal  the  develop- 
ment of  some  disorders.  We  see  what  hap- 
pens with  the  removal  of  this  protection  in 
the  higher  admission  rates  for  the  divorced 
and  for  the  widowed. 

Selection  operates  insofar  that  many  indi- 
viduals with  physical  disorders  and  marked 
personality  maladjustments  do  not  marry. 
Likewise,  many  of  these  individuals,  once 
married,  cannot  adjust  well,  hence  their 
divorce  rate  is  higher.  They  are  considered 
“predisposed”  to  serious  marital  maladjust- 
ment on  the  basis  of  physical  handicaps  or  of 
personality  disorders  present  or  under  way 
at  the  time  of  marriage. 


“Predisposition”  may  explain  some  of  the 
impressive  statistical  findings  (of  the  re- 
markable rate  of  illness  among  the  single  and 
divorced)  but  not  entirely.  We  are  dealing 
with  the  spectrum  of  “predisposed”  human- 
ity. At  one  extreme  are  those  already  ill 
at  marriage  or  much  “predisposed”  to  ill- 
ness and  bound  for  a tragic  end  regardless 
of  whom  they  marry.  Nearer  the  middle  are 
those  somewhat  less  “predisposed”  and  for 
whom  a singularly  fortunate  marriage  would 
“save  the  day.”  At  the  other  extreme  are 
those  much  less  “predisposed”  who  will  do 
well  with  the  protection  and  values  of  an 
“average”  marriage,  but  fall  ill  with  any- 
thing less. 

Those  most  “predisposed”  often  need  the 
protection  and  values  of  marriage  more  than 
others.  “Predisposition”  carries  many  im- 
plications. A person  heavily  laden  with  pre- 
disposition to  personality  and  emotional  dis- 
orders may  be  (or  become)  a burden,  con- 
tribute little  to  the  relationship,  be  exces- 
sively dependent  or  demanding,  and  provide 
a minimum  of  convenience,  opportunity  and 
fulfilment  for  his  mate.  He  will  likely  not 
“bring  out  the  best”  in  his  mate.  Likewise, 
such  a person  is  apt  to  exercise  less  good 
judgment  in  selection  of  a mate.  Conse- 
quently, he  usually  does  not  make  for  himself 
a marriage  which  results  in  the  protection 
and  values  he  (perhaps  more  than  others 
not  “predisposed”)  so  badly  needs. 

Marriage  provides  many  of  the  real  tests 
in  life.  For  on  what  else  do  most  of  us 
spend  ultimately  as  much  time,  energy,  feel- 
ings, hopes  and  dreams?  There  are,  of 
course,  other  “tests”  in  the  stream  of  life’s 
responsibilities — occupational,  economic,  so- 
cial— but  they  are  rarely  as  intimate  and  in- 
tense. They  are  usually  secondary  and  at 
best  stepping  stones  to  family  goals  and 
values.  Many  are  more  apt  to  reveal  or 
nearly  reveal  their  true  selves  in  action  in 
their  families — with  official  fronts  off,  real 
needs  evident  and  guards  down.  In  many  in- 
sances  one  can  never  really  know  another 
(as  much  as  any  human  ever  can)  until  he 
has  been  married  to  the  other.  Marriage 
represents  personality  and  emotions  in  ac- 
tion and  a long  series  of  experiments  in  ac- 
commodation. It  has  been  said  that  mar- 
riage can  reveal  more  personality  and  emo- 
tional workings  than  a psychiatric  examina- 
tion, and  this  may  be  so. 

In  many  ways  marriage  provides  a test  of 
human  relationships  and  emotional  adjust- 
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ments.  It  also  affords  an  unusually  valuable 
study  of  “personality  in  action.”  Here,  in 
an  intense  and  intimate  relationship,  person- 
ality and  emotional  workings  may  be  found 
busy  indeed  and  much  more  in  display  than 
usual  official,  away-from-home  demeanor  al- 
lows. Few  other  areas  of  adjustment  reveal 
the  strengths  and  weakness  of  individuals  for 
sustaining  meaningful  and  satisfying  human 
relations  as  marriage  does.  In  miniature,  it 


lation  (of  the  same  age)  ill  with  alcoholism, 
neuroses,  and  psychoses.  A large  facet  of 
child  psychiatry  is  concerned  with  how  par- 
ents get  along,  overt  and  covert  expressions 
of  love  and  anger  in  the  home,  and  the  over- 
all emotional  climate  provided  the  child. 

One  has  only  to  read  Terman’s  descrip- 
tion4 of  the  typical,  unhappily  married  man 
or  woman  to  recognize  familiar  patients 


TABLE  1 


ESTIMATE  OF  YEARLY  MARITAL  “MORBIDITY” 
AND  “MORTALITY” 

(Taken  from  national  statistics  of  an  average  year,  1950-1953) 


390,000  divorces 

For  each  4 divorces,  1 desertion 
Decidedly  unhappy  marriages 
(16%  of  75  million  married 

men  and  women)  

Total.. 


780.000  men  and  women6 

195.000  men  and  women10 

.12,000,000  men  and  women9- 11 
.12,975,000  adults 


Children  in  divorced  families.... 
Children  in  deserted  families.... 
Children  in  unhappy  marriages 
(estimate  1.3  per  marriage )_. 

Total. 

Grand  Total. 


330, 00012 
244, 00010 

. 7,800,0009- 13 

8,374,000  children  under  18 

.21,349,000  adults  and  children 
involved  in  an  aver- 
age recent  year 


TABLE  2 

DISTRIBUTION  OF  WOMEN  IN  “PARENT-AGE”  GROUP, 

APRIL,  195514 

Total — 29,232,000  women  ages  20-44 
12%  unmarried 
88%  have  been  married 

Of  the  88%  (25,726,000  women)  ever  married: 


22.6  million 88%  remained  married  and  together 

912  thousand. 3.5%  are  separated  (marital  discord) 

855  thousand 3.3%  have  husbands  absent,  including 

those  in  Armed  Forces 

801  thousand. 3.0%  are  divorced 

579  thousand- 2.0%  are  widowed 


discloses  a study  of  many  of  humanity’s 
problems  of  social  organization. 

In  a happy  marriage,  two  people  “are 
good  for  each  other”  and  provide  one  another 
with  the  values  of  marriage.  At  the  other 
end  of  the  spectrum,  are  those  couples  re- 
ceiving little  if  any  value,  rather  anguish 
and  stress.  With  indifference,  anger,  inse- 
curity, or  irresponsibility  filling  the  vacuum 
where  marital  values  fail  to  grow,  one  is  not 
surprised  to  find  distraction  from  and  neg- 
lect of  health  matters — with  a significantly 
larger  segment  of  single  and  divorced  popu- 


quite  common  in  psychiatric  practice  today. 
Schizophrenia,  paranoid  disorders,  drug  and 
alcoholic  addiction  and  serious  personality 
disorders  (previously  termed  “psychopathic 
personality”)  also  rank  significantly  high 
among  the  divorced1  to  leave  little  doubt 
concerning  medical  science’s  responsibility 
in  these  matters. 

MARITAL  “MORBIDITY”  AND 
“MORTALITY” 

The  frequency  of  divorce  has  grown  stead- 
ily and  considerably  in  many  countries 
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throughout  the  world  over  the  past  50  years. 
The  United  States  still  leads  in  all  ratios.5 

The  all  time  peak  was  reached  in  1946, 
when  there  were  4.3  divorces  per  thousand 
population.  Since  then  it  has  dropped  off 
somewhat  to  around  2.5  divorces  per  thou- 
sand in  recent  years.  This  is  a ratio  still 
far  ahead  of  anything  that  ever  existed  in 
the  past.  There  were,  in  1953  (a  representa- 
tive recent  year),  1,546,000  marriages  in 
this  country  and  390,000  divorces  or  a ratio 
of  1 marriage  broken  for  every  4 made  that 
year.  Over  ten  years  (1944-1953)  in  this 
country  there  were  17.1  million  marriages 
and  4.3  million  divorces.6 

However,  the  extent  of  serious  marital 
discord,  the  total  “morbidity/’  is  hardly  re- 
vealed by  divorce  statistics  alone.  These  fig- 
ures concerning  divorce  tell  nothing  of  deser- 
tion, separation,  and  years  of  serious  stress, 
deprivation  and  anguish  among  those  who 
do  not  divorce.  A recent  survey7  discloses 
that  2%  of  all  married  couples  are  separated 
because  of  marital  discord  — well  over  1.5 
million  men  and  women  not  divorced,  but 
sufficiently  discordant  to  be  living  apart. 

The  population  of  this  nation  in  1950,  was 
approximately  151  million  people.  From 
Table  1 it  is  estimated  that  there  were  al- 
most 22  million  men,  women,  and  children 
(15  per  cent  of  our  population)  involved  dur- 
ing an  average  year  in  divorce,  desertion  and 
very  unhappy  marital  adjustments.  I be- 
lieve this  is  a very  conservative  estimate. 

The  census  figures  for  1950,  disclose  ap- 
proximately 45  million  children  under  age 
18  living  in  families.  If  over  8 million 
(Table  1)  of  these  were  embroiled  each 
year  in  decidedly  poor  marital  adjustments, 
the  figure  of  nearly  20  per  cent  gives  cause 
for  serious  thought. 

In  April,  1955,  census  statistics  (Table  2) 
revealed  that  12  per  cent  of  ever-married 
women  in  the  parent-age  group  (age  20-44) 
are  separated,  divorced,  widowed,  or  have 
absent  husbands. 

Genus  figures  (Table  3)  at  that  time 
(April,  1955)  likewise  indicate  that  only 
87  per  cent  of  the  nation’s  children  were 
living  with  both  parents. 

MARRIAGE  RATE  INCREASES 

Marriage,  however,  apparently  has  more 
advantages  than  disadvantages.  Human  be- 
ings must  obtain  profound  satisfaction  from 


marriage  and  they  continue  to  expect  to. 
They  obviously  propound  it  to  others  and 
recommend  it  from  generation  to  generation. 
The  marriage  rate  is  going  up. 

TABLE  3 

DISTRIBUTION  OF  CHILDREN  (UNDER 
18)  IN  APRIL,  195515 

Of  55,100,000  children: 

47,700,000  live  with  both  parents 87% 

5.200.000  live  with  mother  only 9% 

600,000  live  with  father  only... 1% 

1.600.000  live  with  neither  parent—.  3% 

In  1910,  7 per  cent  of  20-year-old  men 
were  married;  in  1950,  18  per  cent.  In 
1910,  36  per  cent  of  20-year-old  women  were 
married;  in  1950,  49  per  cent.8  In  1950, 
our  nation’s  married  population  reached  a 
new  high  of  75  million  married  men  and 
women,  an  increase  of  14!/2  million  from 
one  decade  before.9  The  rate  of  marriage  in 
our  nation  grew  from  8 marriages  per  thou- 
sand population  in  1932,  to  16  in  1946,  after 
World  War  II,  then  back  to  10  in  1953.6  We 
are  the  most  married  nation  in  the  world, 
with  our  young  adults  marrying  earlier  than 
elsewhere  and  the  largest  per  cent  of  adults 
married. 

In  1955,  there  were  1,532,000  marriages 
in  the  United  States.16  It  is  predicted  that 
in  early  1960’s  there  will  be  a marked  up- 
surge in  marriage  rate  as  the  large  number 
of  babies  born  during  and  immediately  fol- 
lowing the  war  years  will  begin  to  enter 
marriable  ages. 

In  1955,  17  per  cent  of  our  girls,  ages  15 
to  19,  were  already  married.  At  ages  20 
to  24,  50  per  cent  of  men  and  70  per  cent 
of  women  in  the  United  States  are  mar- 
ried.17 

THE  VALUES  AND  THE  PRICE 
OF  MARRIAGE 

There  is  a price  paid  for  marrying  and  re- 
maining married.  There  are  reasons,  how- 
ever, why  this  does  not  over-balance  the 
whole  situation.  These  reasons  lie  in  the 
values  of  marriage. 

Like  everything  else  of  value,  marriage  is 
not  free.  Marriage  gives,  but  it  requires 
as  well.  It  must  interfere  with  a number 
of  “personal”  desires.  Marriage  carries  with 
it  demands  and  responsibilities,  or  they  can 
be  thought  of  in  that  way.  With  our  con- 
flicting needs  within  us,  we  may  want  to 
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eat  our  cake  and  have  it,  too.  We  desire 
the  many  values  of  marriage  despite  the  in- 
dependent pixie  in  all  of  us  to  be  foot-loose, 
fancy-free  and  venturesome. 

If  marriage  provides  the  basis  of  home- 
life,  then  the  happiness  and  stability  of  mar- 
riage become  important  items  of  concern. 
A natural  home  and  the  marriage  which 
made  it  possible  provide  a number  of  im- 
portant human  needs  in  a manner  which  no 
institution  nor  lavish  boarding  house  can 
duplicate.  A happy,  effective  and  loving 
home  environment  cannot  be  artificially  con- 
structed. 

Many  homes  fall  far  short  of  ideals  and 
basic  responsibilities,  and  this  is  our  con- 
cern. Young  bodies  and  developing  person- 
alities depend  much  on  marriages  and  home- 
life.  The  skeptic  could  point  out  the  many 
defects  of  our  present-day  marriages,  par- 
ents and  homemakings.  Indications,  how- 
ever, are  not  to  discard  our  long  established 
systems  of  marriage  and  family  but,  rather, 
to  understand  and  improve  them. 

Where  but  in  the  average,  effective,  and 
loving  home  (based  on  a marriage)  can 
most  of  the  following  considerations  be  pro- 
vided with  relative  regularity,  dependability, 
continuity  and  follow-through  and  with  a 
personal  touch  and  meaningfulness  unob- 
tainable elsewhere? 

1.  Nutrition. 

2.  Health  care,  including  medications, 
care  through  convalescence  or  minor 
ailments,  first  aid,  immunizations,  in- 
dications to  consult  doctor. 

3.  Accident  prevention. 

4.  Physical  protection. 

5.  Avoidance  of  excesses  (nutritional, 
physical  strain,  etc.). 

6.  Orderliness  (without  compulsiveness). 

7.  Family  belongingness  including  family 
“pride,”  identification,  feeling  of  se- 
curity. 

8.  Rest,  relaxation,  restitution. 

9.  Education  in  family  living,  including 
religious  affiliation,  purpose  of  life, 
values  and  goals. 

10.  Teamwork,  cooperation. 

11.  Social  advantages. 

THE  BASIC  VALUES  OF  MARRIAGE 

The  basic  values  of  marriage  are  inter- 
woven and  overlapping: 


1.  Love. 

2.  Economic,  Institutional,  and  Material 
Needs. 

3.  Companionship. 

4.  Children. 

5.  Emotional  Needs. 

6.  Personality  Growth. 

7.  Sexual  Satisfaction. 

Love.  Love  is  indispensable  to  healthy 
living.  Man  needs  to  love  and  to  be  loved — 
an  intimate,  continuous  and  dependable  rela- 
tionship with  a treasured  person  or  group. 
Marriage  is  the  most  significant  relation- 
ship which  fosters  love,  and  the  chief  source 
of  love  in  our  society  is  within  the  family. 
Our  human  needs  call  for  love’s  sentiments 
to  concentrate  and  fix  on  one  mate  who  will 
thereafter  remain  a permanent  and  principal 
love-object. 

Economic,  Institutional  and  Material 
Needs.  With  emancipation  from  elders,  “a 
home  you  can  call  your  own”  becomes  a na- 
tural ambition.  Time  honored  concepts  of 
family  functions  have  stressed  the  institu- 
tional assets  and  organizational  productivity 
possible  in  marriage.  Although  less  in  evi- 
dence than  50  years  ago,  marriage  and  home- 
making are  concerned  with  business,  ma- 
terial needs,  and  physical  advantages.  Earn- 
ings and  savings  are  encouraged,  and  money 
may  be  used  constructively.  Society  smiles 
favorably  on  expenditures  for  mates  and 
children.  We  may  even  marry  for,  among 
other  things,  wealth  or  position  or  “name.” 
A wife’s  homemaking  talents  may  far  ex- 
ceed those  of  an  impersonal  cook  and  maid. 
A husband  is  considered  a provider  and  pro- 
tector; a wife  a helpmate  and  nurse.  There 
is  division  of  labors  and  responsibility. 
Workable  routines  and  standard  operational 
procedures  are  set  up  for  this  corporation, 
the  family.  Assurance  is  given  that  we  will 
be  cared  for  when  we  are  in  need,  ill  or 
aged.  Occupational  advancement  and  some- 
what higher  pay  is  offered  the  married  man. 
Our  children  are  considered  “assets”  (though 
not  in  the  same  productive  manner  of  rural 
living  fifty  years  ago)  and  they  perpetuate 
the  family  name. 

Marriage  operates  also  as  a decision-mak- 
ing relationship.  As  a business  partnership, 
many  complex  decisions  have  to  be  made. 
The  conjugation  of  intellects,  specialties,  wis- 
dom, and  energies  by  a closely  integrated 
pair  may  far  surpass  other  combinations  in 
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effectiveness.  In  a tangible,  “business’’ 
sense,  we  may  have  combined  talents  for 
efficiency,  budgeting  and  bargains ; we 
may  have  some  things  to  live  (and  labor) 
for,  some  things  to  be  proud  of,  a home 
which  is  “our  castle.”  We  are  a family  and 
we  have  a family  car,  furnishings,  property, 
dog,  “pride,”  and  togetherness,  whether  we 
are  poor  folks  or  rich  folks. 

Companionship.  That  “two  can  have  more 
fun  than  one”  has  been  known  since  man 
first  roamed  the  earth.  Pleasures  shared 
are  often  pleasures  doubled.  In  marital  com- 
panionship one  may  have  an  intimate  part- 
ner, a personal  ally,  a dependable,  soul-satis- 
fying togetherness  with  one  who  cares  and 
understands.  Sharing  experiences  and  work- 
ing out  problems  together  provide  a healthy 
part  of  living.  “Combined  operations,” 
praying  or  fighting  side  by  side,  struggling 
to  attain  certain  goals,  mutual  interests,  cre- 
ating things  together  “through  thick  and 
thin,”  all  go  to  make  for  team  work  we 
eventually  find  we  can  no  longer  do  without. 
Belonging  to  someone,  knowing  they  belong 
to  you  and  the  spirit  which  results  make  one 
realize  how  much  we  need  one  another.  It 
is  far  easier  to  battle  life  together  than 
alone. 

Marriage  brings  a sense  of  completeness. 
Possessing  a mate  makes  an  intimate  part 
of  one’s  life  those  values  he  could  not  achieve 
alone.  Here  is  someone  who  complements 
and  supplements  one’s  own  personal  quali- 
ties. Joint  relationships  and  mutual  accom- 
plishments afford  types  of  creativeness  pos- 
sible only  in  the  marital  symbiosis. 

Companionship  fits  in  with  our  experience 
that  there  is  something  bigger  in  life  than 
ourselves  alone.  In  our  marriages  there  may 
be  something  to  which  we  would  willingly 
and  devotedly  give  all.  We  may  lose  our- 
selves in  something  bigger,  but  we  are  not 
submerged  and  stifled  by  it ; rather  our  own 
lives  become  richer  for  having  lost  ourselves 
in  it. 

Children.  The  word  marriage  is  almost 
synonymous  with  children.  The  depth  and 
breadth  of  all  values  of  marriage  may  be 
greatly  extended  by  the  appearance  of  these 
special,  new  recipients  and  sources  of  love 
and  companionship.  The  family  team  grows, 
new  and  interesting  personalities  appear 
with  gifts  and  contributions  (as  well  as  ex- 
pectations and  demands).  Here  is  true  cre- 
ativeness — an  additional  place  where  our 


needs  to  be  expressive  and  assertive  may  be 
properly  used. 

Many  of  us  would  be  intolerable  if  we  did 
not  have  children  to  rear  us.  Children  en- 
courage parents  to  express  natural  feelings 
which  they  often,  otherwise,  would  suppress. 
Children  help  much  to  break  up  our  reserve, 
dignity,  poise  and  don’t-come-close-to-me  at- 
titudes. We  can  be  as  tender  as  we  wish 
with  babes.  We  can  vent  anger  on  them  and 
call  it  discipline  or  guidance.  With  them  we 
may  become  much  more  “human.” 

Marriage  is  intimately  involved  with  the 
daily  sustenance  and  healthy  growth  of 
both  children  and  adults.  The  family  is  the 
only  social  unit  which  may  provide  depend- 
able, loving  relationships  for  childbearing 
and  childrearing.  Ideally,  this  can  be  a set- 
ting of  love  and  stability  where  life  may  de- 
velop and  mature;  where  children  may  be 
introduced  to  our  culture;  where  healthy 
personality  structure  may  be  formed.  For 
adults,  a home  must  be  established  so  that 
patterns  and  needs  previously  experienced 
and  longed  for  can  be  regained. 

Marriage  provides  a vehicle  and  matrix 
for  personality  development,  and  may  con- 
tribute much  to  it.  Our  first  strength  and 
basic  personality  genesis  is  drawn  from  our 
immediate  family.  We  continue  to  need  this 
home  environment  as  a source  of  health, 
growth,  and  strength  until,  as  young  adults, 
we  leave  to  make  our  “second  home”  else- 
where in  our  own  marriages.  This  “second 
home”  should  then  continue  as  a source  of 
health,  growth,  and  strength  for  adults  as 
well  as  for  the  tiny,  human  beings  born  to 
live  with  us. 

Emotional  Needs.  “Man  does  not  live  on 
bread  alone.”  The  emotional  needs  of  chil- 
dren and  adults  are  as  important  require- 
ments as  food,  warmth,  and  oxygen.  These 
needs  may  be  provided  in  a marriage  in  a 
manner  rarely  found  elsewhere.  It  is  cus- 
tomary to  classify  these  emotional  needs, 
for  purposes  of  understanding,  into  aggres- 
sive-assertive and  passive-dependent  needs. 

Aggressive-assertive  needs  are  satisfied  by 
planning,  expressing,  doing,  building,  direct- 
ing, controlling,  giving,  loving,  possessing, 
protecting. 

Passive-dependent  needs  are  satisfied  by 
what  others  do  for  us ; being  loved,  given  to, 
possessed,  taken  over,  managed,  bolstered, 
protected,  encouraged,  praised. 
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The  healthy  individual  is  aware  of  these 
needs,  has  a realistic  balance  of  them,  and 
is  neither  excessively  aggressive  nor  exces- 
sively dependent. 

Aggressive  Needs:  In  marriage  we  have 

the  human,  allowable  satisfaction  of  having 
someone  depend  on  us.  We  all  have  a need 
to  be  needed.  This  gives  us  a feeling  of  use- 
fulness and  importance.  We  are  a major 
factor  in  someone  else’s  world.  All  of  our 
material,  emotional,  and  spiritual  being  and 
possessions  are  enhanced  by  sharing.  We 
have  somewhat  more  “purpose”  and  value  in 
living  when  we  are  living  for  and  with  an- 
other person.  Lives  are  greatly  enriched  by 
thoroughly  knowing  another  person.  “To 
have  and  to  hold”  someone  who  is  “mine 
alone”  is  a treasured  acquisition.  We  enjoy 
the  privilege  of  exclusive  possession  of  some- 
one else  in  as  nearly  complete  and  constant 
companionship  as  we  desire. 

We  create  and  build  a marriage,  a home, 
a family.  Children  appear  and  are  loved  by 
us.  Here  are  our  prized  possessions.  Mar- 
riage provides  no  end  of  means  to  satisfy 
creative  needs.  There  are  constant  chal- 
lenges and  a spirit  of  adventure  in  building 
for  something  bigger  than  ourselves  alone. 
Losing  ourselves,  getting  totally  involved  in 
this  togetherness  and  creativeness,  our  lives 
are  enriched  in  a manner  hardly  possible 
elsewhere. 

The  most  secure  of  human  relationships 
may  be  provided  by  marriage.  In  every 
other  relationship  (other  than  some  blood 
ties)  there  are  always  some  insecurity  and 
reservation  so  that  the  full  depth  of  mean- 
ingful relationships  cannot  be  obtained. 

Passive  Needs:  Marriage  is  the  one  place 
where  individuals  may  have  a feeling  of  in- 
timacy and  security,  freedom  to  behave 
much  like  the  human  beings  they  are  and  to 
express  a natural  variety  of  emotions.  The 
world  around  us  may  often  appear  not  to  al- 
low much  expression  of  the  real  way  we 
feel.  It  is  only  within  our  families  that  we 
may  be  ourselves,  “let  our  hair  down”  and 
still  feel  loved.  Our  official  personalities 
may  be  set  aside  at  home  and  we  may  relax 
in  “old  shoe”  comfort  with  little  need  for 
defenses  or  to  make  an  impression.  Friendly 
approval  of  ourselves  as  individuals  is  often 
abundantly  available  at  home  as  it  is  scarcely 
elsewhere.  Marriage  is  revealing  to  some 
(for  instance,  those  whose  parents  had  an 
unhappy  marriage)  that  there  is  no  risk  in 


close  human  relationships,  involvement, 
trust,  and  endearment  “to  the  hilt.” 

In  home  and  marriage  are  the  opportun- 
ities for  sustenance,  restitution,  protection — 
a place  to  catch  one’s  emotional  “breath.” 
Marriage  provides  a legitimate  dependence 
on  someone  else.  Here  we  can  accept  assist- 
ance and  love ; here  we  have  someone  to  lean 
on,  to  depend  on,  even  to  wait  on  us  at 
times.  In  a healthy  marriage  grow  accept- 
ance, understanding,  and  tenderness — all  of 
which  go  to  make  the  strength  of  the  rela- 
tionship. Each  may  come  to  realize  that  the 
other  cares  more  about  the  marriage  than  he 
does  about  winning  an  argument  or  being 
“right.”  We  can  count  on  one  another.  We 
will  see  each  other  through. 

To  our  homes  and  marriages  we  return 
at  each  day’s  end  bearing  an  accumulation  of 
frustrations  and  fatigue.  We  hope  to  obtain 
the  necessary  balm  of  understanding  to  en- 
able us  to  return  to  life’s  battles  refreshed, 
the  following  day.  Where  but  in  our  own 
families  can  we  “be  ourselves”  even  at  our 
“worst”?  Family  functions  are  directed  to- 
ward individual  needs  and  personality  pres- 
ervation. It  is  usually  within  our  own  fam- 
ily that  we  can  most  broadly,  intensely,  and 
dependably  receive  the  attention  and  care 
we  need.  From  here  may  be  obtained  deep- 
est acceptance,  most  loyal  understanding, 
and  priceless  endearment.  Ideally  a family 
rehabilitative  and  therapeutic  spirit  carries 
us  through  from  the  contusions  of  daily  com- 
petitive living.  Who  but  a loving  family 
can  best  offset  the  feeling  of  helplessness, 
anonymity,  and  the  sense  of  being  alone  in 
what  often  appears  to  be  a threatening 
world?  The  man  who  feels  he  is  only  a cog 
or  social  security  number  away  from  home 
depends  greatly  on  being  “the  one  man  in 
the  world”  to  his  wife.  It  has  been  said 
that  the  family  is  “love  in  action.” 

Our  mates  may  be  our  closest  and  most 
ardent  supporters,  worshipping  audiences, 
sparring  partners,  vigorous  coaches,  forgiv- 
ing confessors  and  soothing  nurses.  What 
man  does  not  at  least  occasionally  need  that 
look  in  a woman’s  earnest  eyes  which  ex- 
claims, “You  great  big  wonderful  man,  you !” 
Where,  but  in  marriage,  may  this  most  com- 
monly and  dependably  be  obtained?  What 
woman  does  not  respond  deeply,  also,  to  a 
heart-felt  declaration,  “You’re  a real  honey 
— a peach!” 

Marriage  alone  provides  the  feeling  of 
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never  being  alone  at  any  time  or  anywhere. 
There  is  always  a sense  of  someone  near 
that  transcends  geographic  distance.  Mar- 
riage affords  an  emotional  hitching  post, 
goals,  and  direction  for  living.  Wherever  we 
are,  whatever  we  are  doing,  there  is  someone 
who  can  be  relied  upon  devotedly  and  de- 
pendably regardless  of  what  else  appears  un- 
certain. We  shall  always  need  someone  who 
believes  in  us,  who  knows  and  understands 
without  being  told  or  explained  to — regard- 
less of  our  deeds  and  accomplishments  or 
how  “good”  or  “bad”  we  are. 

Only  in  marriage  can  adults  have  such 
great  assurance  of  acceptance,  the  feeling 
that  here  is  someone  who  really  cares,  and 
intimacy  without  reservation.  Even  “with 
the  bars  down”  and  considerable  liberty, 
both  realize  the  relationship  is  not  threat- 
ened. There  is  mutual  understanding.  Each 
lives  in  the  other.  The  assets  of  the  mate 
become  one’s  own  property  (as  do  the  liabil- 
ities). 

A pattern  of  mutual  inter-dependence 
(one  would  be  lost  without  the  other)  and 
synergism  develops  through  sharing,  fusion 
of  purposes,  common  memories,  and  coop- 
eration in  everyday  enterprises.  Having 
“fought  and  bled  together,”  a close  team- 
work relationship  develops  as  does  a sense  of 
achievement. 

Our  acceptance  and  prestige  from  the 
world  outside  our  family  may  also  be  as- 
sured in  marriage.  Marriage  is  a special  ac- 
complishment on  which  society  nods  approv- 
ingly. Married  people  are  thought  to  be 
more  steady  and  stable.  A higher  pay  scale 
is  often  awarded  married  men.  Social  par- 
ticipation as  pairs  is  a common  expectation. 
As  “couples”  we  may  be  admired  for  our 
teamwork,  the  way  we  “click,”  for  what  we 
do  for  one  another:  loving  glances,  mutual 
attentiveness  and  devotion;  the  “well-kept” 
wife  and  the  doted-on  husband. 

Personality  Growth.  As  a result  of  sup- 
plying emotional  needs,  the  family  group  ex- 
pects healthy  growth  not  only  of  its  children 
but  continued  growth  of  adults  as  well.  In 
marriage,  ideally,  we  become  part  of  a grow- 
ing process  which  began  with  the  wedding 
and  becomes  richer  as  time  goes  on.  Mar- 
riage furnishes  a tremendous  source  of  daily 
experiences  from  which  we  may  learn. 
Where  may  more  be  learned  about  ourselves 
and  about  human  nature  than  in  living  with 
a mate  and  the  rearing  of  children?  One 


slowly  finds,  too,  that  he  may  be  warm  and 
tender,  that  he  may  let  out  his  “good  feel- 
ings,” trust  and  devotion  to  the  hilt.  There 
is  the  gradual  discovery  of  one’s  own  full 
acceptability  by  those  who  love  him. 

With  gradual  modification  in  the  many 
differences  each  individual  brings  into  mar- 
riage, each  may  gradually  contribute  to 
what  becomes  the  family  personality.  Each 
learns  considerable  about  the  other,  his 
needs,  sensitivities  and  idiosyncrasies  and 
finds  he  can  adjust  well.  There  develops  an 
integrated,  creative  habit-system  and  team- 
work which  may  become  rather  automatic, 
smooth  running,  meaningful,  and  stable. 

Day  by  day  we  may  grow  more  construc- 
tive within  ourselves,  within  our  families,  in 
our  circle  of  friends,  and  in  our  communi- 
ties. Self-respect  and  self-esteem  may  grow 
within  us  rather  than  inferiorities,  martyr- 
dom, or  an  angry  pride  which  is  a product 
of  victory  and  dominance.  Such  development 
and  maturation  of  personality  enable  us  to 
maintain  a democratic  way  of  life  within  the 
family  and  in  society  generally. 

It  is  likely  that  marriage  (as  an  experi- 
ence with  a mate  and  children)  may  ideally 
make  us  “better”  people  — somewhat  more 
aware  of  others  and  their  needs — patient, 
tender,  sharing  and  realizing  our  dependency 
with  the  rest  of  the  world.  Learning  to  co- 
operate, how  and  when  to  cooperate,  proves 
to  our  own  personal  advantage  most  of  the 
time.  In  marriage  we  are  gradually  but  in- 
exorably pushed  from  our  private  little  con- 
cerns and  constricted  orbits  to  be  made 
aware  of  those  around  us,  including  our  com- 
munities — if  only  through  Parent-Teacher 
Associations  and  Boy  Scout  projects.  Devel- 
opment as  adults  includes  affectionate  ca- 
pacity sufficient  for  friends  and  the  world 
about  us.  Communal  feeling  and  friendli- 
ness are  not  totally  absorbed  by  marriage. 

Marriage  may  provide  the  closest  work- 
ings of  democracy  in  action.  Here  we  may 
find  that  freedom  of  thought,  of  speech,  and 
of  emotional  expression  can  pay  off  construc- 
tively. 

Our  purpose  in  life  is  never  built  on 
ourselves  alone.  The  “good”  we  do  in  this 
world  reflects  our  own  loving,  friendly  feel- 
ings and  in  turn  reinforces  them  since 
there  are  automatic  repayments  (never  dol- 
lar for  dollar,  hour  for  hour)  in  response, 
love,  a happy  environment,  and  perhaps,  ulti- 
mately, too,  help  when  we  may  need  it.  We 
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discover  happiness  by  contributing  to  and 
experiencing  ourselves  in  the  happiness  about 
us. 

Sexual  Satisfaction.  One  of  the  greatest 
dividends  of  married  life  should  be  sexual 
satisfaction.  Growing,  integrating,  and 
achieving  together  over  the  years  includes 
love-making  and  sexual  experiences.  Al- 
though these  may  appear  to  become  common- 
place and  taken  for  granted  (as  any  com- 
fortable, ‘‘old  shoe”  relationship  is)  they  are 
readily  missed  when  two  are  apart.  Sex 
symbolizes  many  things  in  our  culture  which 
make  for  intimate  togetherness  in  marriage. 
It  continues  a most  powerful  biologic  urge. 
Each  mate  furnishes  the  satisfaction  of  this 
urge  to  the  other,  although  at  the  same  time 
he  obtains  his  own  satisfaction  much  en- 
hanced by  response  from  the  other. 

Marriage  is  the  only  social  unit  which 
may  provide  for  sexual  relationships  in  a 
setting  of  responsibility,  enduring  love,  and 
all  of  the  other  values  described  above.  All 
of  these  values  are  intimate  and  inter-relat- 
ed. Detached  from  these  values  (of  love, 
companionship,  home  making,  procreation, 
emotional  needs  and  personality  growth)  sex 
readily  becomes  only  a sensuous  sport,  a 
whimsical  plaything  or  rebellious  mischief 
instead  of  a source  of  constructive  energies 
and  purposes.  In  marriage,  sex  needs  may 
be  met  to  the  fullest  extent  with  relaxation, 
deeper  meaning,  closeness  and  comfort. 
Rather  than  becoming  only  random,  erratic 
or  superficial,  sex  becomes  a more  creative 
act  involving  the  possibility  of  child  bearing, 
child  rearing,  homemaking  and  family  life 
with  all  the  joys  and  burdens  these  entail. 
Sex  works  best  for  all  concerned  when  it 
is  a part  of  a very  special  experience  to  be 
developed  fully  in  interest  and  variety  with 
the  special  mate  of  one’s  life. 

MARRIAGE  AN  ENTRE  FOR 
PREVENTIVE  PSYCHIATRY 

The  interests  of  psychiatry  in  marriage 
are  quite  evident  by  now: 

1.  Psychiatry  has  considerable  interest 
and  knowledge  concerning  the  human 
personality,  its  emotional  workings 
and  social  adjustments. 

2.  Marriage  may  provide  a great  source 
of  happiness  and  strength,  or,  con- 
trarywise,  may  disrupt  the  individual’s 
balance  of  emotional  and  mental 
health. 


3.  Marital  difficulties  signify  underlying 
personality  difficulties,  some  minor, 
some  major. 

4.  Marriage,  providing  an  important, 
basic  unit  of  human  relationships,  can 
become  ill,  too.  The  important  pair- 
relationship  can  become  seriously  dis- 
turbed and  require  constructive  evalu- 
tion,  counselling,  or  psychotherapy. 

The  role  of  psychiatry  in  preventive  medi- 
cine is  comparatively  new.  Today  mental 
health  problems  are  great.  Marriage  is  an 
important  source  of  mental  health  as  it  is 
an  index  of  mental  health.  Divorce  is  the 
end  result,  the  “mortality,”  not  the  cause  of 
marriage  failure.  Our  attention  is  less  con- 
cerned with  the  end  stages  and  termination 
of  the  marital  relationship  than  it  is  with 
the  “breeding  grounds,”  “carriers”  and  path- 
ogenesis demonstrable  in  unhappy  marri- 
ages. 

Emotional  and  Personality  Development. 

As  once  we  were  helpless  and  ignorant  con- 
cerning typhoid  fever,  so  we  are  today  grap- 
pling with  the  problem  of  emotional  illness 
from  minor  neurosis  to  major  psychosis  and 
criminality.  Marriage  and  its  resultant 
home-setting  provide  a major  portion  of  the 
carrier  of  emotional  growth  and  personality 
development  from  one  generation  to  the  next. 
While  heredity,  embryologic  incidents,  birth 
injury,  infections,  and  biochemistry  play 
their  roles,  the  emotional  climate  in  which 
the  child  is  nurtured  continues  exceedingly 
important.  This  emotional  climate  is  pro- 
vided by  a marriage,  a pair  relationship  con- 
sisting of  the  first  woman  and  the  first  man 
the  child  knows — his  first  impressions  of 
family  life  and  human  relationships.  In  this 
setting  the  child  experiences  repeatedly  in- 
timate and  intense  currents  of  aggressive- 
ness, dependency,  love,  anger,  and  fear. 
Some  of  this  is  expressed  overtly,  much, 
covertly.  Parents  are  identified  with  and 
copied.  They  are  needed  and  depended  on 
much.  They  are  pegs  on  whom  we  may 
eventually  (often  erroneously)  hang  blame, 
cause,  and  fault.  They  are  resented  and  re- 
belled against.  The  first  lessons  in  human 
relationships  and  human  values  are  learned 
in  families  provided  by  a marital  relation- 
ship. 

The  family  is  the  source  of  serene  security 
and  dreaded  insecurity,  of  love  and  hate,  of 
ecstasy  and  anguish,  pride  and  shame  — a 
never  ending  stream  of  subtle,  paradoxical 
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and  ambivalent  emotional  compounds.  The 
most  acute,  intense  and  intimate,  the  most 
continual  and  prolonged,  the  most  meaning- 
ful emotional  experiences  are  those  occur- 
ring in  the  intra-familial  situation  provided 
by  the  marital  relationships  of  parents  and 
the  home  setting.  In  the  first  five  years  of 
life,  much  basic  personality-functioning  and 
emotional  patterns  are  being  formed.  It  may 
be  during  this  time  of  life  that  ultimate  psy- 
chotic tendencies  are  laid  down.  During 
these  first  five  years  the  child  is  almost  con- 
stantly and  intensively  under  parental  and 
intra-familial  influences.  These  diminish 
gradually  with  age,  but  even  up  to  the  eighth 
grade  level  (age  14)  in  our  culture  there 
continues  considerable  parental  and  intra- 
familial  influence.  These  home  influences 
diminish  precipitously  only  following  gradu- 
ation from  high  school  whereupon  the  older 
adolescent  now  leaves  to  work  or  to  attain 
higher  education. 

It  has  been  stated,  wisely,  that  prepara- 
tion for  marriage  (and  an  entire  life,  for 
that  matter),  begins  at  birth.  Here  are  the 
tangible  roots  of  preventive  psychiatry — in 
understanding  and  improvement  of  person- 
ality development  at  the  level  of  marriage 
and  family  living. 

An  old  saying  advises,  “If  you  want  to 
change  a person,  start  with  his  grandpar- 
ents.” The  continuum  of  personality  devel- 
opment proceeds  from  generation  to  genera- 
tion, all  members  of  a series  disappearing 
slowly  backwards  in  time.  The  personalities 
and  family  lives  provided  by  great  grand- 
parents profoundly  influenced  the  personal- 
ities and  family  lives  of  our  grandparents. 
The  personalities  and  family  lives  provided 
by  our  grandparents  then  profoundly  influ- 
enced the  personalities  and  family  lives  of 
our  parents.  Then  we  were  introduced  to 
and  molded  by  the  personalities  of  our  par- 
ents and  the  homelife  that  they  made.  We 
are,  thus,  a product  of  the  preceding  gener- 
ations continually,  each  generation  in  turn 
being  a product  of  the  preceding  ones.  The 
infant  grows  to  be  married,  becomes  a par- 
ent, now  providing  a new  generation  with 
personalities  and  home  influences. 

The  family  is  the  most  important  single, 
social  influence  on  personality-development. 
Throughout  life  we  are  bound  by  uncons- 
cious emotional  forces  within  us  to  think  of 
living  in  terms  of  the  family  life  we  once 
knew  with  our  parents.  Many  persistent 
colorings  and  vestiges,  roles  and  hopes  reveal 


that  we  cannot  help  but  relive  in  various 
ways  the  kind  of  lives,  scripts  and  “charac- 
terizations” we  knew  so  closely  in  childhood. 
First  impressions  in  our  lives  are  among  the 
strongest,  most  durable  impressions.  Our 
love-lives,  our  expectations  of  happiness  and 
pain  were  molded  strongly  by  the  little  group 
into  which  we  were  born.  The  child’s  sub- 
jective feelings  toward  his  family  and  fam- 
ily life  in  general  are  gradually  accumulated 
in  such  a way  that  he  can  never  thereafter 
experience  them  objectively. 

On  modern  woman  more  than  anyone  else 
depend  the  ingredients  of  happy  homemak- 
ing. The  rearing  of  happy  children  con- 
tinues a difficult  yet  exceedingly  valuable 
and  often  unappreciated  task — perhaps  the 
most  important  responsibility  of  humanity. 

It  is  of  interest  to  note  that  only  in  re- 
cent decades  we  have  realized  that  emotion- 
al needs  of  family  members  must  not  be  in- 
cidental or  by-products  of  housekeeping  and 
family  productivity.  The  real  products  of 
family  life  are  healthy,  living  individuals 
who  attain  some  measure  of  creativeness,  af- 
fection and  happiness. 

Today  more  than  ever  before,  homes  are 
run  in  a democratic  spirit  with  privileges  of 
free  communication  and  expression  and  with 
greater  mutual  trust.  There  is  less  fear 
and  domination,  more  affection  and  free- 
dom ; greater  emphasis  on  personal  responsi- 
bility, enduring  values  of  homelife,  compan- 
ionship and  shared  experiences.  The  real 
values  of  marriage  are  better  appreciated. 
Housekeeping  has  been  supplanted  by  home- 
making. 

Capacity  to  Love.  The  capacity  to  give, 
receive,  evoke  and  appreciate  affection  is  a 
nuclear  function  of  personality  which  be- 
gins to  grow  and  is  subject  to  many  basic 
influences  from  birth  on.  The  source  of 
love  is  within  the  family.  As  mates  and  par- 
ents, we  provide  the  love-life  of  the  family. 
How  we  love  and  how  much  we  love  is  gradu- 
ally learned  and  molded  by  family  love  life. 
Every  child  is  born  with  a capacity  to  love, 
which,  however,  may  become  stifled  and 
stunted,  contaminated  and  confused,  warped 
and  distorted.  Somehow  the  child  may  learn 
how  to  express  affection,  how  to  sense  it  in 
others,  how  to  evoke  it,  how  to  accept  it, 
how  to  trust  it,  how  to  understand  it  as 
one  of  life’s  precious  values.  Later,  also, 
he  may  learn  wisely  of  its  disguises  and  pre- 
tenses. 
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Preparation  for  Marriage.  Preparation  for 
marriage  begins  at  birth  as  we  often  have 
been  told.  The  first  love-life  a child  experi- 
ences is  within  his  own  family.  It  is  here 
he  sees  how  men  and  women  get  along  and 
how  families  operate.  Mother  will  continue 
to  portray  all  womanhood  in  many  basic 
ways  throughout  life.  Father,  in  many  ways, 
sets  down  the  roles  of  manhood,  husbands 
and  fathers  for  the  child’s  lifetime. 

Children  who  have  learned  distrust  of  love 
in  relationship  to  parents  do  not  later  relax 
in  affection  to  their  mates.  Those  who  ex- 
pect rebuffs  usually  find  or  provoke  them. 
Angry,  anticipatory  attitudes  and  a propen- 
sity to  collect  injustices  may  bring  more 
than  a “fair  share”  of  enmity  in  return.  By 
his  own  unfriendliness  and  mistrust,  he  may 
read  hostility  into  friendly  gestures  or  in- 
advertantly invite  retaliatory  attitudes. 

Traditions  and  traits  of  family  loyalty 
and  devotion  do  not  develop  or  spring  forth 
on  wish,  command  or  intellectual  appeal. 
They  must  have  been  nurtured,  experienced 
and  lived. 

With  varying  mixtures  of  late  adolescence 
and  early  adulthood  in  him,  and  while  still 
maturing,  the  young  person  must  use  what- 
ever insight  and  judgment  he  has  been  for- 
tunate to  accumulate  to  now  select  a mate 
for  his  life  and  embark  on  the  initial  adjust- 
ments of  what  hopefully  will  be  a valuable, 
lasting  relationship.  Much  of  the  intuitive- 
ness and  judgment  available  to  him  at  these 
moments  of  decision  will  have  depended  on 
the  marriage  of  his  parents  and  the  home  life 
they  afforded  him.  The  most  important  de- 
cisions of  a lifetime  depend  on  this. 

Most  young  men  and  women  today  pick 
up  what  they  know  about  being  husbands 
and  wives  rather  incidentally  and  casually, 
by  example  and  in  the  course  of  life  at 
home.  This  may  or  may  not  prepare  them 
well. 

A number  of  the  same  unconscious  mo- 
tivations and  habit  patterns  that  direct  one 
to  the  fortunate  selection  of  a mate  are  the 
same  ones  that  may  determine  how  well  he 
will  get  along  in  marriage.  Certainly  the 
more  unfortunate  the  selection  of  mate  one 
makes,  the  more  significantly  he  is  lacking  in 
good  motivation  and  maturity  in  a manner 
which  presages  that  he,  also,  will  be  unable 
to  adjust  easily  in  marriage.  The  vicious 
cycle  possibilities  are  evident. 


Happy  marriages  beget  happy  marriages. 
This  is  more  than  a clinical  impression.  In 
statistical  studies,  happy  marriages  have 
been  found  to  correlate  significantly  with 
having  had  (1)  parents  who  were  happily 
married,  (2)  a happy  childhood,  and  (B) 
close,  pleasant  relationships  with  parents.18 
A happy  marriage  is  based  on  values  and 
personality  assets  which  naturally  carry 
over  to  produce  a healthy,  loving  set  of 
parents  and  home  life.  Certainly  then, 
one  of  the  most  important  carriers  of  vari- 
ous forms  and  degrees  of  personality  and 
emotional  ill-health  is  the  home  setting,  de- 
pendent, largely,  on  the  nucleus  of  two  people 
in  marriage. 

While  marriage  may  contribute  much  to 
mental  health,  it  is  also  an  index  of  mental 
health.  “What  happiness  mortals  can 
achieve,  they  will  find  only  in  happy  marri- 
age.”19 

SUMMARY 

In  this  day  of  pharmacology,  chemothera- 
py and  hope  for  quick  response  to  “wonder 
drugs,”  we  must  be  reminded  that  healthy 
life  experiences  and  values  are  still  import- 
ant and  not  provided  nor  supplanted  by  the 
chemist’s  miracles. 

Is  marriage  a concern  also  of  medical 
science  or  should  it  be  left  mostly  to  religion, 
law,  sociology  and  psychology?  A review  of 
medical  literature  of  the  last  ten  years  re- 
veals only  a few  somewhat  sketchy  articles 
on  marriage.  There  are  far  more  texts  writ- 
ten by  medical  men  on  sex  anatomy,  sex 
physiology,  and  sex  technique  than  any  other 
aspect  of  marriage.  One  is  left  to  wonder 
tentatively  if  this  is  medicine’s  only  interest 
or  contribution ! 

Current  psychiatric  textbooks  rarely  con- 
tain more  than  an  occasional  paragraph  on 
marriage.  Yet  no  psychiatrist  would  deny 
the  basic  importance  and  great  significance 
of  marriage  in  the  problems  which  concern 
him  today. 

The  family,  formed  of  marriage,  com- 
prises the  basic  and  most  strategic  unit  of 
our  social  structure.  This  unit  is  respon- 
sible to  a great  extent  for  what  progress  hu- 
manity and  civilization  may  attain. 

The  incidence  of  mental  and  emotional 
disorder  is  remarkably  higher  among  the 
single  and  divorced,  later  the  w i d o w e d. 
While  marriage  is  selective  and  those  pre- 
disposed with  personality  disorders  may  not 
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marry  or  remain  married,  the  protection  and 
values  of  marriage  in  maintaining  health 
cannot  be  dismissed. 

Although  we  continue  the  most  married 
nation  in  the  world,  there  continues  to  be 
one  divorce  for  each  four  marriages  made 
per  year.  However,  divorce  is  the  end  re- 
sult of  marriage  failure,  the  mortality.  The 
statistics  of  divorce  hardly  reveal  the  actual 
extent  of  the  morbidity  since  many  chronic 
and  severely  discordant  marriages  do  not 
come  to  divorce. 

Recent  national  statistics  (1950-  1953) 
suggest  that,  in  an  average  year,  over  22 
million  men,  women  and  their  children 
(15%  of  our  1950  population)  are  involved 
in  divorce,  desertion  or  very  unhappy,  dis- 
integrating marital  adjustments.  It  is  esti- 
mated that  approximately  20  per  cent  of  the 
nation’s  children  are  embroiled  in  very  dis- 
tressing marital  discord  in  their  homes. 

Marital  adjustment  and  mental  health  are 
directly  related  and  interdependent.  Marri- 
age is  as  important  a source  of  mental  health 
as  it  is  an  index  of  mental  health.  Marriage 
represents  personality  and  emotions  in  ac- 
tion. To  a considerable  extent,  it  reveals 
an  individual’s  emotional  health.  It  is  a test 
of  human  relationships  and  emotional  adjust- 
ments. 

In  study  and  understanding  of  marriage 
lies  considerable  potential  for  preventive 
psychiatry.  Marriage  and  the  resultant  fam- 
ily life  provide  the  most  important  influences 
on  personality  and  emotional  development. 
In  the  continuum  of  generations,  the  fam- 
ily provides  the  “carrier”  and  the  matrix  of 
personality  and  emotional  development. 

Nuclear  personality  components,  the  ca- 
pacity to  love  and  healthfully  enjoy  human 
relationships,  are  powerfully  influenced  by 
the  love  life  in  a child’s  home.  The  married 
pair,  as  the  first  man  and  the  first  woman 
in  a child’s  life,  provide  him  with  his  first, 
most  basic  and  unforgettable  impressions  of 
love,  family  life  and  human  relationships. 

Clinical  and  statistical  studies  indicate 
that  happy  marriages  beget  happy  marri- 
ages. 

A happy  marriage  is  defined  in  terms  of 
its  values  to  the  individuals  concerned. 
These  may  be  discussed  under  the  headings 
of  love,  economic  security,  companionship, 
children,  emotional  needs,  personality  growth 
and  sexual  satisfaction. 


Preparation  for  marriage  is  preparation 
for  life.  This  preparation  is  in  the  slow 
growth  of  emotional  maturity  over  at  least 
two  decades  and  the  family  is  designed  ac- 
cordingly. This  preparation  depends  on  the 
many  values  families  can  offer  in  security, 
love,  discipline,  inspiration  and  example. 
Nutrition,  budgets,  sex  anatomy  and  child 
care  can  be  taught  basically  from  books  or 
at  school  but  the  deeper  meanings  and  feel- 
ings of  being  a happy  mate  and  parent  must 
grow  gradually  from  within  through  long 
identification,  inspiration  and  living  experi- 
ences with  the  values  of  family  life.  Ma- 
ternal attitudes  are  hardly  evoked  by  books, 
wishes,  or  exhortation,  rather  by  experiences 
through  life  and  from  the  examples  of  a 
mother  who  found  a goodly  measure  of  joy 
in  her  family  and  responsibilities. 

Today’s  children  are  tomorrow’s  husbands 
and  wives  and  parents.  If  medical  and 
allied  sciences  have  made  any  practical 
strides  in  understanding  human  beings  we 
should  be  better  able  to  trace  emotional  and 
personality  illnesses  to  their  sources  and 
stem  the  epidemic  of  marital  failures,  per- 
sonal breakdowns,  and  social  tragedies. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

January  12,  Grand  Island,  St.  Francis  Hos- 
pital. 

January  26,  Kearney,  Good  Samaritan 
Hospital. 

February  9,  Norfolk,  Norfolk  State  Hos- 
pital. 

February  16,  North  Platte,  High  School. 

MIDWINTER  CLINICAL  SESSION— Colo- 
rado State  Medical  Society,  February  19- 
22,  1957,  Shirley  Savoy  Hotel,  Denver. 

MIDWINTER  MEETING— Board  of  Coun- 
cilors of  the  Nebraska  State  Medical  As- 
sociation, February  10,  1957,  Hotel  Corn- 
husker,  Lincoln,  10  :00  a.m. 

MIDWINTER  MEETING— House  of  Dele- 
gates of  the  Nebraska  State  Medical  As- 
sociation, February  17,  1957,  10:00  a.m., 
Hotel  Cornhusker,  Lincoln. 

FIRST  POSTGRADUATE  AMERICAN  AS- 
SEMBLY— In  Fertility  and  Sterility,  at 
New  York  Medical  College  and  affiliated 
hospitals,  New  York  City,  May  18-31, 
1957.  Tuition  $150.  For  information, 
write  Doctor  Ralph  E.  Snyder,  1249  Fifth 
Ave.,  New  York  29,  N.Y. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— Fontenelle  Hotel,  Omaha,  Nov.  4th 
through  7th,  1957. 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE — Kiel  Auditorium,  St.  Louis, 
March  25-28,  1957. 


The  editorial  staff  of  your  Journal  wish 
you  and  yours  a New  Year  filled  with  happi- 
ness, peace,  good  health,  and  prosperity.  It 
has  been  said  that  the  best  excuse  for  living 
is  to  live;  therefore,  may  each  of  you  have 
time  and  inclination  to  enjoy  being  alive  with 
all  that  life  in  its  many  facets  implies. 
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MEET  SOME  OF  OUR 


NEW 


Doctor  Frederick  J.  Langdon  was  bom  October  24,  1922,  in  Omaha 
and  attended  Creighton  Prep,  Creighton  University  and  the  Creighton 
University  School  of  Medicine,  graduating  with  the  degree,  Doctor  of 
Medicine,  in  1951.  He  interned  at  Creighton  Memorial  St.  Joseph’s 
Hospital,  completed  a three-year  residency  in  Obstetrics  and  Gynecology 
at  the  same  institution  in  1955,  and  received  the  degree,  Master  of 
Science  in  Medicine. 

Doctor  Langdon  is  a member  of  the  Nebraska  State  Obstetric  and 
Gynecologic  Society,  the  Omaha  Obstetrical  and  Gynecological  Society, 
and  Phi  Beta  Pi  Medical  Fraternity. 

From  February,  1943,  to  December,  1945,  he  served  as  a bombardier- 
navigator  in  the  United  States  Air  Force. 

Doctor  Langdon’s  hobbies  are  swimming  and  golf. 

Doctor  Langdon’s  office  is  at  3610  Dodge  Street;  he  has  been  in 
practice  in  Omaha  since  June,  1955. 


On  April  26,  1920,  Doctor  Frederick  J.  Lohr  was  born  in  Sioux  City,  Iowa, 
where  his  early  schooling  was  completed.  He  attended  Trinity  College  in  Sioux  City 
and  the  Creighton  University  in  Omaha  prior  to  entering  the  Creighton  University 
School  of  Medicine.  He  received  his  Doctor  of  Medicine  degree  on  June  1,  1951. 

Doctor  Lohr  interned  at  St.  Joseph’s  Hospital  in  Sioux  City  the  succeeding  year. 

He  is  a member  of  Phi  Beta  Pi  medical  fraternity. 

Doctor  Lohr  served  in  the  United  States  Army  for  a period  of  forty-four  months. 

Doctor  Lohr  and  wife,  Helen,  are  the  parents  of  five  children;  Theresa,  7;  Jimmie, 
5;  Gregory,  4;  Barbara,  2,  and  Martha,  1. 

He  is  particularly  interested  in  golfing  and  bowling. 

Since  November  1,  1954,  Doctor  Lohr  has  been  in  practice  at  208  West  20th 
Street,  South  Sioux  City,  Nebraska. 


Doctor  Dwight  Maurice  Frost  was  born  in  Fort  Wayne,  Indiana, 
August  20,  1920,  and  attended  public  schools  in  that  city,  later  enrolling 
at  Indiana  University  for  his  college  work.  His  medical  school  educa- 
tion was  obtained  at  South  Dakota  University  and  Temple  University, 
graduating  in  1945,  with  the  degree,  Doctor  of  Medicine.  He  interned 
at  United  States  Naval  Hospital  in  Bethesda,  Maryland,  from  1945  to 
1946. 

Doctor  Frost  served  a residency  in  internal  medicine  at  Wood  Gen- 
eral Hospital  in  Milwaukee,  Wisconsin  (Marquette  University),  and  in 
physical  medicine  and  rehabilitation  at  New  York  University  Bellevue 
Medical  Center. 

He  served  in  the  United  States  Navy  during  World  War  II  from 
1943  to  1949,  and  in  the  Korean  War  from  1950  to  1953. 

Doctor  Frost  and  wife,  the  former  Emily  H.  Lehfeld,  are  the  par- 
ents of  four  children:  Karen  Lee,  5 years;  Paula  Jean,  4 years;  Dwight 
M.,  Jr.,  20  months  and  Patricia  Ann,  1 month. 

Doctor  Frost  enjoys  hunting,  fishing,  traveling  and  landscaping 
during  his  leisure  time. 

Presently,  Doctor  Frost  is  Acting  Chairman  of  the  Department  of 
Physical  Medicine  and  Rehabilitation  of  Nebraska  University  College 
of  Medicine  and  Chief,  Department  of  Physical  Medicine  and  Rehabilitation  of  Douglas  County 
Welfare  Administration.  He  has  been  in  his  present  position  since  August,  1955. 

Doctor  Frost  is  a member  of  the  following  professional  organizations:  New  York  Academy 

of  Science,  New  Jersey  Academy  of  Medicine,  American  Congress  of  Physical  Medicine  and  Re- 
habilitation, International  Society  of  Institute  Fellows,  Nebraska  Rheumatism  Society,  and  Na- 
tional Association  of  Military  Surgeons. 

Present  address:  5037  Parker  Street,  Omaha  4,  Nebraska. 
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MEMBERS 


Doctor  Walter  C.  Emery  was  bom  December  25,  1927,  in  Walla 
Walla,  Washington,  where  he  attended  elementary  schools  and  received 
his  premedical  education.  He  entered  The  College  of  Medical  Evangel- 
ists at  Loma  Linda,  California,  and  graduated  with  the  degree,  Doctor 
of  Medicine,  in  1953.  His  internship  was  completed  at  San  Diego 
Naval  Hospital,  in  1954. 

Doctor  Emery  and  wife,  Marilyn,  are  the  parents  of  two  children; 
Jeffrey,  3 years,  and  Jennifer,  18  months. 

Playing  golf  is  Doctor  Emery’s  chief  recreation. 

Doctor  Emery  is  presently  stationed  at  the  Lincoln  Naval  Air  Sta- 
tion, Lincoln,  Nebraska. 


Doctor  J.  G.  Minder  established  his  present  practice  in  Alma,  Nebraska  in  August, 
1953.  He  was  born  December  5,  1925,  in  Lincoln,  Nebraska  and  attended  Northeast 
High  and  the  University  of  Nebraska.  His  medical  education  was  completed  at  the 
University  of  Nebraska  College  of  Medicine,  being  awarded  the  degree,  Doctor  of 
Medicine,  in  1952.  His  internship  was  served  at  Methodist  Hospital  in  Omaha. 

From  1944  to  1945  Doctor  Minder  was  on  active  military  duty  with  the  United 
States  Army. 

Doctor  Minder  and  wife  (Rosemary)  have  two  daughters. 

Present  address:  Alma,  Nebraska. 


Doctor  Thaddeus  P.  Krush,  who  presently  resides  at  108  N.  55th  St., 

Omaha,  was  born  September  27,  1915,  in  Steubenville,  Ohio.  He  attend- 
ed Pearl  Road  School  at  Parma,  Ohio,  Parma  High  School  and  the  School 
of  Pharmacy  at  Western  Reserve  University  in  Cleveland.  His  medical 
education  was  obtained  at  the  School  of  Medicine  of  Western  Reserve 
University  where  he  received  his  degree,  Doctor  of  Medicine,  in  1941. 

Doctor  Krush  interned  at  St.  Francis  Hospital  in  Pittsburgh  and 
served  a residency  at  Metropolitan  State  Hospital  at  Waltham,  Massa- 
chusetts being  a resident  physician  in  1945-1946,  assistant  physician 
in  1946  and  senior  physician  in  1946-47. 

He  is  certified  by  the  American  Board  of  Psychiatry  and  Neurology. 

He  is  a non-resident  member  of  the  New  England  Society  of  Psy- 
chiatry, Bedford,  Massachusetts;  a member  of  American  Association 
on  Mental  Deficiency;  member  of  the  Board  of  Trustees  of  United 
Community  Services;  and  Assistant  Professor  in  Department  of  Neu- 
rology and  Psychiatry  at  the  University  of  Nebraska  College  of  Medicine. 

During  his  military  service  (1942-1945)  he  was  Battalion  and  As- 
sistant Regimental  Surgeon,  405  Infantry,  102nd  Infantry  Division. 

From  1947-1955  Doctor  Krush  served  as  Director  of  Clinical  Psy- 
chiatry, William  C.  Gaebler  Children’s  Unit.  He  served  on  the  Com- 
mittee on  Plants,  Finances  and  Location  at  the  Conference  on  Inpatient  Psychiatric  Treatment  for 
Children  in  Washington,  D.C.,  in  October,  1956. 


Doctor  Krush  and  wife,  Elizabeth  Anne,  are  the  parents  of  five  children;  Carol  Anne,  13; 
Christopher  Paul,  12;  Elizabeth  Nevin,  6;  Margaret  Eiber,  4;  and  Katherine  Jennings,  2. 

His  hobbies  are  history  and  sailing. 

Doctor  Krush  came  to  Nebraska  in  Januarv.  1956.  and  assumed  the  position  of  Clinical  Di- 
rector of  Community  Services  for  the  State  of  Nebraska.  His  work  is  concerned  with  the  de- 
velopment of  Area  Mental  Health  Plans  throughout  the  State. 
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Organization 

> Medicare  Program — 

!;  You  have  received  a “Bulletin”  from 
jl  the  Nebraska  State  Medical  Association 
!;  giving  you  a brief  recitation  of  the  es- 
]!  sentials  in  the  Medicare  program.  You 
!;  have  received,  also,  a booklet  entitled 
Manual  of  Procedure.  This  also  came 
<;  from  your  Association.  This  booklet 
;!  will  provide  you,  in  greater  detail,  what 
<;  you  need  to  know  about  the  administra- 
;!  tion  of  this  program  in  Nebraska. 

];  You  are  requested  please  to  preserve 
!•  these  two  items  for  your  future  use.  It 
j|  will  pay  you  to  study  their  contents 
|j  thoroughly.  It  is  to  be  hoped  that  every 
];  doctor  in  Nebraska  will  co-operate  with 
the  Nebraska  State  Medical  Association 
;[  to  the  fullest  possible  extent  in  the  care 

> of  dependents  of  service  personnel. 


Lest  You  Misplaced  Your  Copy  of  the  “Bulletin” — 

We  'publish  below  a copy  of  the  bulle- 
tin sent  to  each  member  of  the  Nebraska 
State  Medical  Association  to  inform  him 
of  the  present  status  of  Medicare: 

Final  plans  for  the  MEDICARE  program 
have  been  completed.  Contracts  have  been 
signed  with  the  Department  of  the  Army. 
The  program  goes  into  operation  DECEM- 
BER 7,  1956.  Your  Policy  Committee  has 
handled  and  approved  all  negotiations  on  be- 
half of  the  Nebraska  State  Medical  Associa- 
tion. At  a meeting  held  Monday  evening, 
December  3,  1956,  some  final  plans  and  mat- 
ters of  policy  were  decided.  One  of  the  de- 
cisions was  to  prepare  this  bulletin  of  de- 
tailed information  and  mail  it  to  all  mem- 
bers so  that  you  will  be  well  informed. 

Please  read  this  bulletin  carefully  and  keep 
it  in  your  file  for  future  reference.  You  will 
probably  have  need  for  it  many  times. 

What  Is  the  Purpose  of  Medicare? 

The  purpose  of  the  Dependents’  Medical 
Care  Act  (Public  Law  569 — 84th  Congress) 
is  to  create  and  maintain  high  morale 
throughout  the  uniformed  services  by  pro- 
viding an  improved  and  uniform  program  of 
medical  care  for  members  of  the  uniformed 
service  and  their  dependents. 


What  Are  the  Uniformed  Services  Involved? 

The  Army,  Navy,  Marine  Corps,  Air 
Force,  Coast  Guard,  Commissioned  Corps  of 
the  Public  Health  Service,  the  Commissioned 
Corps  of  the  Coast  and  Geodetic  Survey. 

To  What  Dependents  Does  It  Apply? 

To  spouses  (wives  and  dependent  hus- 
bands), and  to  dependent  children. 

To  What  Grades  Does  It  Apply? 

All  grades. 

How  Will  the  Doctor  Know  Whether 
the  Dependent  Is  Eligible? 

After  July  1,  1957,  each  dependent  will 
have  a special  identification  card.  Prior  to 
that  time,  identification  will  be  established 
by  the  best  available  means  including  DD 
Form  720,  and  such  other  means  of  identi- 
fication currently  provided  by  the  Uniformed 
Services.  Examples  of  ACCEPTABLE 
IDENTIFICATION  FORMS  prior  to  July  1, 
1957 : Form  M 2825-10 ; Form  DA  999 ; 
Form  DA  720;  Form  CG  2534;  Nav.  Pers. 
1343;  CGS  832;  CG  2533. 

What  Type  of  Service  May  Be  Rendered? 

This  is  stated  as  a complete  diagnostic  and 
treatment  service  with  some  few  chronic  dis- 
ease exceptions.  There  is  being  prepared  at 
this  time  “The  Manual  of  Procedure”  for- 
warded to  us  by  the  Department  of  the  Army 
which  will  be  your  permanent  guide.  HAVE 
YOUR  SECRETARY  WATCH  FOR  THIS. 

Who  Is  To  Be  Billed  for  the  Service? 

Nebraska  Blue  Shield  is  the  fiscal  agent 
representing  the  Nebraska  State  Medical  As- 
sociation, and  the  billing  will  be  made  to 
them  on  forms  (STATEMENT  OF  SER- 
VICES) which  they  will  supply  to  all  doc- 
tors. 

What  Fee  Schedule  Should  Be  Used? 

There  is  no  fee  schedule  per  se.  This  is  a 
program  that  is  to  be  charged  on  a fee  basis 
of  your  private  practice.  In  other  words, 
you  handle  your  patient  as  a private  patient 
and  charge  the  same  fee  that  you  would 
charge  a private  patient.  Your  Policy  Com- 
mittee has  negotiated  a “Schedule  of  Allow- 
ances” or  “Schedule  of  Maximum  Benefits.” 
It  is  contemplated  that  these  benefits  will 
take  care  of  practically  all  fees. 
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May  Patients  Be  Hospitalized? 

Yes,  the  Government  has  a similar  pro- 
gram covering  hospitals  under  the  same  law. 
The  dependent  is  required  to  pay  the  first 
$25.00  of  his  hospitalization,  or  $1.75  per 
day,  whichever  is  greater. 

When  May  Doctors  Accept  Patients  Under 
the  Program? 

The  program  starts  December  7,  1956. 

Where  May  Further  Information  Be 
Obtained? 

Contact  your  headquarters  office,  1315 
Sharp  Building,  Lincoln  8,  Nebraska. 

Your  Policy  Committee  has  spent  many 
hours  of  earnest  endeavor  to  develop  the  best 
possible  program.  It  is  hoped  that  all  of  our 
members  will  cooperate  fully  to  make  it  work 
successfully.  We  know  that  changes  from 
time  to  time  will  be  necessary,  and  it  is  con- 
templated in  the  signed  contract.  Your  sug- 
gestions will  always  be  appreciated. 

POLICY  COMMITTEE,  N.S.MA. 

J.  M.  Woodward,  M.D.,  President, 
Lincoln 

R.  Russell  Best,  M.D.,  Omaha 
Wm.  E.  Wright,  M.D.,  Creighton 
James  F.  Kelly,  M.D.,  Omaha 
E.  F.  Leininger,  M.D.,  McCook 

Statement  of  Policy  in  Medicare  Program — 

“.  . . the  fee  charged  in  the  Medicare  pro- 
gram should  generally  represent  the  going 
fee,  for  the  same  service,  in  the  community 
in  which  it  was  rendered.  The  fee  charged 
should  not  exceed  the  ordinary  reasonable 
fee  charged  by  the  physician  or  surgeon  in 
his  private  practice.” 

DELEGATES  REPORT  ON  THE  INTERIM 
MEETING  OF  THE  HOUSE  OF 
DELEGATES  OF  A.M.A. 

The  interim  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
was  heid  in  the  Olympic  Hotel  in  Seattle, 
Washington,  on  November  27th,  28th,  and 
29th,  1956. 

Medical  ethics,  veterans’  medical  care, 
radioactive  isotopes,  continuance  of  the 
A.M.A  interim  session,  hospitalization  for 
patients  with  alcoholism,  and  a report  of  the 
Committee  on  Medical  Practices  were  among 


the  wide  variety  of  subjects  acted  upon  by 
the  House  of  Delegates. 

Dr.  Edward  M.  Gans  of  Harlowton,  Mon- 
tana, was  announced  at  the  opening  session 
Tuesday  as  the  1956  General  Practitioner  of 
the  Year.  The  annual  award,  carrying  with 
it  a gold  medal  and  a citation,  is  presented 
to  a family  doctor  selected  by  a special  com- 
mittee of  the  Board  of  Trustees  for  outstand- 
ing community  service.  Dr.  Gans,  who  is 
eighty  years  old,  has  practiced  medicine  for 
fifty-one  years  and  has  been  in  the  Harlow- 
ton area  for  the  past  forty-four  years. 

Strongly  condemning  government  inter- 
vention in  medicine,  Dr.  Dwight  H.  Murray 
of  Napa,  Calif.,  A.M.A.  President,  told  the 
opening  session  that  “the  medical  profession, 
along  with  business  and  industry,  is  caught 
between  those  who  desire  to  promote  sound 
government  programs  and  those  who  desire 
even  more  intensely  to  perpetuate  party  poli- 
tics. Unfortunately,  in  recent  years  a ben- 
evolent federal  government  appears  more  at- 
tractive to  the  voting  public  than  the  pres- 
ervation of  individual  freedoms.  Medicine 
must  do  its  utmost  to  reverse  this  trend.” 

Total  registration  at  the  end  of  the  third 
day  of  the  meeting,  with  half  a day  still  to 
go,  had  reached  5,191,  including  2,738  prac- 
ticing physicians  and  2,453  residents,  in- 
terns, medical  students,  nurses  and  guests. 

Subject  of  greatest  interest  at  Seattle  was 
the  proposed,  ten-section  revision  of  the 
Principles  of  Medical  Ethics  originally  sub- 
mitted at  the  June,  1956,  Annual  Meeting  in 
Chicago,  where  final  action  was  deferred 
until  the  Seattle  session.  The  proposed  short 
version  of  the  Principles  was  resubmitted 
this  week,  with  some  changes  based  on  sug- 
gestions received  since  last  June  by  the 
Council  on  Constitution  and  By-Laws.  The 
House  of  Delegates,  however,  decided  to  re- 
fer the  matter  back  to  the  Council  on  Con- 
stitution and  By-Laws  for  further  study  and 
consideration.  The  reference  committee  re- 
port adopted  by  the  House  included  the  fol- 
lowing statements : 

“Careful  consideration  was  given  to  the 
Preamble  and  the  ten  sections  of  the  pro- 
posed Principles.  The  Preamble  and  seven 
of  the  ten  sections  appear  to  be  acceptable  in 
their  present  form. 

“Sections  6 and  7 were  not  acceptable  as 
presented  either  to  the  group  which  appeared 
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at  the  hearing  or  to  your  reference  commit- 
tee. 

‘‘Out  of  the  general  discussion  the  refer- 
ence committee  received  the  crystallized 
opinion  that  at  least  four  areas  needed  more 
specific  attention  in  Sections  6 and  7. 

These  are:  , 

“1.  Division  of  fees; 

“2.  The  dispensing  of  drugs  and  appli- 
ances ; 

“3.  The  corporate  practice  of  medicine; 

“4.  Greater  emphasis  concerning  the  re- 
lationship between  physicians  and 
patients. 

“In  addition,  the  reference  committee  felt 
that  the  wording  in  Section  10  could  be  im- 
proved if  amended  to  read  as  follows : 

“ ‘The  responsibilities  of  the  physician 
extend  not  only  to  the  individual  but  also  to 
society  and  deserve  his  interest  and  partici- 
pation in  activities  which  have  as  their  ob- 
jective the  improvement  of  the  health  and 
welfare  of  the  individual  and  the  commun- 
ity.’ 

“In  view  of  the  above  your  reference 
committee  believes  that  the  proposed  Prin- 
ciples of  Medical  Ethics  should  be  referred 
back  to  the  Council  on  Constitution  and  By- 
Laws  for  further  study  and  consideration 
of  the  above  stated  principles. 

“In  the  short  space  of  time  at  our  dis- 
posal and  in  view  of  the  importance  of  the 
subject,  your  reference  committee  did  not 
deem  it  wise  to  attempt  to  properly  phrase 
these  concepts. 

“We  would  also  recommend  that  if  possible 
this  study  be  completed  at  least  six  weeks 
prior  to  the  June  session  and  that  the  new 
version  be  published  in  The  Journal  in  or- 
der that  all  interested  physicians  might  have 
an  opportunity  to  comment  thereon.” 

The  House  revised  A.M.A.  policy  on  vet- 
erans’ medical  care  by  endorsing  in  principle 
the  following  paragraph  suggested  by  the 
Council  on  Medical  Service: 

“With  respect  to  the  provisions  of  medical 
care  and  hospitalization  benefits  for  veter- 
ans in  Veterans  Administration  and  other 
federal  hospitals  that  new  legislation  be  en- 
acted limiting  such  care  to  veterans  with 
peacetime  or  wartime  service  whose  dis- 
abilities or  diseases  are  service-incurred  or 
aggravated.” 


This  action  eliminates  the  temporary  ex- 
ceptions which  were  made  in  the  June,  1953, 
policy  regarding  wartime  veterans  who  are 
unable  to  defray  the  expenses  of  necessary 
hospitalization  for  non  - service  - connected 
cases  of  tuberculosis  or  psychiatric  or  neuro- 
logical disorders.  In  making  the  policy 
change,  the  House  approved  this  supplemen- 
tary statement: 

“We  recognize  the  laws  and  administra- 
tive extensions  of  the  law  that  are  now  in 
operation.  We  feel  that  under  the  circum- 
stances it  will  be  to  the  best  interests  of  the 
public  in  general,  and  veterans  in  particu- 
lar, if  medical  societies,  county  and  state  as 
well  as  national,  develop  committees  to  as- 
sist in  guaranteeing  VA  hospital  admission 
to  service-connected  cases.  While  the  pres- 
ent law  exists,  we  should  help  assure  that 
veterans  whose  illness  constitutes  economic 
disaster  will  not  be  displaced  by  those  suf- 
fering short-term  remediable  ills  which,  at 
the  worst,  constitute  financial  inconveni- 
ence.” 

In  another  action  concerning  veterans,  the 
House  passed  two  resolutions  condemning  as 
unlawful  the  practice  of  Veterans  Adminis- 
tration hospitals  which  admit  patients  who 
are  covered  by  workman’s  compensation  in- 
surance or  by  private  health  insurance  and 
which  render  bills  for  the  cost  of  their  care. 
Both  resolutions  requested  the  A.M.A.  to  take 
action  to  bring  about  a discontinuance  of 
such  practices  by  VA  hospitals,  and  one  of 
them  instructed  the  Association  Secretary 
to  obtain  from  each  testimony  or  records  of 
each  known  case  that  violates  VA  Reg.  6047- 
Dl. 

The  House  rescinded  the  June,  1951,  ac- 
tion, which  limited  the  hospital  use  of  ra- 
dium and  radioactive  isotopes  to  board-cer- 
tified radiologists,  by  approving  a new  policy 
statement  which  says: 

“(1)  In  any  hospital  in  which  a patient  is 
to  receive  radium  or  the  products  of  radium 
or  artificially  produced  isotopes,  there  should 
be  a duly  appointed  Committee  on  Radium 
and  Artificially  Produced  Readioisotopes  of 
the  hospital  professional  staff.  This  com- 
mittee should  include,  but  not  necessarily  be 
limited  to,  the  following  qualified  physi- 
cians : a radiologist,  a surgeon,  an  internist, 
a gynecologist,  a urologist  and  a pathologist. 
This  committee  should  have  available  such 
competent  consultation  of  other  physicians 
and  scientific  personnel  as  may  be  required 
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by  it.  Where  this  is  not  practicable,  the  hos- 
pital staff  should  consult  the  nearest  Com- 
mittee on  Radium  and  Artificially  Produced 
Radioisotopes. 

“(2)  In  any  hospital,  the  use  of  radium  or 
its  products  and  artificially  produced  radio- 
active isotopes  for  diagnostic  or  therapeutic 
purposes  shall  be  restricted  to  qualified 
physicians  so  judged  by  the  Committee  on 
Radium  Produced  Radioisotopes  of  the  pro- 
fessional staff  to  be  adequately  trained  and 
competent  in  their  particular  use. 

“ ( 3 ) It  is  recommended  that  procurement, 
storage,  dosimetry  control  and  inventory  of 
all  radioactive  isotopes  for  the  use  of  the 
hospital  staff  and  radiological  safety  control 
be  centralized,  and,  where  administratively 
possible,  centralization  be  located  in  the  De- 
partment of  Radiology. 

“(4)  It  is  recommended  that  the  Board  of 
Trustees  assign  to  the  appropriate  council  or 
committee  the  continuous  study  of  the  prob- 
lems of  radiological  safety  control  in  the  use 
of  radium  and  its  products  and  artificially 
produced  radioactive  isotopes  for  diagnostic 
or  therapeutic  purposes.” 

Rejecting  a resolution  which  recommended 
discontinuance  of  the  interim  sessions,  or 
clinical  meetings,  the  House  adopted  a refer- 
ence committee  which  said:  “We  believe 

that  the  interim  sessions  should  be  continued 
because  of  the  public  relations  value  of  these 
meetings  to  the  Association  and  the  educa- 
tional value  to  physicians  and  the  general 
public  in  the  various  geographical  areas  in- 
volved. 

“It  is  the  suggestion  of  the  reference  com- 
mittee that  maximum  attention  be  given  to 
these  potential  benefits  in  selecting  a city 
for  the  interim  meeting. 

“It  is  our  further  recommendation  that 
the  Board  of  Trustees  consider  the  advis- 
ability of  holding  an  Interim  Meeting  of  the 
House  of  Delegates  in  Chicago  each  Novem- 
ber or  December  and  an  Interim  Scientific 
Session  in  November  or  December  of  each 
year  in  different  parts  of  the  United  States. 
The  reference  committee  suggests  that  the 
views  of  the  Board  of  Trustees  in  this  re- 
gard be  reported  to  the  House  of  Delegates 
next  June.” 

To  implement  educational  approaches  to 
the  problem  of  alcoholism,  the  House  ap- 
proved a statement  submitted  through  the 
Board  of  Trustees  by  the  Council  on  Mental 


Health  and  its  Committee  on  Alcoholism. 
The  blouse  also  recommended  that  the  state- 
ment be  brought  to  the  attention  of  the 
Council  on  Medical  Education  and  Hospitals, 
the  Joint  Commission  on  Accreditation  of 
Hospitals  and  the  American  Hospital  Asso- 
ciation. It  includes  the  following: 

“The  Council  on  Mental  Health  urges  hos- 
pital administrators  and  the  staffs  of  hos- 
pitals to  look  upon  alcoholism  as  a medical 
problem  and  to  admit  patients  who  are  al- 
coholics to  their  hospitals  for  treatment, 
such  admission  to  be  made  after  due  examin- 
ation, investigation  and  consideration  of  the 
individual  patient.  Chronic  alcoholism 
should  not  be  considered  as  an  illness  which 
bars  admission  to  a hospital,  but  rather  as 
qualification  for  admission  when  the  patient 
requests  such  admission  and  is  cooperative, 
and  the  attending  physician’s  opinion  and 
that  of  hospital  personnel  should  be  consid- 
ered. The  chronic  alcoholic  in  an  acute 
phase  can  be,  and  often  is,  a medical  emer- 
gency.” 

In  approving  a progress  report  of  the 
Committee  on  Medical  Practices,  the  House 
amended  one  of  its  directives  to  read  as  fol- 
lows in  order  to  remove  any  legal  objections: 

“The  A.M.A.  representatives  on  the  Joint 
Commission  on  Accreditation  of  Hospitals  be 
instructed  to  stimulate  action  by  that  body 
leading  to  the  warning,  provisional  accredi- 
tation, of  community  or  general  hospitals 
which  exclude  or  arbitrarily  restrict  hospital 
privileges  for  generalists  as  a class  regard- 
less of  their  individual  professional  com- 
petence where  such  policies  adversely  af- 
fect the  quality  of  patient  care  rendered. 
Any  action  taken  should  be  only  after  appeal 
to  the  Commission  by  the  county  medical  so- 
ciety concerned.” 

The  House  also  approved  a recommenda- 
tion by  the  Committee  on  Medical  Prac- 
tices that  a study  group  be  formed  to  consid- 
er the  best  background  preparations  for  gen- 
eral practice,  and  it  urged  that  such  action 
be  implemented  as  soon  as  practicable. 

Among  many  other  actions  on  a wide  va- 
riety of  subjects,  the  House  of  Delegates 
also : 

Urged  the  widest  possible  publication  and 
distribution  of  Dr.  Murray’s  presidential  ad- 
dress at  the  opening  session : 

Pledged  the  full  support  of  the  Associa- 
tion’s initiative  and  energy  to  President 
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Eisenhower’s  people -to-people  program  as  a 
means  of  promoting  understanding,  peace 
and  progress ; 

Directed  the  Board  of  Trustees  to  continue 
its  investigation  of  the  practicability  of  de- 
veloping a statement  of  AM. A.  policies  and 
to  arrange  for  the  periodic  publication  of 
revised  versions  of  such  a policy  statement; 

Commend  the  objectives  of  the  American 
Association  of  Medical  Assistants  and  its  sin- 
cere desire  to  work  closely  with  the  medical 
profession  in  improving  medical  service  and 
medical  public  relations; 

Noted  with  pride  the  good  work  being  done 
by  the  74,348  members  of  the  Woman's 
Auxiliary , as  reported  to  the  House  by  Mrs. 
Robert  Flanders,  President; 

Directed  the  Councils  on  Pharmacy  and 
Chemistry  and  on  Foods  and  Nutrition  to 
conduct  a joint  study  of  all  presently  avail- 
able information  concerning  the  fluoridation 
of  public  water  supplies  and  to  present  a 
documented  report  of  findings  and  recom- 
mendations at  the  December,  1957,  meeting; 

Urged  all  physicians  to  participate  active- 
ly in  the  formulation  of  medical  policy  for 
prepaid  medical  care  plans  which  are  under 
physician  direction  or  sponsorship; 

Changed  the  By-Laws  to  extend  service 
membership  to  reserve  officers  on  extended 
active  duty  with  the  defense  forces  and  the 
U.S.  Public  Health  Service; 

Changed  the  By-Laws  relating  to  transfer 
of  membership  so  that  an  active  or  asso- 
ciate member  of  the  Association  who  moves 
his  practice  to  another  jurisdiction  may  con- 
tinue his  A.M.A.  membership  by  applying 
for  membership  in  the  constituent  associa- 
tion in  his  new  jurisdiction,  subject  to  a two- 
year  limit  on  approval  of  his  application : 

Changed  the  By-Laws  so  that  the  election 
of  officers  may  take  place  at  any  time  on  the 
fourth  day  of  the  annual  session,  instead  of 
being  restricted  to  the  afternoon  of  that  day ; 

Passed  a resolution  calling  for  the  Amer- 
ican Medical  Association  to  join  with  the 
American  Hospital  Association  and  the 
American  Institute  of  Architects  in  their 
proposed  study  of  hospital  design  and  con- 
struction. 

Approved  the  principle  of  a voluntary  re- 
duction in  the  self -assigned  quota  of  interns 
as  printed  in  the  1956  handbook  of  the  Na- 
tional Intern  Matching  Program ; and 


Instructed  the  Board  of  Trustees  to  accen- 
tuate cooperation  between  the  American 
Medical  Association  and  the  American  Bar 
Association  to  the  end  that  a bill  of  the 
JenJcins-Keogh  type  be  enacted  at  the  next 
session  of  Congress. 

At  the  Tuesday  opening  session  Dr.  Mur- 
ray, on  behalf  of  the  American  Medical 
Association,  presented  a special  citation  to 
Ciba  Pharmaceutical  Products,  Inc.,  for  “the 
service  it  has  performed  to  the  medical  pro- 
fession and  to  the  nation  through  its  week- 
ly television  series,  ‘Medical  Horizons’.”  At 
the  same  session  the  American  Medical  Asso- 
ciation and  four  of  its  constituent  societies 
— California,  Arizona,  Utah  and  New  Jersey 
— contributed  nearly  $300,000  to  the  Ameri- 
can Medical  Education  Foundation  for  aid 
to  the  nation’s  medical  schools.  The  A.M.A. 
announced  another  gift  of  $125,000,  bring- 
ing this  year’s  total  contribution  to  $343,- 
000.  The  amounts  presented  by  the  four 
states  were:  California,  $132,981;  New  Jer- 
sey, $25,000;  Utah,  $11,870,  and  Arizona, 
$3,695. 

Because  of  the  recent  illness  of  Dr.  Joseph 
McCarthy  his  alternate,  Dr.  Harold  S.  Mor- 
gan, represented  him  in  his  absence. 

This  is  the  first  meeting  Dr.  McCarthy 
has  missed  since  he  became  a delegate  and 
for  a good  many  years  before.  The  House 
sent  him  a telegram  expressing  regrets  that 
he  was  unable  to  attend  and  wishing  him  a 
speedy  recovery. 

Needless  to  say  he  was  greatly  missed  by 
the  Nebraska  Delegation  and  we  hope  after 
his  sojourn  in  Florida  he  will  enjoy  complete 
recovery. 

EARL  F.  LEININGER,  M.D., 
Delegate. 

News  and  Views 

Blue  Cross  Commission  on  Medicare — 

An  estimated  one  million  wives  and  chil- 
dren of  uniformed  servicemen  will  have  ac- 
cess to  civilian  hospital  facilities  at  govern- 
ment expense  under  a contract  signed  in 
Washington  recently  by  the  Blue  Cross  Com- 
mission of  the  American  Hospital  Asocia- 
tion  and  the  Department  of  Defense. 

The  signing  of  the  contract  implements  in 
three-fourths  of  the  country  the  hospital 
care  portion  of  Public  Law  569,  the  “Depend- 
ents Medical  Care  Program”  passed  by  the 
84th  Congress. 
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Under  this  new  law,  referred  to  as  ‘‘Medi- 
care’’ by  the  Department  of  Defense  and 
which  became  effective  December  7,  1956,  de- 
pendent wives  and  children  can  choose  be- 
tween military  and  civilian  hospitals  with 
the  government  paying  the  bills.  In  the  past, 
the  Federal  Government  has  provided  medi- 
cal care  for  dependents  in  military  facili- 
ties only  when  available.  Wives  and  chil- 
dren of  uniformed  servicemen  on  active  duty 
with  the  Army,  Navy,  Marines,  Air  Force, 
Coast  Guard,  and  the  Commissioned  Corps 
of  the  Public  Health  Service  and  of  the  Coast 
and  Geodetic  Survey  will  be  eligible  for 
benefits  under  the  program. 

The  law  provides  up  to  365  days  of  hos- 
pital care  in  semi-private  accommodations 
and  full  hospital  services  when  hospitaliza- 
tion is  required  for  acute  medical  conditions, 
surgery,  contagious  diseases,  emergency 
treatment,  maternity  and  infant  care.  For 
this  care,  dependents  will  pay  a total  of 
S25.00,  or  $1.75  for  each  day  hospitalized, 
whichever  is  the  larger  amount,  with  the 
government  picking  up  the  balance  of  the 
hospital  bill.  For  authorized  out-patient 
care,  dependents  pay  the  first  $15.00  of  the 
bill. 

Local  Blue  Cross  Plans  will  administer  the 
program  in  31  states,  the  District  of  Colum- 
bia, Alaska,  Hawaii  and  Puerto  Rico  through 
subcontracts  with  the  Blue  Cross  Commis- 
sion. In  administering  the  program,  Plans 
will  reimburse  hospitals  for  care  rendered 
dependents  and  they  will  be  reimbursed  by 
the  government  for  the  cost  of  care  and  for 
the  administrative  costs  of  the  program. 

After  signing  the  contract,  Robert  T. 
Evans,  Chicago,  Chairman  of  the  Blue  Cross 
Commission,  said,  “The  decision  on  the  part 
of  the  government  to  use  the  facilities  of 
Blue  Cross  Plans  to  administer  this  new  pro- 
gram was  a logical  one.  This  is  the  first 
formal  contract  Blue  Cross  has  ever  signed 
with  the  Federal  Government,  and  our  non- 
profit, hospital-sponsored  programs  are  the 
logical  mechanisms  to  be  used  for  a program 
like  this.  We  look  forward  to  a long  and 
pleasant  association  with  the  Department  of 
Defense  in  the  administration  of  this  pro- 
gram.” 

The  “Medicare”  program  received  Admin- 
istration support  when  it  was  introduced  in 
the  last  session  of  Congress  because  it  will 
save  Uncle  Sam  the  cost  of  expanding  cur- 
rent military  hospitals.  The  measure  will 


also  help  to  prevent  a shortage  of  military 
doctors  that  might  develop  when  the  doctors’ 
draft  law  dies  next  July,  and  the  fringe  of 
medical  care  for  dependents  may  make  mili- 
tary service  more  inviting  for  young  men. 

Blue  Cross  Plans  and  other  nonprofit  hos- 
pital care  services  have  been  assigned  the 
following  states  and  territories  for  the  ad- 
ministration of  the  program : Alabama, 
Arizona,  California,  Colorado,  Connecticut, 
Delaware,  Idaho,  Kentucky,  Maine,  Mary- 
land, Massachusetts,  Michigan,  Mississippi, 
Montana,  Nevada,  New  Hampshire,  New 
Jersey,  New  Mexico,  New  York,  North  Caro- 
lina, Ohio,  Oregon,  Pennsylvania,  Rhode  Is- 
land, Tennessee,  Utah,  Vermont,  Virginia, 
Washington,  West  Virginia,  Wyoming,  the 
District  of  Columbia,  Alaska,  Hawaii,  and 
Puerto  Rico. 

How  To  Be  More  Popular  With  Your  Patients — 

Most  people  like  their  doctors  and  are  gen- 
erally satisfied  with  medical  service.  But 
the  public  offers  some  definite  suggestions 
for  ways  doctors  might  improve  the  doctor- 
patient  relationship. 

These  suggestions  came  to  light  when  re- 
sults of  a nationwide  survey  done  by  a mar- 
ket research  firm  for  the  American  Medical 
Association  were  tabulated.  Heading  the 
list  of  suggestions  for  doctors  was  “be 
available,  come  when  called.”  This  desire 
that  a doctor  be  available  when  needed  is 
not  news  to  the  medical  profession,  whose 
members  have  been  working  for  the  last  five 
or  six  years  to  blanket  the  country  with 
’round-the-clock  emergency  call  systems  and 
similar  informal  arrangements  to  guarantee 
that  availability. 

Second  suggestion  from  the  public  is 
“charge  lower  fees.”  Doctors  have  long  sus- 
pected that  most  of  the  profession’s  public 
relations  problems  arise  from  the  economic 
side  of  medicine.  Yet  in  the  survey  indi- 
vidual doctors’  charges  receive  only  moder- 
ate criticism  by  the  public.  The  public  is  by 
no  means  as  critical  of  doctor  bills  as  it  is  of 
other  costs  of  medical  care,  such  as  hospital 
and  drug  bills.  Almost  five  times  as  many 
people  (41%)  say  hospital  bills  have  risen 
the  fastest  since  World  War  II  as  say  doc- 
tors’ bills  have  (9%).  Almost  four  times 
as  many  (32%)  mention  drug  bills  as  having 
increased  with  the  greatest  speed. 

People  want  doctors  to  take  more  personal 
interest  in  them  and  be  more  friendly  and 
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sociable,  the  survey  showed.  Assembly-line 
medicine,  where  patients  are  rushed  through 
in  an  impersonal  manner  is  not  what  the 
average  American  is  seeking  in  his  own 
physician. 

Closer  adherence  to  appointment  schedules 
is  also  suggested  by  the  public  who  express 
annoyance  at  unreasonable  waits  to  see  their 
doctors.  People  also  want  doctors  to  be 
honest  and  frank  with  them  in  regard  to 
illnesses  and  fees.  They  also  think  doctors 
ought  to  assume  more  responsibility  for  in- 
forming the  public  about  medicine  as  a part 
of  their  efforts  to  get  along  better  with  the 
public. 

Statement  by  HEW  on  Hoxsey  Cancer  Treatment — 

For  the  second  time,  a Federal  court  has 
determined  that  the  Hoxsey  medicines  for 
internal  cancer  are  worthless.  On  Novem- 
ber 15,  1956,  after  a six-week  trial  in  the 
Federal  court  at  Pittsburgh,  the  jury  re- 
turned a verdict  that  these  medicines,  in  pill 
form,  were  illegally  offered  as  an  effective 
treatment  for  cancer.  On  November  16, 
U.  S.  District  Judge  John  L.  Miller  signed 
an  order  of  condemnation  stating  that  the 
pills  were  misbranded  as  charged  by  the 
Government  and  ordering  their  destruction. 

The  public  should  know,  however,  that 
this  action  does  not  end  the  menace  of  this 
fake  treatment.  It  merely  means  that  half 
a million  of  the  Hoxsey  pills,  which  were 
seized  shortly  after  the  opening  of  a second 
Hoxsey  Clinic  at  Portage,  Pa.;  will  now  be 
destroyed.  An  injunction  is  being  sought 
to  stop  further  interstate  shipment  of  the 
pills.  We  intend  to  use  every  legal  means 
within  our  power  to  protect  consumers  from 
being  victimized  by  this  worthless  treatment. 

In  the  meantime  it  is  of  the  utmost  im- 
portance that  cancer  patients  and  their  fam- 
ilies, who  may  be  planning  to  try  the  Hoxsey 
treatment  either  at  Dallas,  Texas,  or  Port- 
age, Pa.,  should  acquaint  themselves  with 
the  facts  about  it.  All  such  persons  are  ad- 
vised to  secure  a copy  of  the  Public  Warn- 
ing which  was  issued  by  the  Food  and  Drug 
Administration  last  April.  They  may  do 
this  by  writing  to  the  Food  and  Drug  Ad- 
ministration, Washington  25,  D.C. 

Harry  M.  Hoxsey  has  continued  to  pro- 
mote his  worthless  cure  for  more  than  30 
years,  notwithstanding  numerous  local  and 
state  court  actions.  Proceedings  under  the 
Federal  Food,  Drug,  and  Cosmetic  Act  did 


not  appear  possible  until  a 1948  decision  of 
the  Supreme  Court  interpreting  the  word 
“accompanying”  in  the  definition  of  labeling 
under  the  Act.  An  injunction  suit  was  filed 
in  1950  and  a decree  finally  issued  by  the 
Federal  court  at  Dallas  in  1953. 

Over  the  years  thousands  of  persons  have 
been  deceived  by  the  false  claims  for  the 
Hoxsey  liquid  medicines  and  pills.  At  the 
Pittsburgh  trial  there  was  testimony  con- 
cerning persons  who  may  have  died  of  cancer 
as  a result  of  reliance  on  the  Hoxsey  treat- 
ment instead  of  seeking  competent  medical 
treatment  in  the  early  stags  of  their  condi- 
tion. The  Government’s  evidence  showed 
that  alleged  “cured  cases”  presented  by  de- 
fense attorneys  were  people  who  either  did 
not  have  cancer,  or  who  were  adequately 
treated  before  they  went  to  the  Hoxsey  clin- 
ic, or  who  died  of  cancer  after  they  had  been 
treated  there.  (November  23,  1956). 

From  the  Council  Bluffs  Nonpareil— - 

The  University  of  Nebraska  College  of 
Medicine  is  closing  two  wards  at  its  hospital 
here  because  of  a lack  of  funds,  and  Dean 
J.  P.  Tollman  said  the  action  will  interfere 
with  the  teaching  programs.  It  may  even 
affect  the  accreditation  of  the  school,  he 
added. 

He  said  rising  costs  and  wages,  an  in- 
creasing number  of  patients  and  a fixed 
budget  were  the  causes  of  the  move.  The 
hospital  operates  on  funds  voted  by  the 
Legislature  and  additional  funds  will  not 
be  available  until  next  July,  Dr.  Tollman 
explained.  He  said  medical  care  will  be  am- 
ple for  the  beds  remaining  after  closing  of 
the  two  wards. 

From  the  Lincoln  Star — 

Dr.  Willis  D.  Wright  of  Omaha,  president- 
elect of  the  Nebraska  Heart  Association,  has 
been  nominated  to  succeed  the  late  Dr.  J.  E. 
Meyer  of  Columbus.  Dr.  Stephen  L.  Ma- 
giera  of  Omaha,  present  first  vice  president, 
was  nominated  for  president-elect  and  Dr. 
Donald  F.  Purvis  of  Lincoln,  was  nominat- 
ed for  first  vice  president. 

From  the  Omaha  World-Herald — 

The  Dr.  Joseph  M.  Shramek  Scholarship 
and  Loan  Fund  has  been  established  at  the 
Creighton  University  School  of  Medicine. 
Dr.  Shramek,  a graduate  of  the  Creighton 
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School  of  Medicine  in  1910,  donated  20  thou- 
sand dollars  to  be  invested  by  the  univer- 
sity. 

Income  from  the  grant  is  used  to  provide 
scholarship  and  loans  to  needy  and  worthy 
students.  Dr.  Shramek  has  retired  and  lives 
in  Savanna,  Illinois. 

From  the  Crete  News — 

At  a special  luncheon  held  on  Homecoming 
week-end  at  Doane  College,  in  November, 
Dr.  Walter  L.  Albin,  long-time  Lincoln  physi- 
cian, announced  the  establishment  of  the 
Anna  Fay  Albin  Memorial  Scholarship  for 
upper-class  women. 

He  has  given  $10,000,  the  income  of  which 
will  be  used  as  an  annual  tuition  scholar- 
ship to  an  outstanding  junior  or  senior 
Doane  woman  who  qualifies  for  the  award. 

Anna  Fay  Albin  taught  art  at  Doane  in 
the  years  1907  to  1910.  During  that  brief 
time  she  developed  a group  of  life-long 
friends. 

Mrs.  Ralph  Brown,  Los  Angeles,  wrote 
the  Memorial  Scholarship  tribute  to  Anna 
Fay  Albin  expressing  hope  that  the  gift  will 
be  an  inspiration  to  Doane’s  women,  impart- 
ing the  noble  philosophy  by  which  she  lived. 

From  the  Benson  Times — 

Governor  and  Mrs.  Victor  E.  Anderson, 
Chancellor  and  Mrs.  Clifford  M.  Hardin 
were  guests  at  the  student  supper  sponsored 
by  the  Faculty  Women’s  Club  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  which 
was  held  on  November  18. 

Junior  and  senior  students  and  their  wives 
attended  with  their  parents  who  were  on  the 
campus  to  observe  the  annual  family  day. 

Mrs.  G.  T.  Alliband  and  Mrs.  Horace  Gif- 
fen  were  in  charge,  assisted  by  Mrs.  Ken- 
neth Browne  and  Mrs.  John  Kennedy. 

From  the  Omaha  World-Herald 

The  Minden  community  held  a special  pro- 
gram recently  to  observe  “Dr.  Andrews 
Day.” 

The  Chamber  of  Commerce  planned  the 
celebration  to  honor  Dr.  Henry  S.  Andrews 
for  his  41  years  of  service. 

The  program  was  held  at  Minden  High 
School.  All  of  the  babies  present  which  Dr. 
Andrews  delivered,  were  identified  with  spe- 
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cial  ribbons.  He  has  delivered  approximate- 
ly three  thousand  in  Minden  and  the  sur- 
rounding areas. 

A number  of  Minden  business  and  profes- 
sional leaders  told  of  Dr.  Andrews’  part  in 
building  the  community. 

Omaha  Mid-West  Clinical  Society  Holds 
Annual  Election — 

At  the  Annual  Dinner  and  Business  Meet- 
ing of  the  Omaha  Mid- West  Clinical  Society 
held  Monday,  December  3,  1956,  Dr.  Charles 
F,  Moon  was  installed  as  President.  Newly 
elected  officers  are  Dr.  Earl  A.  Connolly, 
President-Elect;  Dr.  Payson  Adams,  Secre- 
tary-Treasurer; and  Dr.  Donald  J.  Wilson, 
Member  of  the  Executive  Committee.  Dr. 
James  J,  O’Neil  was  reappointed  Director 
of  Clinics.  The  aforementioned,  along  with 
Drs.  Maurice  E.  Grier,  and  Joseph  F.  Gross, 
and  Edmond  M.  Walsh,  will  constitute  the 
Executive  Committee. 

Dr.  Herman  M.  Jahr  was  reappointed  to 
a three  year  term  as  Editor  of  the  Journal 
of  the  Omaha  Mid-West  Clinical  Society. 
Dr.  Maurice  E.  Grier  was  appointed  to  the 
Editorial  Board;  other  Editorial  Board  mem- 
bers are  Drs.  William  E.  Graham  and  Harry 
H.  McCarthy. 

The  following  were  elected  chairmen  of 
the  various  specialty  sections  into  which  the 
Society  is  divided : Drs.  J.  Perry  Tollman 
(Basic  Sciences)  ; George  F.  Pinne  (Derma- 
tology) ; Walter  T.  Cotton  (Gynecology  & 
Obstetrics)  ; Henry  J.  Lehnhoff  and  John  D. 
Hartigan  (Internal  Medicine) ; Robert  S. 
Wigton  (Neuropsychiatry)  ; Robert  Hawkins 
(Ophthalmology  & Otolaryngology) ; Frank 
Iwersen  (Orthopedic  Surgery);  Byron 
Oberst  (Pediatrics) ; James  F.  Kelly,  Sr. 
(Radiology) ; Merle  M.  Musselman  and  J.  B. 
Christensen  (Surgery)  ; Henry  Kammandel 
(Urology). 

February  Call  for  Physicians  Placed  at  450 — 

Selective  Service  plans  to  call  up  450  physi- 
cians next  February,  250  of  them  for  the 
Army  and  200  for  the  Air  Force.  This  is  the 
largest  single  call  since  the  Army,  Navy  and 
Air  Force  took  1,275  men  in  March,  1955. 
The  doctor  draft  extension  is  due  to  expire 
on  next  June  30,  and  the  Defense  Depart- 
ment has  indicated  it  will  not  ask  for  another 
extension.  The  total  number  of  doctors 
drafted  during  1956,  was  977.  (From  Wash- 
ington Letter  84-101). 
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The  North  Central  Medical  Conference — 

The  conference,  which  has  held  regular 
sessions  since  the  mid-twenties,  is  composed 
of  representatives  from  Minnesota,  Wiscon- 
sin, Iowa,  Nebraska  and  the  Dakotas.  It 
was  the  first  large  inter-state  organization 
to  deal  with  medical  socio-economic  sub- 
jects. 

Conference  actions  at  the  session  held  last 
November  11,  in  St.  Paul,  include  the  fol- 
lowing: (1)  A resolution  urging  further 
study  of  the  short  form  of  the  Principles  of 
Medical  Ethics;  (2)  a resolution  recommend- 
ing a closer  tie-in  and  guidance  by  practic- 
ing physicians  in  Blue  Shield  plans;  (3)  a 
resolution  commending  Iowa  for  its  success- 
ful action  against  illegal  corporate  practice 
of  medicine;  (4)  a recommendation  for  co- 
operation with  the  Administration’s  “People 
to  People”  program  with  foreign  nations; 
and  (5)  a resolution  asking  for  a re-examin- 
ation of  the  A.M.A.’s  position  in  the  “medi- 
care” program. 

Army  Establishes  Residency  Program  in 
Preventive  Medicine 

The  Army’s  first  formal  residency  train- 
ing program  in  preventive  medicine  will  be- 
gin July  1,  1957.  Regular  Army  Medical 
Corps  officers  or  qualified  civilian  physi- 
cians who  accept  commissions  in  the  Regular 
Army  are  eligible  to  participate  in  three- 
year  program.  Interested  civilian  physi- 
cians may  apply  through  the  Surgeon  Gen- 
eral, Dept,  of  the  Army,  Washington  25, 
D.C.,  Attn. : Chief,  Personnel  Division. 

State  Medicine  Crows  and  Grows 
Via  VA-Hospitals 

The  A.M.A.’s  Federal  Medical  Services 
Newsletter  for  October-November  points  out 
several  interesting  facets  in  the  care  of  vet- 
erans. It  points  out  that  “The  enabling 
legislation  which  authorizes  VA  care  for  vet- 
erans with  nonservice-connected  disabilities 
specifies  that  such  care  shall  be  provided 
‘.  . . in  any  Veterans  Administration  facili- 
ty, within  the  limitations  existing  in  such  fa- 
cilities.’ The  A.M.A.  has  frequently  pointed 
out  that  the  vast  expansion  of  the  VA  hos- 
pital system  cannot  be  justified  in  terms  of 
an  increase  in  service-connected  disabilities; 
there  are  now  over  70  thousand  operating 
beds  more  than  are  needed  for  such  cases.” 

In  the  face  of  the  above,  the  average  daily 
census  of  veterans  in  non-VA  hospitals  for 


the  fiscal  year  ending  June  30,  1954,  was 
5,453  of  whom  less  than  half  were  service- 
connected  for  their  disabilities. 

The  result  is  that  veterans  with  non- 
service-connected disabilities  occupy  not  only 
two  thirds  of  the  beds  in  VA  hospitals,  but 
over  half  the  beds  the  VA  rents  from  non- 
VA  hospitals. 

Announcements 

Harvey  Tercentenary  Congress  in  London — 

June,  1957,  marks  the  Tercentenary  of  the 
death  of  William  Harvey,  who  discovered  the 
circulation  of  the  blood.  It  is  proposed  to 
commemorate  the  occasion  by  holding  an  In- 
ternational Congress  on  the  Circulation  from 
June  3rd  to  7th,  1957,  in  the  Royal  College 
of  Surgeons,  London.  The  range  of  subjects 
covers  every  aspect  of  the  Circulation  and 
names  of  speakers  who  have  already  agreed 
to  take  part  are  appended  in  this  prelimin- 
ary programme.  Further  particulars  may  be 
obtained  at  any  time  from  the  Secretariat 
at  the  above  address,  (Royal  College  of  Sur- 
geons, London)  and  a complete  programme, 
giving  details  of  both  the  Scientific  and  So- 
cial activities  will  be  available  in  the  near 
future. 

Scholarships  in  Medical  Librarianship 
To  Be  Awarded — 

The  Medical  Library  Association  will  award 
eight  scholarships  of  $150.00  each  for  courses 
in  medical  librarianship  to  be  given  during 
the  summer  sessions  at  the  library  schools 
of  Columbia  University,  Emory  University, 
the  University  of  Illinois,  and  the  University 
of  Southern  California.  Applications  must 
be  in  before  March  1,  1957.  For  full  par- 
ticulars, write  to,  Public  Relations  Officer, 
Anna  M.  Sexton,  Librarian,  Division  of  Lab- 
oratories and  Research,  New  York  State  De- 
partment of  Health,  New  Scotland  Avenue, 
Albany  1,  New  York. 

1957  Cancer  Seminar  To  Be  in  Phoenix — 

The  1957  Cancer  Seminar  will  be  held  at 
Paradise  Inn,  Phoenix,  Arizona  on  Jan.  10, 
11,  12.  This  nationally  recognized  Annual 
Cancer  Seminar  includes  some  of  the  most 
outstanding  names  in  the  medical  world  as 
speakers.  Credit  permitted  to  members  of 
Academy  of  General  Practice.  For  informa- 
tion write  Arizona  Division,  American  Can- 
cer Society,  1429  N.  1st  St.,  Phoenix,  Ariz. 
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Course  on  Fractures  by  American  College 

Of  Surgery — 

An  intensive  course  on  fractures  and  other 
trauma  will  be  offered  to  all  interested  mem- 
bers of  the  medical  profession  by  the  Chi- 
cago Regional  Committee  on  Trauma  of  the 
American  College  of  Surgeons.  The  course 
will  be  held  for  three  and  one-half  days,  from 
April  10  to  13,  1957,  at  the  John  B.  Mur- 
phy Auditorium,  50  East  Erie  Street,  Chi- 
cago. 

Lectures  and  demonstrations  will  be  con- 
ducted by  distinguished  surgeon-teachers  of 
the  Chicago  area,  all  recognized  as  authori- 
ties in  their  fields.  Clinical  cases  will  be 
presented,  and  discussion  and  questions  from 
the  floor  are  invited. 

Subjects  to  be  covered  include  bony  trau- 
ma, soft  tissue  trauma,  vascular  injuries, 
bone  grafting,  traction  technic,  industrial 
casualties,  farm  injuries,  auto  crash  in- 
juries, burns,  amputations,  head  injuries, 
and  others. 

The  course  is  being  given  under  the  direc- 
tion of  Dr.  Sam  Banks. 

Further  information  about  the  meeting 
will  appear  shortly. 

Human  Interest  Tales 

Dr.  Joseph  Kuncl,  Alliance,  has  been  ap- 
pointed county  physician  of  Box  Butte  Coun- 
ty. 

Dr.  Arnold  Webman,  Superior,  has  been 
elected  president  of  the  Superior  Kiwanis 
Club. 

Dr.  Payson  Adams,  Omaha,  was  in  at- 
tendance at  the  Chicago  Urological  meeting 
in  October. 

Dr.  W.  Riley  Kovar,  Omaha,  is  the  newly 
elected  president  of  the  Omaha  Obstetric  and 
Gynecologic  Society. 

Dr.  C.  H.  L.  Stehl,  Scribner,  was  a guest 
speaker  at  a recent  meeting  of  the  Fremont 
Nurses  Association. 

Dr.  C.  C.  Howard,  Blair,  has  been  elected 
chief  of  staff  of  the  new  Memorial  Com- 
munity Hospital  staff. 

Dr.  Paul  Bancroft,  Lincoln,  was  a guest 
speaker  at  a December  meeting  of  the  West 
Ward  PTA  in  Wahoo. 

Dr.  R.  E.  Garlinghouse,  Lincoln,  has  been 
elected  president  of  the  Nebraska  Obstetric 
and  Gynecologic  Society. 


Construction  has  been  started  on  the  new 
$40,000  office  building  and  clinic  for  Drs. 
Paul  Martin  and  Otis  Miller  of  Ord. 

Dr.  Dwight  Frost,  Omaha,  was  a guest 
speaker  at  a regular  meeting  of  the  Omaha 
Inter-Club  Council  in  November. 

Dr.  G.  E.  Charlton,  Norfolk,  who  was  con- 
fined to  a hospital  several  days  for  treatment 
in  November,  has  returned  to  his  home. 

Mrs.  George  J,  Hand,  Alliance,  passed 
away  unexpectedly  on  November  12.  She 
was  the  wife  of  Dr.  George  Hand  of  Alliance, 

The  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  held  its  second  annual  Fall 
Scientific  Session  in  Fremont  on  November 

18. 

Dr.  Colin  Shack,  Omaha,  was  the  principal 
speaker  at  a regular  meeting  of  the  Sixth 
Councilor  Medical  District,  in  York,  in  No- 
vember. 

Dr.  F.  M.  Nebe,  Lincoln,  was  the  guest 
speaker  at  a November  meeting  of  the  Lin- 
coln Chapter  of  the  National  Multiple  Scle- 
rosis Society. 

Dr.  John  Aita,  Omaha,  presented  a talk 
“You  Are  Your  Own  Worst  Enemy”  at  a 
recent  meeting  of  the  Eta  Chapter  of  Delta 
Kappa  Gamma  Sorority  in  Omaha. 

Dr.  Theodore  J.  Urban,  Omaha,  has  re- 
ceived a $1,000  grant  from  the  United  States 
Public  Health  Service  to  study  effects  of 
manganese  upon  liver  regeneration  in  rats. 

Dr.  and  Mrs.  Myel  Moss,  Arcadia,  were 
hosts  to  the  November  meeting  of  the  Four 
County  Medical  Society.  Dr.  Carl  Amick  of 
Loup  City  showed  pictures  of  his  recent  trip 
to  Europe. 

Dr.  Harold  D.  Jourdan,  recent  instructor 
in  surgery  at  the  University  of  Nebraska 
College  of  Medicine,  announces  his  associa- 
tion with  the  Greeley  Clinic  at  Greeley,  Colo- 
rado, as  surgeon. 

Dr.  Oscar  Hampton,  St.  Louis,  Missouri, 
was  the  featured  speaker  at  the  annual  fall 
meeting  of  the  Nebraska  Chapter  of  the 
American  College  of  Surgeons  held  in  Colum- 
bus, in  November. 

Dr.  and  Mrs.  W.  J.  McMartin,  Omaha, 
have  returned  home  after  a two-week  trip 
to  Mexico.  In  Mexico,  Dr.  McMartin  ad- 
dressed the  South  Central  Section  of  the 
American  Urological  Association. 


January,  1957 


49 


Know  Your 
Blue  Shield  Plan 


BLUE  SHIELD  IS  FOR  EVERYBODY 

In  creating  and  sponsoring  Blue  Shield, 
the  doctor  has  triggered  a poular  movement 
that  won’t  be  stopped  until  every  last  poten- 
tial member  is  enrolled  in  a pre-payment 
plan.  For  your  Blue  Shield  Plan  has  not 
only  sold  itself — it  has  sold  the  American 
people  on  the  idea  of  security  against  the 
economic  consequences  of  unpredictable  med- 
ical needs. 

In  ten  brief  years,  Blue  Shield  enrollment 
has  burgeoned  from  less  than  2 million  to 
more  than  38  million  people,  and  about  45 
million  more  have  bought  some  form  of 
cash  indemnity  coverage  for  medical-surgi- 
cal expense  through  private  insurance  com- 
panies. 

While  the  job  of  providing  voluntary  med- 
ical care  protection  to  the  entire  American 
people  is  about  half  done,  the  demand  for 
this  protection  is  practically  universal. 


WHAT  DOES  “SERVICE  BENEFITS” 
MEAN? 

It  means  full-payment  by  the  Nebraska 
Blue  Shield  for  covered  services  when  the 
patient’s  income  does  not  exceed  the  stated 
amount.  There  are  two  different  levels. 

The  “$2,400/$3,200”  agreement  provides: 

(Standard  Contract). 

A member  with  no  dependent  qualifies 
for  service-benefits  if  the  annual  income 
does  not  exceed  $2,400,  and  a member  of  a 
family  qualifies  for  service-benefits  when 
the  annual  family  income  does  not  exceed 
$3,200. 

The  “$4,000/$5,500”  agreement  provides: 

(Preferred  Contract). 

A member  with  no  dependent  qualifies  for 
service-benefits  if  the  annual  income  does 
not  exceed  $4,000,  and  a member  of  a fam- 
ily qualifies  for  service-benefits  if  the  an- 
nual family  income  does  not  exceed  $5,500. 

Which  one 

does  your  patient  have? 


Studies  have  shown  that  people  in  the  low- 
est income  brackets  are  not  enrolled  in  as 
large  proportions  as  those  in  the  medium  in- 
come groups.  Enrollment  among  the  aged, 
the  self-employed  and  the  rural  population  is 
also  under  par. 

Blue  Shield’s  purpose  is  to  help  the  pro- 
fession meet  its  responsibility  to  the  entire 
community,  and  the  Plans  are  now  giving 
particular  attention  to  these  segments  of 
the  population  whose  potentialities  for  prof- 
itable underwriting  do  not  generally  appeal 
to  insurance  companies  operated  for  private 
profit. 

It  is  no  longer  a question  whether  people 
are  going  to  have  voluntary  prepayment 
for  medical  care.  The  real  question,  today, 
is  whether  Blue  Shield  can  do  the  job  satis- 
factorily and  in  good  time. 

And  the  answer  to  this  question  lies  with 
the  doctor.  American  medicine  has  accom- 
plished a modern  miracle  in  the  achievements 
of  Blue  Shield  to  date.  The  job  that  re- 
mains to  be  done  will  require  as  much  imag- 
ination, as  much  bold  action,  and  as  much 
devotion  to  the  task  as  was  needed  to  get 
Blue  Shield  off  the  ground  ten  years  ago. 
To  do  this  job,  Blue  Shield  needs  the  help 
and  guidance  of  every  American  physician. 


The  patient’s 

“ID”  card  will  tell. 

If  subscriber  members  do  not  qualify  for 
full  payment  of  the  doctor’s  fee,  as  specified 
under  “service  benefits”  or,  if  care  is  ren- 
dered by  a non-participating  physician,  the 
subscribers  may  be  charged  the  difference, 
if  any,  between  the  Nebraska  Blue  Shield 

allowance  and  the  usual  or  customary  fee. 

/ 

THE  FREEDOM 
OF  OUR  AMERICAN  WAY 
IN  MEDICAL  CARE 
IMPOSES  RESPONSIBILITIES 
UPON  DOCTORS  AND  PATIENTS 
FOR  THE  BEST 
THAT  HUMAN  KNOWLEDGE 
CAN  PRODUCE 

“I  cannot  so  properly  say  that  he  died  of  one 
disease  for  there  were  many  that  had  consented 
and  laid  down  their  heads  together  to  bring  him  to 
his  end.  He  was  dropsical,  he  was  consumptive, 
he  was  surfeited,  was  gouty,  and,  as  some  say, 
had  a tang  of  the  pox  in  his  bowels.  Yet  the 
Captain  of  all  these  men  of  death  was  the  con- 
sumption, for  ’twas  that  that  brought  him  down 
to  his  grave.”  John  Bunyan,  (quoted  by  G.  Lissant 
Cox,  M.D.,  and  H.  F.  Hughes,  M.A.)  Tubercle,  Sept., 
1953. 
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The  Woman's  Auxiliary 

A Happy  New  Year  to  all  physicians’ 
wives  and  their  families  from  the  members 
of  the  executive  board  of  the  Woman’s  Aux- 
iliary. We  are  wishing  for  all  a year  filled 
with  happy  and  pleasant  experiences. 

The  beginning  of  a new  year  is  an  appro- 
priate time  to  evaluate  our  accomplishments 
and  renew  our  enthusiasm  to  carry  out  our 
auxiliary  program.  Your  participation  in 
the  activities  is  very  important  and  worth- 
while, both  to  the  community  and  to  medi- 
cine. 

Every  doctor’s  wife  must  realize  how  much 
progress  has  been  made  in  creating  public 
interest  in  health  and  medical  news.  This 
is  evident  in  the  prominent  place  given  such 
items  by  current  magazines  and  the  daily 
press.  With  this  in  mind  let  us  renew  our 
efforts  to  push  Today's  Health  magazine. 
The  purpose  of  the  magazine  has  always 
been  to  provide  authentic  health  information. 
Dr.  W.  W.  Bauer,  editor,  has  said,  “ Today's 
Health  endeavors  to  inform  readers  about 
modern  medicine  and  thus  help  them  to  re- 
tain and  improve  their  health  . . .”  The 
American  Medical  Association  depends  upon 
the  auxiliary  to  maintain  and  increase  the 
circulation  of  the  magazine.  Mrs.  James  E. 
Ramsay  of  Atkinson  is  state  chairman  and 
will  gladly  furnish  promotion  material. 

The  American  Medical  Education  Fund 
deserves  our  continued  support.  It  is  hoped 
that  each  county  auxiliary  will  make  every 
effort  to  encourage  contributions  to  the  fund. 
Chairman  of  A.M.E.F.,  Mrs.  James  P.  Done- 
lan  of  Omaha,  will  welcome  any  contribution, 
individual  or  group. 

Our  expansion  in  recruitment  to  include 
all  allied  health  fields  brings  a challenge  to 
each  doctor’s  wife.  Many  times  we  are  called 
upon  to  answer  questions  regarding  careers 
in  health  fields  other  than  medicine  and 
nursing.  Are  we  prepared  to  give  informa- 
tion as  to  the  needs  and  opportunities  in 
health  careers?  Recruitment  chairman,  Mrs. 
W.  C.  Kenner  of  Nebraska  City,  has  resource 
material  available. 

Chairman  of  civil  defense,  Mrs.  R.  F. 
Sievers  of  Blair,  represents  the  auxiliary  on 
the  Nebraska  Women’s  Advisory  Committee 
for  Civil  Defense.  At  the  October  meeting, 
held  in  Lincoln,  a training  program  in  Regis- 
tration and  Information  was  given.  Mrs. 


Sievers  is  well  qualified  to  assist  in  any 
phase  of  Civil  Defense  program  develop- 
ment. 

In  addition  to  these  and  other  auxiliary 
sponsored  activities,  doctors’  wives  have  giv- 
en many  hours  to  hospital  auxiliaries,  fund- 
raising drives,  bloodmobile  visits,  health 
councils,  clinics,  hospital  gift  shops,  patients’ 
libararies,  school  health  programs,  etc. 

All  these  are  very  tangible  evidences  of 
interest  in  the  health  of  the  community. 

Mrs.  GEORGE  E.  ROBERTSON, 
President. 

TUBERCULOSIS  ABSTRACTS 

TUBERCULOSIS  STUDY  IN 
MUSCOGEE  COUNTY,  GEORGIA 

Fast -tempo  community  - wide  roentgenographic 
surveys  were  developed  wTith  the  hope  that  iden- 
tification and  treatment  of  many  cases  of  asymp- 
tomatic tuberculosis  wmuld  markedly  improve  con- 
trol of  tuberculosis  in  the  surveyed  community. 
During  the  past  decade,  with  emphasis  on  this 
case-finding  technique,  the  tuberculosis  death  rate 
has  fallen  markedly  while  the  reporting  of  new 
cases  has  remained  at  a high  level.  The  relation 
of  fast-tempo  surveys  to  these  phenomena  is  still 
in  question,  and  their  effectiveness  in  helping  to 
bring  tuberculosis  under  control  has  been  most  dif- 
ficult to  measure. 

One  way  to  estimate  the  usefulness  of  a chest 
roentgenographic  survey  is  to  study  the  tuberculosis 
deaths  in  a community  after  the  survey,  particularly 
when  tuberculosis  mortality  can  be  compared  among 
the  persons  who  were  and  were  not  examined.  It 
is  reasonable  to  suppose  that  tuberculosis  mortality 
among  participants  and  non-participants  is  related 
to  the  prevalence  of  tuberculosis  among  these  groups 
and,  consequently,  might  help  to  decide  whether 
persons  with  tuberculosis  participate  in  surveys  to 
the  same  extent  as  do  other  members  of  the  popu- 
lation. 

In  1951  such  an  analysis  was  made  of  the  tuber- 
culosis deaths  in  Muscogee  County,  Georgia,  for 
the  three  and  one-half-year  period  after  a com- 
munity-wide chest  roentgenographic  survey.  The 
important  findings  of  that  study  may  be  summarized 
as  follows:  Mortality  rates  for  both  whites  and 

Negroes  decreased  but  slightly  following  the  survey. 
Tuberculosis  mortality  among  the  surveyed  and  non- 
surveyed  did  not  appear  to  be  significantly  differ- 
ent, leading  to  the  inference  that  persons  with 
tuberculosis  participated  in  the  survey  program  to 
approximately  the  same  extent  as  did  the  general 
population.  Death  rates  among  persons  with  nor- 
mal survey  films  revealed  an  unusually  wide  dis- 
crepancy between  the  two  races:  for  white  persons 
a low  rate — approximately  three  per  100,000  popu- 
lation per  year;  for  Negroes  a rate  thirteen  times 
greater.  The  report  tentatively  concluded  that  sub- 
ject to  confirmation  “a  complete  survey  in  a white 
population  followed  by  adequate  isolation  might  be 
so  effective  that  for  some  time  the  tuberculosis  con- 
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trol  program  in  the  community  would  consist  chief- 
ly of  the  provision  of  medical  care  and  follow-up 
services  to  persons  identified  as  tuberculous  in 
the  survey.  For  Negroes,  it  would  seem  that  this 
would  not  be  sufficient.” 

At  the  time  of  the  1951  analysis,  it  was  recog- 
nized that  the  number  of  deaths  and  the  length 
of  the  follow-up  period  were  not  sufficient  and 
the  study  was  extended  for  an  additional  three  and 
one-half  years. 

The  community-wide  survey  of  1946  and  the  sub- 
sequent follow-up  procedures  conducted  by  the  Mus- 
cogee County  Tuberculosis  Study  had  three  notable 
features.  First,  the  special  census  of  1946  made 
it  possible  to  identify,  among  the  95,518  residents 
whether  or  not  they  obtained  roentgenograms  in 
the  survey  and  allowed  the  identification  of  persons 
moving  to  Muscogee  County  subsequent  to  the  1946 
program.  Second,  the  roentgenographic  screening 
during  the  seven  years  following  the  survey  was 
quite  extensive,  including  a second  community-wide 
survey  and  eight  surveys  of  special  groups  and 
a chest  clinic  screening  program  comprising  about 
20,000  roentgenograms  each  year.  Even  more  im- 
portant was  the  relationship  with  hospitals  and 
private  physicians  which  ensured  that  virtually  all 
suspected  cases  of  tuberculosis  became  known  to 
the  health  department.  Third,  careful  attention  has 
been  given  to  the  verification  of  all  reported  tuber- 
culosis deaths  and  to  the  investigation  of  all  deaths 
in  which  tuberculosis  might  have  been  involved. 

PRE-SURVEY  AND  POST-SURVEY 
MORTALITY  RATES: 

Tuberculosis  mortality  in  Muscogee  County  is  re- 
ported for  three  and  one-half  year  periods:  one 
before  the  survey  and  two  following  it.  From  the 
first  to  the  second  period,  the  rate  of  decline  in 
mortality  among  both  races  was  somewhat  less  for 
Muscogee  County  than  for  the  United  States  as  a 
whole.  From  the  second  to  the  third  period,  the 
rate  of  decline  among  whites  was  greater  than  the 
national  rate  whereas  for  the  Negroes  it  was  ap- 
proximately the  same.  In  all  periods,  the  mortality 
rates  for  both  races  were  appreciably  lower  than 
those  for  the  nation  as  a whole. 

The  difference  in  subsequent  tuberculosis  mor- 
tality between  the  portions  of  the  population  who 
had  had  chest  films  and  those  who  had  not  was 
estimated.  For  both  races,  excluding  those  known 
to  have  had  tuberculosis  before  the  survey,  the  ad- 
justed average  annual  tuberculosis  mortality  rates 
during  the  seven-year  period  following  the  survey 
were  24  per  100,000  among  Muscogee  County  resi- 
dents who  had  a survey  film  and  22  per  100,000  for 
those  who  did  not.  For  whites,  the  rates  were  8 
and  10;  and  for  Negroes,  63  and  50  respectively. 

It  seems  likely  that  persons  who  had  had  survey 
films  would  have  had  their  tuberculosis  detected 
at  a stage  more  favorable  for  treatment  than  those 
who  were  not  examined.  Consequently,  one  would 
expect  a lower  mortality  among  those  who  had  had 
chest  films  than  among  those  who  had  not.  How- 
ever, the  mortality  rates  for  whites  were  essentially 
the  same  in  both  groups,  whereas  Negroes  with 
subsequently  fatal  tuberculosis  were  more  concen- 
trated among  the  surveyed  population.  These  find- 
ings lend  no  support  to  the  hypothesis  frequently 
advanced  that  persons  who  have  reason  to  believe 


they  may  have  tuberculosis  tend  to  avoid  participa- 
tion in  chest  roentgenographic  surveys. 

A comparison  of  the  death  rates  among  whites 
and  Negroes  with  “positive”  and  “negative”  sur- 
vey films  showed  that  the  mortality  rates  for  “sur- 
vey positive”  cases  are  rather  high:  340  per  100,- 

000  for  whites  and  1,490  for  Negroes.  In  other 
words,  approximately  2.5  per  cent  of  the  whites  and 
10  per  cent  of  the  Negroes  with  evidence  of  tuber- 
culosis in  their  survey  films  have  died  of  tubercu- 
ulosis.  It  is  obvious  that  tuberculosis  is  a serious 
disease  even  when  discovered  by  examining  an 
ambulant  and  largely  asymptomatic  population. 

Among  the  population  with  normal  survey  films, 
the  mortality  rate  for  whites  still  remains  low:  3 
per  100,000  persons  per  year  indicating  that  fatal 
tuberculosis  was  uncommon  during  the  next  seven 
years  among  white  persons  whose  survey  chest  films 
were  read  as  normal. 

In  striking  contrast,  the  Negro  rate  is  45  per 
100,000  persons  per  year  for  “survey  negatives,” 
15  times  that  of  the  white  “survey  negatives,”  and 
essentially  the  same  as  that  for  the  general  Negro 
population  in  the  last  three  and  one-half  years  of 
the  study  period.  This  is  strong  evidence  that 
a single  survey  of  a Negro  population,  even  when 
followed  by  an  intensive  tuberculosis  control  pro- 
gram aimed  primarily  at  the  cases  discovered  in 
the  survey,  is  not  sufficient  to  bring  the  disease 
under  control. 

An  analysis  of  the  deaths  from  tuberculosis  in 
Muscogee  County,  Georgia,  leads  to  the  conclusion 
that  a complete  roentgenographic  survey  of  a white 
population  followed  by  adequate  isolation  of  the 
infectious  cases  could  reduce  the  tuberculosis  con- 
trol program,  for  several  years  at  least,  to  the  pro- 
vision of  medical  care  and  follow-up  services  for 
persons  identified  in  the  survey  as  tuberculous.  For 
a Negro  population,  it  appears  that  case-finding 
programs  should  be  repeated  more  frequently. 

— By  George  W.  Comstock,  M.D.,  American  Review  of  Tuber- 
culosis, February,  1956. 

The  differentiation  of  fungal  diseases  from  tuber- 
culosis is  extremely  important  in  view  of  the  mental 
trauma  inflicted  upon  patient  and  family  by  a 
diagnosis  of  tuberculosis.  It  is  perhaps  even  more 
important  that  the  patient  not  be  incapacitated  and 
put  at  bed  rest  because  of  a false  diagnosis  of 
tuberculosis  when  a fungal  infection,  actually  pres- 
ent, might  be  adequately  followed  and  observed  with- 
out limitation  of  activities.  Michael  L.  Furcolow, 
M.D.,  Myron  J.  Willis,  M.D.,  Lawrence  E.  Wood, 
M.D.,  and  Herbert  L.  Mantz,  M.D.,  Am.  Rev.  Tuberc., 
February,  1954. 

The  treatment  of  pulmonary  tuberculosis  does 
not,  of  course,  begin  and  end  with  the  administra- 
tion of  antimicrobial  drugs.  That  they  are  more  ef- 
fective than  bed  rest  alone  in  arresting  the  process 
of  tuberculosis,  I believe  no  one  will  deny.  It  does 
not  necessarily  follow  from  this,  however,  that  bed 
rest  can  be  altogether  discarded.  We  have  indeed 
scarcely  any  information  on  the  extent  to  which 
bed  rest  can  be  omitted  or  modified  in  the  early 
phases  of  treatment.  Carl  Muschenheim,  M.D., 
Am.  Rev.  Tuberc.,  July,  1955. 
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fession  and  to  the  nation  through  its  weekly 
television  service,  MEDICAL  HORIZONS. 

By  accurately  and  dramatically  telling  the 
story  of  medicine  and  medical  progress 
through  “live”  pickups  from  hospitals,  medi- 
cal schools  and  research  laboratories,  you 
have  given  the  general  public  a new  insight 
into  the  work  and  achievements  of  its  doc- 
tors. 

Because  of  these  outstanding  contributions 
to  medicine,  you  have  proved  yourself  de- 
serving of  this  special  recognition/' 


A.M.A.  Studies  Uniform  Chemical  Labeling  Law — 

A program  to  protect  the  public  from  the 
dangers  of  mislabeled  household  and  com- 
mercial chemicals  recently  was  launched  by 
the  American  Medical  Association.  Through 
its  Committee  on  Toxicology,  the  A.M.A.  is 
gathering  information  on  existing  state  la- 
beling regulations  with  the  idea  of  develop- 
ing model  legislation  on  the  precautionary 
labeling  of  various  chemical  products — such 
as  paints  and  paint  removers,  heating  and 
cooking  fuels,  household  polishers  and  cleans- 
ers, laundering  items,  etc.  — which  are  not 
now  so  regulated.  The  end  result  would 
serve  as  a guide  for  writing  uniform  regula- 
tions requiring  labels  to  show  information 
on  the  product’s  contents,  its  possible  dan- 
gers, directions  for  safe  use,  and  first  aid 
instructions. 


Tobacco  Industry  Research  Committee  Comments 
On  Cancer  Society  Booklet — 

New  York,  Nov.  26 — The  American  Can- 
cer Society’s  newly  released  review  pamphlet 
on  “Cigarettes  and  Lung  Cancer”  agrees  on 
three  key  points  with  positions  long  held  by 
the  Tobacco  Industry  Research  Committee, 
TIRC  chairman  Timothy  V.  Hartnett  said 
today. 

These  are  the  pamphlet’s  statements  that 
knowledge  of  lung  cancer  cause  is  “tentative 
and  incomplete,”  that  there  is  no  “neat,  fi- 
nal answer,”  and  that  more  research  is  need- 
ed, he  said. 

But  while  the  pamphlet  contains  no  scien- 
tific information  that  has  not  been  previous- 
ly published  and  discussed,  its  summary  of 
research  results  omits  many  pertinent  find- 
( Continued  on  page  38- A) 
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The  three  gray  lines  of  this  graph  show 

growth  rate  of  a penicillin-sensitive  strain  of 
Staphylococcus  (Micrococcus  pyogenes,  var. 

aureus)  under  3 conditions: 

' ' • 

1.  In  the  absence  of  antibiotics 


Even  half  these  subinhibitory  concentrate 
penicillin  and  Albamycin,  when  combined,  (black 
line)'  produce  a dramatic  bactericidal  effec4 


Range  of  effectiveness:  Alba-Peniciiiin 
effective  against  the  organisms  that  cause,  the 
overwhelming  majority  of  bacterial  — 
(Staphylococci,  Streptococci, 

Proteus). 

Risk  of  resistance:  Because  in  vitro  tests 
show  this  combination  is  synergistic  against 
even  Staphylococci  already  resistant  to  all  other 
antibiotics,  the  risk  of  resistance  is  minimize-1 

: / . 


Risk  of  enterocolitis:  Because  it  has  little 

.. 


against  Staphylococci,  there  is  virtually  nc 
ger  of  enterocolitis  due  to  alteration  in  inte., 
flora,  or  of  other  side  effects  such  as  perianal 
pruritus. 


Convenience:  Alba-Penicillin  is  oral 
and  the  average  adult  dosage  is  < „ 

sales  t.Ld.,  which  eliminates  middle-of-the-night 
medication. 
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ings  that  challenge  its  emphasis  on  cigar- 
ettes, Mr.  Hartnett  pointed  out. 

His  comments  were  made  in  a letter  to 
Mefford  Runyon,  executive  vice  president  of 
the  Cancer  Society,  to  express  appreciation 
for  advance  copies  of  the  pamphlet,  which 
describes  lung  cancer  as  “a  problem  whose 
elements  are  changing  and  developing  each 
year”  and  declares  that  research  findings — 
but  no  final  conclusions — are  available  at 
this  point. 

“As  you  know,”  Mr.  Hartnett  wrote,  “this 
has  been  the  position  of  the  Tobacco  Industry 
Research  Committee  since  its  formation  and 
we  have  carefully  avoided  making  premature 
conclusions  on  work  that  is  admittedly  incon- 
clusive and  subject  to  varying  interpreta- 
tions.” 

He  noted  that  the  Cancer  Society  pamph- 
let makes  brief  mention  of  the  fact  that  in- 
dustrial fumes  and  air  pollution  are  also  sus- 
pects in  lung  cancer,  but  devotes  most  of  its 
attention  to  cigarette  research. 


“In  view  of  the  admitted  inconclusive- 
ness of  knowledge  concerning  lung  cancer 
causation  and  what  role,  if  any,  cigarette 
smoking  may  have  in  it,”  Mr.  Hartnett  said, 
“it  is  surprising  that  a pamphlet  issued  by 
the  Cancer  Society  would  stress  only  one 
aspect  of  this  complex  and  many-sided  prob- 
lem.” 

Mr.  Hartnett  pointed  out  that  the  pam- 
phlet poses  — but  leaves  unanswered  — the 
question,  “Where  is  the  scientific  data  chal- 
lenging the  theory  that  cigarettes  are  an  im- 
portant cause  of  lung  cancer?” 

“There  have,  in  fact,  been  many  chal- 
lenges,” he  said,  “but  the  pamphlet  fails  to 
mention  any  published  material  that  ques- 
tions or  contradicts  the  few  studies  selected 
for  discussion.” 

As  examples,  he  listed  six  specific  scien- 
tific analyses,  including  a recent  monograph 
from  the  U.  S.  Department  of  Health,  Edu- 
cation and  Welfare  describing  the  cigarette 
theory  as  having  “doubtful  scientific  mer- 
its.” 

“Any  fair  appraisal  of  where  the  ques- 
tion of  cigarette  smoking  and  lung  cancer 
(Continued  on  page  46- A) 
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stands  today  should  include  the  doubts  about 
the  so-called  cigarette  theory,”  Mr.  Hartnett 
said.  “It  should  mention  the  scientific  ques- 
tions about  the  significance  of  statistical 
studies  It  should  tell  of  the  failure  of  many 
laboratory  experiments  to  duplicate  the  in- 
ducing of  mouse  skin  cancer  with  cigarette 
tars,  as  reported  in  the  pamphlet.” 

A.M.A.  Gives  $5,000  to  Hungarian  Physicians — 

On  the  final  day  of  the  Seattle  session,  the 
Board  of  Trustees  announced  that  the 
A.M.A.  was  contributing  $5,000  to  Hungar- 
ian physician  refugees  in  Austria. 

The  $5,000  check  was  dispatched  imme- 
diately to  the  American  embassy  in  Vienna 
with  instruction  to  turn  it  over  to  the  Amer- 
ican Medical  Society  in  Vienna. 

But  that  is  not  the  full  story. 

Within  24  hours  after  the  money  was 
cabled  a message  addressed  to  the  House  of 
Delegates  was  received  in  Seattle.  It  ex- 
pressed “profound  thanks”  to  “every  mem- 
ber of  the  House  of  Delegates  from  the  300 
Hungarian  refugee  doctors  now  in  Austria.” 

Then,  in  a few  days,  came  a lengthy  let- 
ter from  Dr.  M.  Arthur  Kline,  executive  sec- 
retary of  the  American  Medical  Society  in 
Vienna.  He  thanked  the  A.M.A.  again  for 
its  financial  help,  and  then  painted  a grue- 
some picture  of  a doctor’s  life  during  the  rev- 
olutionary days  in  Hungary. 

“Every  hour,”  he  said,  “reports  are  be- 
ing received  in  Vienna,  telling  us  of  the  con- 
stantly increasing  number  of  doctors  who 
are  escaping  across  the  border  and  applying 
for  refugee  status  in  Austria.  The  reason 
for  this  panic-stricken  flight  is  that  the 
A.V.O.  (Hungarian  Gestapo  or  Secret  Po- 
lice) are  arresting  all  doctors  in  Hungary 
who  have  treated  injured  Revolutionaries 
and  who  did  not  report  the  details,  as  re- 
quired by  law.” 

It  was  of  course  impossible  for  the  doc- 
tors to  do  this,  the  letter  explained,  because 
“the  number  of  injured  was  so  numerous 
that  most  of  the  doctors  worked  around  the 
clock,  trying  to  cope  with  the  catastrophe.” 

Dr.  Kline’s  letter  added: 

(Continued  on  page  52  A) 
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Ill  So.  17th  St.  OMAHA,  NEBR. 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

it  it  it 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


Current  Comment 

(Continued  from  page  46- A) 

Practically  every  doctor  in  Vienna  has 
opened  his  home  to  a Hungarian  colleague 
and  his  family.  In  almost  all  cases,  the  Hun- 
garians crossed  the  border  penniless  and 
with  their  families.  In  many  instances,  they 
carried  their  small  children  in  their  arms 
for  distances  up  to  200  miles  . . . 


only  Hungarian,  are  naturally  tremendously 
handicapped  because  of  language  and  regu- 
lation difficulties. 

‘‘At  the  present  rate  of  refugee  doctors 
pouring  into  Austria,  the  A.M.A.  sum  of 
$5,000  will  not  last  more  than  five  days.  It 
seems  that  we  shall  be  required  to  assist 
them  for  many  weeks  or  perhaps  months  to 
come.” 


“In  addition  to  offering  their  homes,  the 
Austrian  doctors  have  all  responded  to  our 
appeal  by  raising  approximately  $8,000  to 
meet  expenses  in  caring  for  our  unfortunate 
colleagues.  Considering  the  average  income 
of  the  Austrian  physician,  this  sum  consti- 
tutes a tremendous  sacrifice.  Each  Hungar- 
ian doctor  receives  the  sum  of  500  shillings 
(approximately  $20)  when  he  first  registers 
with  us  in  Vienna.  Our  $8,000  was  exhaust- 
ed over  two  weeks  ago. 


With  that  statement,  Dr.  Kline  appealed 
for  American  contributions.  His  address  is : 
Dr.  M.  Arthur  Kline,  Executive  Secretary, 
The  American  Medical  Society,  11  Univer- 
sitatsstrasse,  Vienna  1,  Austria. 

At  the  same  time,  President  Ellsworth 
Bunker  of  the  American  Red  Cross  in  Wash- 
ington sent  a letter  to  A.M.A.  President  Mur- 
ray, asking  doctors  to  contribute  generously 
to  the  $5,000,000  Red  Cross  fund  for  Hun- 
garian relief. 


“Medicine  is  a proud  profession  and  we 
should  particularly  care  for  our  own.  The 
great  majority  of  Hungarian  refugees  are 
workers  and  laborers  and,  as  such,  they  will 
experience  little  difficulty  in  finding  work. 
The  doctors,  however,  most  of  whom  speak 


“Because  of  your  organization’s  tradition- 
al concern  for  our  fellow-men  and  its  fine 
record  of  support  for  humanitarian  causes,” 
the  letter  said,  “I  urge  that  you  call  the  at- 
tention of  your  members  to  this  special  ap- 
peal.” (From  Secretary’s  Letter  No.  384). 
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BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
^SHOE^CORRECTIO 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


i ! 

j When  You  Need  Medication  | 

j for  Patients  in  Northeast  | 

I Lincoln,  Call  j 

j ^ ^ j 

| Mayo  Drug  Co.  j 

j “The  Drug  Store  on  the  Corner”  j 
j Phone  6-2353  2700  North  48th  j 

{ — We  Deliver  — j 

j (Serving  Our  Community  for  33  Years)  j 


Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  2,  NEBRASKA 
Since  1902 


Current  Comment 

Citizen  Advisory  Committee  Created  by 
State  Society — 

To  point  the  way  toward  better  commun- 
ity service  by  doctors,  the  Oregon  State  Med- 
ical Society  has  established  an  advisory  com- 
mittee of  10  men  drawn  from  professional 
groups  other  than  the  medical  field.  The 
committee  will  serve  as  a sounding  board  for 
medical  society  public  relations  projects  dur- 
ing the  next  two  years.  At  the  first  meeting 
last  month,  the  newly  elected  advisory  board 
met  in  round  table  discussion  with  the  so- 
ciety’s PR  committee  to  explore  the  areas 
where  private  medicine  can  be  of  better  serv- 
ice to  the  people  of  Oregon.  Society  presi- 
dent, Dr.  E.  G.  Chuinard,  said  at  the  meet- 
ing, “We  doctors  appreciate  the  enthusias- 
tic response  from  labor,  business,  industry 
and  the  press  who  comprise  the  advisory 
committee.  They  can  help  us  to  see  our- 
selves as  others  see  us.” 

All  charter  members  of  the  new  committee 
were  quick  to  accept  appointments.  Their 
first  step  was  to  inaugurate  a “Physician  of 
the  Year”  award  for  exceptional  community 
service^  Official  award  entry  blanks  are  be- 


ing forwarded  to  component  medical  soci- 
eties. Local  committees  of  physicians  and 
representatives  from  other  professions  have 
been  asked  to  select  one  physician  as  a can- 
didate for  the  state  award  . . . Dr.  A.  J. 
Kreft,  state  PR  chairman,  said  his  commit- 
tee members  feel  the  award  will  remind  pri- 
vate physicians  of  their  responsibility  to 
join  in  worthwhile  civic  enterprises  and,  to 
the  public,  the  award  should  symbolize  the 
sincere  desire  of  physicians  everywhere  to 
play  an  active  role  in  community  affairs. 
(From  PR,  Nov.,  1956). 

“It’s  A Headache” — 

Doctor  Henry  Ogden  of  Louisiana  State 
University  School  of  Medicine  says  all  head- 
aches are  characterized  by  some  kind  of  dis- 
turbance of  blood  vessels.  He  gives  some 
interesting  figures  some  of  which  are  related 
here.  According  to  Lee  Sharfstein  whose 
abstract  is  quoted,  sixty  per  cent  of  people 
get  headaches.  An  unmarried  woman  under 
twenty  probably  has  this  malady  most  often. 
Farmers  are  less  susceptible  than  others,  and 
medical  students,  business  executives,  and 
other  professional  people  are  high  on  the 
(Continued  on  page  56- A) 
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ANNUAL  CLINICAL 
CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  5,  6,  7 and  8,  1957 

PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
on  subjects  of  interest  to  both  general  practitioner 
and  specialist. 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and 
time-saving  Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservation  at  the  Palmer  House. 


RALPH  CLINIC 

Formerly  The  Ralph  Sanitarium 

A Department  of  the  Benjamin  Burroughs  Ralph  Foundation  for  Medical  Research 

Ralph  Emerson  Duncan,  M.D.,  Medical  Director. 

529  HIGHLAND  AVENUE  • KANSAS  CITY  6,  MISSOURI 

Telephone  Victor  2-3622 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

J.  M.  Woodward,  Lincoln President 

Russell  R.  Best,  Omaha President  Elect 

L.  S.  McNeill,  Campbell Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — J.  D.  McCarthy,  Omaha;  Earl  F.  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  D.  B.  Steenburg,  Aurora 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

Clarence  Minnick Cambridge 

COMMITTEES 

Education 

Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

Blood  Products 

J.  R.  Schenken,  Chm Omaha 

D.  H.  Morgan,  Sr McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

F.  A.  Mountford Davenport 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

R.  B.  Adams Lincoln 

C.  R.  Brott Beatrice 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

General  Education  Committee 
John  Thomas,  Chm Omaha 

D.  B.  Steenburg Aurora 

E.  B.  Reed Lincoln 

Hospital  and 
Professional  Relations 

John  Schenken,  Chm Omaha 

Howard  B.  Hunt Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

Fay  Smith Imperial 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publications 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

P.  J.  Huber Crete 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


Earle  G.  Johnson — Grand  Island 

Max  Gentry Gering 

Fay  Smith Imperial 

M.  A.  Johnson Plainview 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

Horace  Munger Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm. Nebr.  City 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

H.  D.  Kuper Columbus 

Prepayment  Medical  Care 

John  Brush,  Chm Omaha 

John  T.  McGreer,  Jr Lincoln 

B.  R.  Famer Norfolk 

Public  Relations 

Houghton  F.  Elias,  Chm._Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebr.  City 

Geo.  Hoffmeister Hastings 

R.  L.  Cassel Fairbury 

D.  B.  Wengert Fremont 

Rural  Medical  Service 

Charles  Ashby,  Chm Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Scientific  Assembly 

Lee  Stover,  Chm Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

R.  B.  Adams Lincoln 

E.  L.  MacQuiddy,  Jr Omaha 

Paul  Peterson Lincoln 

H.  D.  Runty DeWitt 

Speakers  Bureau 
Robert  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O'Neil Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
Paul  Maxwell,  Chm Lincoln 

A.  J.  Schwedhelm Norfolk 

Ralph  Moore Omaha 

B.  R.  Bancroft Kearney 

L.  S.  Campbell Omaha 

R.  E.  Garlinghouse Lincoln 


Veteran  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

Horace  Munger Lincoln 

R.  0.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

Isaiah  Lukens Tekaman 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

O.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Diabetes 

Morris  Margolin,  Chm Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

L.  E.  Dickinson,  Jr McCock 

Fracture 

Chester  Waters,  Jr.,  Chm.  -Omaha 

John  Heinke Scottsbluff 

Frank  Stone Omaha 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Donald  Vroman Omaha 

Harold  Harvey Lincoln 

Mental  Hygiene 

Robert  J.  Stein,  Chm Lincoln 

Charles  G.  Ingham Norfolk 

J.  Whitney  Kelley Omaha 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm Omaha 

M.  C.  Howard Omaha 

John  M.  Thomas Omaha 

Public  Health 

H.  C.  Stewart,  Chm._Pawnee  City 

E.  A.  Rogers Lincoln 

0.  R.  Hayes Kearney 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Donald  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

William  F.  Novak Omaha 
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PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 
IN  PLASTIC  COMPOUND ★ ^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

"A"  The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-AcMon 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Fool.” 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowcc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

. 


PHYSICIANS'  EXCHANGE 


FOR  SALE  — Widow  of  physician  wishes  to  sell, 
at  greatly  reduced  values,  instruments  and  other 
equipment  including  Bausch  and  Lomb  Monocular 
microscope,  bauman  ometer,  sphygmoman  ometer, 
stethescopes,  office  and  diet  scales,  syringes,  large 
two  door  steel  storage  cabinet,  oak  desk  and  chair. 
Contact  Mrs.  Eugene  T.  Phelps,  Hebron,  Nebraska. 

POSITION  VACANCY  — General  Practice  Resi- 
dency, two  years,  Stanislaus  County  Hospital,  Mo- 
desto, California,  400  bed  hospital  fully  approved 
by  the  Joint  Commission  on  Accreditation;  Salary — 
$500.00  per  month.  Address  communications  to  Dr. 
Allan  A.  Craig,  M.D.,  Stanislaus  County  Hospital, 
Modesto,  California. 


WANTED — A physician  associate,  in  mid- western 
town.  Nine  room,  air-conditioned  office,  utility 
room.  This  should  be  investigated  in  person.  Will 
eventually  be  in  full  possession.  No  investment 
needed.  Write  Nebraska  State  Medical  Journal, 
1315  Sharp  Bldg.,  Lincoln. 


FOR  SALE — General  Practice — Northwest  Oma- 
ha. Ground  floor,  new  building,  low  rent — $115  per 
month.  $20,000  to  $25,000  collections  per  year  with- 
out major  surgery,  will  introduce.  Equipment  it- 
self worth  well  over  price.  X-ray — EKG  and  en- 
tire 6 rooms  fully  equipped.  Terms,  $5,000  total. 
Reason:  joining  group  out  of  state.  Write  Dr.  F. 
J.  Anderson,  2748  N.  63rd  St.,  Omaha.  Telephone 
WA-8488  or  TE-2053. 


‘THsUfonactcce 


"The  Doctor  and  the  Law” 
prepared  by  our  Law  Department 
keeps  policyholders  informed 
on  reducing  malpractice  expense 


S/iccccUcjed  Service 

Ftuz&e<i  ocvi  cC<xct&i 

THEj 

Medical  PRaFECTiyEf 

Fort.Waykhe;  Indiana 

Professional  Protection  Exclusively 
since  1899 


El 

f u 


OMAHA  Office: 

Bert  Davis,  Representative 
Hillcrest  Apts.  103,  Ralston 
Omaha  Tel.  MArket  4200 


J 
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Current  Comment 

(Continued  from  page  53- A) 

percentage  list.  Aside  from  the  more  seri- 
ous causes,  fatigue,  hunger,  sexual  tension, 
allergic  reactions,  acute  nasal  trouble,  and 
excessive  smoking  are  listed  as  the  immedi- 
ate causes  of  headache. 


We  See  by  the  Medical  Newspapers  That — 

— Shark’s  liver  oil  helps  irradiation-pro- 
duced leukopenia. 

— Blocking  synthesis  of  cholesterol  in  liver 
lowers  blood  cholesterol. 

— Air  impurities  may  be  more  carcino- 
genic than  tobacco. 

— Calf  embryo  skin  may  be  used  for  tem- 
porary grafts  in  the  human. 

— Hypertension,  overweight,  and  elevated 
blood  cholesterol  present  in  the  same  indi- 
vidual at  the  same  time,  between  the  ages 
of  45  and  62,  increase  likelihood  of  coronary 
heart  disease  by  nine  times  over  the  man 
with  none  of  these  things. 

— Orion  is  said  to  be  far  superior  to  other 
materials  in  replacing  damaged  dura  mater. 
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AMEF  State  Chairmen’s  Meeting, 

Sunday,  Jan.  27,  1957 — 

The  Sixth  Annual  Meeting  of  the  Ameri- 
can Medical  Education  Foundation’s  State 
Chairmen  will  be  held  on  Sunday,  Jan.  27, 
1957,  at  the  Drake  Hotel  in  Chicago.  The 
Foundation  will  pay  the  expenses  of  one  man 
from  each  state,  but  others  who  are  interest- 
ed are  welcome,  and  accommodations  will 
be  arranged  for  them. 


Colorado  First  to  Sign  “Medicare”  Contract” — 

According  to  Secretary’s  Letter  Nov..  14, 
the  Colorado  State  Medical  Society  and  the 
Washington  State  Medical  Association  share 
a “first”  in  concluding  “Medicare”  contracts 
under  P.L.  569,  the  military  dependents’ 
medical  care  act.  Because  Colorado  could 
sign  their  contract  on  the  ground  while 
Washington’s  had  to  be  returned  to  Seattle, 
Colorado  became  the  first  to  “sign,  seal,  and 
deliver”  their  contract. 

The  Academy  of  Medicine  of  Cincinnati 
Will  Celebrate  100th  Birthday — 

The  Academy  of  Medicine  of  Cincinnati 
cordially  invites  all  physicians,  their  fam- 
ilies, and  their  patients  to  its  100th  Birthday 
Party,  February  27  through  March  5,  1957. 
In  order  to  officially  observe  the  occasion, 
a Health  Museum  and  Exposition  will  be 
established  in  Cincinnati’s  spacious  and  his- 
toric Music  Hall.  One  hundred  and  seventy- 
five  health  and  scientific  exhibits,  repre- 
senting medicine,  hospitals,  research  cen- 
ters, public  health,  nursing,  pharmacy  and 
industry  will  be  displayed  in  the  north  and 
south  halls.  Notable  among  these  exhibits 
and  occupying  some  4,000  square  feet  of 
space,  will  be  an  atomic  energy  exhibit  from 
the  American  Museum  of  Atomic  Energy  en- 
titled “Atoms  for  Peace.” 

Dr.  Paul  D.  White  and  Dr.  Walter  Al- 
varez, noted  medical  scientists  and  authors, 
have  accepted  invitations  to  be  among  the 
distinguished  guest  speakers. 

The  Centennial  Convocation  will  be  held 
on  the  last  night  of  the  Exposition,  March 
5,  1957.  The  Convocation  address  will  be 
given  by  Sir  Edward  Appleton,  Nobel  Lau- 
reate, Edinburgh,  Scotland,  and  civic  lead- 
ers, officials  of  both  the  American  and  State 
Medical  Associations,  and  Government  dig- 
nitaries will  take  part  in  the  elaborate  cere- 
monies. 


SPLINT  & BRACE 
SHOP. . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 

'CERTIFIED 

We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  21644 


REPRINTS  v 

Technical  Article  = 

Are  a direct 
presentation 
of  research 

and  ® 

A valuable 
supplement  to  any 
doctor's  library 

It  costs  very  little 
^ to  run  reprints — 

write  us  for  prices 

NEWS  Printing  Service 

118  North  Fifth 
Norfolk,  Nebraska 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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Meat... 
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and  the  Need  for  Reasonable  Amounts 
of  Fat  to  Maintain  Good  Health 

Th  e place  of  dietary  fat  in  human  nutrition  is  being  widely  dis- 
cussed. Scientists  who  know  tell  us  that  some  fat  is  desirable  in 
our  everyday  diet  whether  body  weight  has  to  be  reduced  or  not. 

Why  are  fats  important  to  good  health?  Because  they  con- 
tribute to  the  processes  of  growth  and  replacement  of  tissue. 
Because  they  are  an  important  source  of  calories.  Because  they 
make  foods  more  inviting  and  better  tasting. 

Despite  great  advances  in  nutritional  knowledge  the  exact 
role  of  fat  in  the  diet  is  not  yet  fully  defined.  Yet  it  is  known  that 
some  fat  is  necessary  in  healthful  day-to-day  nutrition. 

For  good  health,  good  nutrition,  and  tastier  meals,  be  sure 
there  is  some  fat— in  reasonable  amounts— in  your  daily  diet. 
Meat — the  most  versatile  of  high  protein  and  B vitamin  foods — 
because  of  its  many  varieties  and  cuts  is  an  excellent  vehicle  to 
provide  this  essential  fat  in  any  amount  desired.  Animal  fat 
products,  such  as  lard,  are  not  only  economical,  but  add  delight- 
fully to  the  taste  appeal  of  hundreds  of  recipes. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 
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greater  antibacterial  efficacy. . . 


Chloromycetin* 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.1-7 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 


graph  is  adapted 
Altemeier,  Cul- 
>n,  Sherman,  Cole, 
n,  & Fultz.1 
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Current  Comment 

The  Month  in  Washington — 

The  broad  issue  of  federal  construction 
grants  for  medical  schools  pending  before 
the  85th  Congress  raises  again  a major  ques- 
tion: To  what  extent  is  there  a physician 

shortage  in  the  United  States? 

The  administration,  through  Secretary 
Folsom,  maintains  that  the  need  for  more 
doctors  and  research  scientists  is  increasing 
rapidly  as  the  population  rises,  as  medical 
science  grows  more  complex  and  as  re- 
search programs  are  greatly  expanded.  And. 
he  adds,  the  need  undoubtedly  will  continue 
to  increase  in  the  years  ahead. 

Many  of  these  schools  already  are  in  a crit- 
ical financial  plight,  Mr.  Folsom  argues,  and 
they  need  increased  private  and  public  funds 
“just  to  meet  regular  operating  expenses.” 
Under  these  circumstances,  without  further 
aid,  “many  schools  face  almost  impossible 
obstacles  in  raising  funds  for  construction  of 
new  classrooms,  laboratories  and  other  fa- 
cilities.” The  Secretary  then  sounds  this 
warning : 

“Unless  effective  action  is  taken  now  to- 


ward providing  these  facilities,  the  shortage 
of  medical  scientists  will  grow  much  more 
acute  in  the  years  ahead,  and  the  health  of 
the  American  people  will  be  retarded.” 

To  solve  this  problem,  the  administration 
wants  to  broaden  the  program  enacted  last 
year  for  $30  million  a year  for  three  years 
to  help  build  and  equip  laboratories  doing 
research  in  various  diseases.  It  asked  the 
last  Congress  for  $50  million  a year  for  five 
years  for  both  research  labs  and  teaching 
facilities.  The  legislators  only  granted  the 
$30-million-a-year  part.  That,  says  the  ad- 
ministration, is  not  enough. 

And  to  bolster  that  contention,  Mr.  Fol- 
som cites  the  record  on  the  lab  facilities  act : 
within  three  months  after  authorization,  re- 
quests totalling  well  over  $100  million  were 
received  by  the  Public  Health  Service. 

But  when  the  committees  of  Congress — in 
all  likelihood  starting  with  the  House  Inter- 
state and  Foreign  Commerce  group — launch 
their  hearings,  members  will  want  to  know 
just  how  short  the  country  is  of  doctors  and 
whether  reports  of  shortages  take  into  ac- 
( Continued  on  page  30-A) 


4-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


The  Nebraska  State 


Medical  Journal  ™ 

EDITORIAL 

BLUE  SHIELD  AND  MEDICARE 

Blue  Shield  is  the  financial  agent  of  the 
medical  profession  of  Nebraska  in  relation- 
ship to  the  care  of  dependents  of  military 
personnel.  An  '‘agent”  is  one  authorized  by 
a person  (in  this  instance,  by  an  association) 
to  act  for  him  and  in  his  stead  in  the  trans- 
action of  business  for  the  person  appointing 
such  agent.  The  authority  of  the  agent  may 
be  limited  by  agreement  to  the  transaction 
of  certain  items  of  business.  In  the  instance 
of  Blue  Shield  and  Medicare,  the  authority 
is  limited  to  the  financial  dealings  incident 
to  payment  by  the  Federal  Government  to 
the  physician  for  medical  services  rendered 
to  dependents  of  military  personnel  as  de- 
fined in  Public  Law  569. 

The  Nebraska  State  Medical  Association 
is  the  party  that  made  the  contract  with  rep- 
resentatives of  the  Armed  Services  and  set 
up  a schedule  of  allowances  acceptable  to 
both  the  military  services  and  the  profes- 
sion of  our  state.  Prior  to  direct  conversa- 
tions with  the  Armed  Services  about  the  con- 
tract and  the  fee  schedule,  our  Policy  Com- 
mittee designated  Blue  Shield  as  our  finan- 
cial agent  in  these  matters.  This  was  done 
with  full  knowledge  and  consent  of  proper 
representatives  of  Blue  Shield. 

In  order  to  avoid  conflict  with  the  regular 
business  of  Blue  Shield,  and  to  protect  it- 
self and  us  from  difficulties  which  might 
arise  from  differences  in  fees,  or  in  the  man- 
ner of  handling  claims,  Blue  Shield  was  rep- 
resented at  all  conferences  between  the 
Armed  Services  and  our  Association.  As 
Doctor  Donald  Stubbs,  Chairman  of  the 
Government  Relations  Committee  of  the  Na- 
tional Association  of  Blue  Shield  Plans,  said 
at  the  meeting  of  the  Plans  on  November 
3-4,  1956: 

“The  objective  of  the  Blue  Shield  as  a 
fiscal  agent  in  joining  this  program  must  be 
to  have  it  so  arranged  that  a full  discussion 
of  the  operation  in  relation  to  its  other  busi- 
ness could  be  justified  at  every  point  and  so 
arranged  that  both  the  spirit  and  the  letter 
of  the  law  can  be  met. 
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“The  limited  function  of  Blue  Shield  has 
been  clear  from  the  beginning  of  the  ‘Medi- 
care’ program.  We  offered  our  ‘know  how’ 
and  fiscal  services  to  the  medical  profession 
...  to  aid  and  assist  in  getting  this  program 
off  the  ground  but  not  to  build  . . . particu- 
lar parts  of  it  with  our  own  hands.  We 
know  that  confusion  of  the  dependent  care 
program  with  existing  operations  in  Blue 
Shield  would  produce  aggravation  of  some 
of  the  difficulties  already  in  existence.” 

Blue  Shield,  a part  and  parcel  of  the  Ne- 
braska State  Medical  Association,  dedicated 
to  a particular  item  of  our  activities,  had  the 
“know  how”  and  the  machinery  to  handle  the 
fiscal  duties  in  relation  to  the  Medicare 
program.  This  organization  also  has  the 
will  and  the  desire  to  do  this  job  for  us. 
Blue  Shield  will  make  none  of  the  policy 
decisions  but  will  carry  out  the  policies  and 
decisions  formulated  by  the  Armed  Services 
and  our  Association  as  set  forth  in  our  con- 
tract. The  interest  of  the  officers  and  Board 
of  Directors  of  Blue  Shield  in  the  formula- 
tion of  those  policies  and  decisions  was  stim- 
ulated by  a desire  to  avoid  unfavorable  situ- 
ations in  relation  to  their  regular  business — 
health  insurance.  The  state  medical  associa- 
tion is  fortunate  to  be  able  to  command  the 
help  of  Blue  Shield  in  this  somewhat  compli- 
cated matter;  and  we  can  feel  assured  that 
Blue  Shield  appreciates  this  opportunity  to 
co-operate  with  other  segments  of  the  Ne- 
braska State  Medical  Association  and  to  be 
of  service  to  the  medical  profession  of  Ne- 
braska. 

RESEARCH,  EDUCATION,  SERVICE 
(A  Guest  Editorial) 

The  American  Heart  Association  was  re- 
organized in  1947.  Through  the  efforts  of 
its  members  it  has  carried  out  a program  of 
research,  public  and  professional  education, 
and  community  service  programs. 

The  Nebraska  Heart  Association,  an  af- 
filiate of  the  American  Heart  Association, 
was  organized  in  1950,  by  physicians,  along 
with  the  more  specialized  cardiologists,  basic 
scientists  and  laymen.  This  unique  combin- 
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ation  owes  its  origin  to  the  leadership  of  its 
first  president,  Dr.  Harold  C.  Lueth,  whose 
single  motivating  force  provided  the  great- 
est impetus  for  its  organization.  The  asso- 
ciation’s growth,  since  1950,  has  been  ex- 
ceptional. All  aspects  of  this  organization- 
research,  professional  and  financial  are  man- 
aged by  people  of  experience.  This  assures 
wise  spending  of  Nebraska  Heart  Fund 
Campaign  Dollars. 

The  Medical  School  Research  Committee 
of  the  Nebraska  association  have  outlined  a 
policy  that  assures  the  most  effective  use  of 
available  funds.  Much  of  both  theoretical 
and  practical  value  has  been  accomplished. 
Research  advances  have  been  phenomenal. 
They  are,  however,  often  confusing  and  con- 
sequently require  special  skills  to  pursue  the 
desired  direction.  Recipients  of  research 
funds  at  Creighton  University  School  of 
Medicine  and  University  of  Nebraska  College 
of  Medicine,  have  these  special  skills. 

One  of  the  main  objectives  of  the  Nebras- 
ka Heart  Association  is  to  bring  all  Nebraska 
physicians  in  closer  contact  with  the  ad- 
vances in  the  field  of  circulation.  There  are 
few  medical  fields  changing  more  rapidly 
than  cardiology.  As  the  techniques  of  med- 
ical and  surgical  practice  become  of  greater 
actual  value  and  at  the  same  time  more  com- 
plicated, greater  effort  has  been  made  to 
carry  out  the  objective  of  professional  edu- 
cation. Speakers  at  the  Annual  Scientific 
Sessions  have  directed  attention  to  the  most 
promising  new  studies,  translating  them  in- 
to immediate  use  at  the  bedside.  Cardiac 
conferences  are  being  held  over  the  state. 
In  addition  to  this  it  may  bring  out-of-state 
speakers  for  multiple  district  meetings  for 
specific  purposes.  A new  field  director,  Mr. 
Warren  H.  Page,  is  representing  the  associa- 
tion in  western  Nebraska.  He  will  be  avail- 
able to  help  physicians  organize  professional 
and  lay  programs.  The  public  Education 
Committee  is  informing  Nebraskans  about 
the  problems  of  heart  disease  through  its 
Community  Service  Programs.  These  pro- 
grams have  stimulated,  not  through  fear  nor 
through  an  emotional  appeal,  the  interest  in 
the  organization  necessary  to  carry  out  the 
association’s  research  programs.  Plans 
have  been  made  to  recruit  County  Education 
Chairmen  so  that  the  program  can  be  firm- 
ly based  on  the  local  level. 

The  Nebraska  Heart  Association  extends 
an  invitation  to  all  Nebraska  physicians  to 


become  a part  of  a program  that  is  exclusive- 
ly devoted  to  the  problems  and  advances  in 
the  field  of  circulation  and  the  mutual  edu- 
cation of  physicians  and  laymen. 

W.  D.  WRIGHT,  M.D. 

Current  Comment 

National  Board  Increasing  in  Popularity 
and  Usefulness — 

The  number  of  candidates  for  the  exam- 
inations offered  by  the  National  Board  of 
Medical  Examiners  shows  a constant  in- 
crease. The  use  of  these  examinations  for 
purposes  other  than  National  Board  Certifi- 
cation is  increasing. 

During  1956,  Part  I of  the  three-part  ex- 
amination was  taken  by  3,475  candidates. 
Six  and  seven-tenths  per  cent  failed.  The 
year  before,  there  were  611  fewer  candi- 
dates. Part  II  was  taken  by  2,182  candi- 
dates, with  1.2  per  cent  of  failures.  The 
total  number  of  Diplomates  has  now  reached 
34,040. 

In  addition  to  certification  for  purposes 
of  licensure,  medical  schools  use  the  examin- 
ations furnished  by  the  National  Board  as 
medical  school  exercises.  Certain  specialty 
boards  request  the  National  Board  to  pro- 
vide an  evaluation  of  specialty  board  appli- 
cants. Also,  state  boards  of  medical  exam- 
iners may  use  examinations  prepared  by  the 
National  Board.  In  this  case,  the  National 
Board  grades  the  answers,  but  the  state 
boards  retain  the  privilege  of  determining 
who  passes  and  may  be  licensed.  Use  is 
also  made  of  National  Board  examinations 
to  evaluate  the  educational  level  of  foreign 
physicians  seeking  to  practice  in  the  United 
States  in  some  capacity. 

We  See  Under  “New  and  Nonofficial 
Remedies”  That — 

Mecamylamine  Hydrochloride  (Inversine 
Hydrochloride)  is  an  improvement  over 
hexamethonium  in  that:  It  is  almost  com- 
pletely absorbed  from  the  gastrointestinal 
tract,  hence  constipation  or  diarrhea  do  not 
have  as  much  effect  on  its  activity;  meca- 
mylamine produces  a less  abrupt  fall  in  blood 
pressure,  and  its  hypotensive  action  is  more 
prolonged;  it  is  effective  in  smaller  doses. 

The  contraindications  are  the  same  as 
hexamethonium  and  other  ganglionic  block- 
ing agents.  Some  degree  of  tolerance  may 
develop. 
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MODERN  CONCEPTS  in 

Rheumatic  Fever * 


In  this  and  the  following  article,  Doctor  Kelley 
first  elucidates  the  subject  of  etiology  and  patho- 
genesis of  rheumatic  fever,  then  applies  the  known 
facts  to  treatment  of  the  disease.  An  interesting 
feature  is  his  recital  of  the  known  facts  about  the 
abnormal  pituitary-adrenal  function  and  the  ab- 
normal rate  of  steroid  metabolism  in  subjects 
suffering  from  rheumatic  fever.  The  second  ar- 
ticle— "Therapy  of  Acute  Rheumatic  Fever" — de- 
lineates a regimen  of  treatment  based,  in  part, 
upon  the  facts  relative  to  "segmental"  adrenal 
insufficiency.  The  results  the  author  reports 
seem  to  lend  firm  support  to  the  thesis  upon 
which  the  therapeutic  regimen  is  based. 

—EDITOR 

^~T)HEUMATIC  fever  is  a chronic, 
JX^inflammatory  disease  producing 
characteristic  changes  in  mesen- 
chymal tissue  and  manifested  pathologically 
and  clinically  by  carditis  as  well  as  evanes- 
cent arthritis.”  This  definition,  quoted  from 
a standard  textbook  on  rheumatic  diseases1, 
expresses  the  modern  concept  of  this  disease. 
The  primary  involvement  is  of  mesenchymal 
tissue  throughout  the  body;  the  well-known 
clinical  and  pathological  manifestations  of 
the  disease  reflect  the  disturbed  metabolism 
of  mesenchymal  tissue.  This  concept  is  ex- 
tremely helpful  in  understanding  the  protean 
manifestations  of  rheumatic  fever,  the  oc- 
currence of  different  combinations  of  mani- 
festations of  the  disease  in  different  indi- 
viduals, the  different  characteristic  disease 
patterns  in  different  age  groups,  the  extreme 
variability  in  severity  of  cardiac  involve- 
ment, and  the  variability  in  duration  of 
rheumatic  activity. 

Aside  from  the  concept  of  rheumatic  fever 
as  a generalized  disease  of  mesenchymal 
tissue,  there  is  at  the  present  time  only  one 
point  of  general  agreement  among  all  in- 
vestigators concerned  with  rheumatic  fever. 
This  concerns  the  etiologic  role  of  the  strep- 
tococcus. Present  evidence  in  this  regard 
is  so  overwhelming  as  to  make  inevitable  the 
conclusion  that  most  if  not  all  attacks  of 
rheumatic  fever  are  initiated  by  a preceding 
streptococcic  infection. 

However,  the  pathogenic  mechanisms  by 
which  streptococcic  infection  initiates  a 
rheumatic  attack  are  not  understood.  Rheu- 

*Presented  before  the  Nebraska  Heart  Association,  October, 
1956. 


VINCENT  C.  KELLEY,  M.D.,  Ph.D. 

From  the  Department  of  Pediatrics, 

University  of  Utah  College  of  Medicine 
Salt  Lake  City,  Utah 

matic  fever  does  not  invariably  follow  all 
streptococcic  infections.  Rather,  only  a 
small  percentage  of  previously  well  indi- 
viduals who  contract  a streptococcic  infec- 
tion develop  rheumatic  fever  as  a sequela2. 
This  proportion  has  been  reported  to  approx- 
imate 3 per  cent  by  several  investigators 
who  have  studied  streptococcus  epidemics  in 
patients  of  different  age  groups,  in  various 
geographic  areas,  and  infected  with  differ- 
ent serologic  types  of  group  A beta-hemo- 
lytic streptococci.  However,  in  patients  who 
have  had  rheumatic  fever,  the  incidence  of 
reactivation  of  the  disease  following  strepto- 
coccic infection  is  comparatively  very  high. 
The  occurrence  of  these  relatively  constant 
ratios  between  number  of  streptococcic  in- 
fections and  number  of  rheumatic  sequelae 
and  the  greater  incidence  of  rheumatic  se- 
quelae following  streptococcic  infections  in 
groups  known  to  be  susceptible  to  rheumatic 
fever  than  in  the  general  population,  in  ad- 
dition to  considerable  other  evidence,  have 
led  to  the  concept  of  host  variability  with 
regard  to  susceptibility  to  rheumatic  fever. 

The  factors  which  determine  the  reaction 
of  the  host  to  a streptococcic  infection,  espe- 
cially those  which  determine  whether  or  not 
rheumatic  sequelae  will  develop  after  that 
infection  are  not  understood.  It  has  been 
postulated  that  rheumatic  susceptibility  is 
an  hereditary  trait  transmitted  by  a men- 
delian  recessive  gene3-6.  However,  the  evi- 
dence presented  in  these  studies  has  not 
been  considered  conclusive.  A more  recent 
study7  presents  data  which  indicate  that 
rheumatic  susceptibility  is  an  hereditary 
trait,  although  the  exact  mendelian  pattern 
of  inheritance  is  not  clear.  If  it  be  granted 
that  rheumatic  susceptibility  is  genetically 
determined,  the  problem  still  remains  of  de- 
fining the  special  physiologic  and  anatomic 
attributes  which  are  inherited  that  make  the 
patient  susceptible  to  rheumatic  fever.  Many 
attempts  have  been  made  to  determine  what 
these  charactristics  micrht  be,  but  these  ef- 
forts have  met  with  little  success. 
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From  present  data,  it  can  be  concluded 
that  there  are  three  groups  of  individuals 
who  may  be  assumed  with  certainty  to  be 
rheumatic  fever  susceptible.  These  groups 
are  as  follows : 

1.  Individuals  who  have  had  a previous 
attack  of  rheumatic  fever. 

2.  Individuals  who  have  had  a previous 
attack  of  Sydenham’s  chorea. 

3.  Individuals  both  of  whose  parents 
have  had  rheumatic  fever. 

In  addition,  in  a fourth  group  of  individu- 
als it  can  be  predicted  with  reasonable  cer- 
tainty that  a high  percentage  of  the  group 
will  be  rheumatic  fever  susceptible.  This 
group  consists  of  those  who  have  positive 
family  histories  for  rheumatic  fever.  Any 
hereditary  physiologic  abnormality  which 
eventually  proves  to  be  the  factor  determin- 
ing rheumatic  fever  susceptibility  must  be 
demonstrable  uniformly  in  all  individuals  in 
the  first  three  groups  and  in  a high  per- 
centage of  the  individuals  of  the  fourth 
group. 

During  the  past  several  years,  different 
groups  of  investigators  have  been  searching 
for  possible  physiologic  or  biochemical  ab- 
normalities in  rheumatic  fever  susceptible 
individuals  which  might  distinguish  them 
from  the  general  population  and  make  it 
possible  to  predict  rheumatic  fever  suscep- 
tibility on  the  basis  of  laboratory  testing 
without  the  patient’s  first  having  had  an 
attack.  From  these  studies  has  arisen  an 
extensive  literature  concerning  biochemical 
abnormalities  which  occur  during  the  acute 
phase  of  rheumatic  fever8.  Those  substances 
whose  concentrations  are  characteristically 
and  non-specifically  altered  during  the 
course  of  acute  disease  have  been  designated 
as  “acute-phase  reactants”  or  “acute-phase 
substances,”  and  a great  many  of  them  have 
been  described.  In  addition  to  these  many 
non-specific  changes  which  occur  in  the 
blood,  there  are  characteristic  changes  in 
the  distribution  of  the  electrophoretic  pro- 
tein fractions  and  the  first  appearance  or 
appearance  in  increased  titer  of  the  various 
specific  anti-streptococcic  antibodies  reflect- 
ing the  preceding  streptococcic  infection. 
However,  none  of  these  changes  which  occur 
during  the  acute  phase  of  rheumatic  fever 
is  specific  for  this  disease  and  none  persists 
beyond  the  period  of  rheumatic  activity.  It 
would  seem  that  these  changes  should  be 
considered  as  resulting  from  rather  than 


contributing  to  the  causation  of  rheumatic 
fever. 

In  our  laboratory,  we  have  been  concerned 
for  some  time  with  the  evaluation  of  pitui- 
tary-adrenal function  in  rheumatic  fever 
and  the  implications  which  this  might  have 
with  regard  to  the  pathogenesis  of  the  dis- 
ease. Although  the  significance  of  the  find- 
ings in  these  studies  cannot  be  evaluated 
completely  as  yet,  certain  abnormalities  in 
pituitary-adrenal  function  have  been  demon- 
strated to  exist  not  only  during  the  acute 
phase  of  rheumatic  fever  but  in  patients  with 
inactive  rheumatic  fever  and  with  chorea, 
and  in  families  of  rheumatic  patients.  Only 
a few  aspects  of  these  studies  will  be  sum- 
marized here. 

The  concentrations  of  17-hydroxy  corticos- 
teroids, the  principal  hormones  elaborated 
by  the  adrenal  cortex  in  man,  are  lower 
than  normal  in  patients  with  rheumatic  fever 
except  during  the  first  few  days  of  illness9. 
On  the  other  hand,  these  same  patients  have 
elevated  blood  ACTH  concentrations10. 
These  low  levels  of  17-hydroxy  corticoster- 
oids might  be  attributable  to  an  increased 
rate  of  their  utilization  by  tissue  if,  as  has 
been  postulated,  such  an  increased  rate  oc- 
curs in  patients  with  rheumatic  fever.  How- 
ever, the  rate  of  disappearance  of  intraven- 
ously administered  hydrocortisone  from  the 
circulation  in  patients  with  rheumatic  dis- 
ease is  slower,  not  faster,  than  normal11. 
Thus,  in  rheumatic  fever  patients,  except 
during  the  “early  acute”  phase,  plasma  17- 
hydroxycorticosteroid  concentrations  are 
lower  than  normal  despite  elevated  concen- 
trations of  ACTH.  Since  the  rate  of  disap- 
pearance of  these  steroids  from  the  circula- 
tion is  not  increased,  these  data  are  inter- 
preted as  indicating  that  the  patient  with 
rheumatic  fever  has  adrenal  insufficiency. 
That  this  adrenal  insufficiency  is  relative 
rather  than  absolute  is  indicated  not  only  by 
the  elevations  of  plasma  steroid  concentra- 
tions which  occur  during  the  early  acute 
phase  of  both  first  and  recurrent  attacks  of 
rheumatic  fever  but  also  by  the  adequate  re- 
sponse of  plasma  17-hydroxycorticosteroids 
to  a large  test  dose  of  exogenous  ACTH8. 

The  occurrence  of  “segmental”  adrenal 
insufficiency  in  certain  conditions  now  is 
well  documented.  For  example,  in  congen- 
ital adrenal  hyperplasia,  in  its  most  classi- 
cal form,  the  patient  is  unable  to  produce 
17-hydroxy  corticosteroids  although  he  con- 
sistently over-produces  certain  other  ste- 
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roids12.  A specific  deficiency  of  one  of 
the  many  enzymes  involved  in  corticosteroid 
metabolism  has  been  demonstrated  to  occur 
in  such  patients  and  to  be  responsible  for 
their  abnormal  steroid  metabolism13. 

It  seemed  not  unlikely  that  the  adrenal  in- 
sufficiency in  patients  with  rheumatic  fever 
also  might  be  “segmental”  in  nature.  There- 
fore, other  studies  have  been  undertaken  to 
investigate  this  possibility.  A modification14 
of  the  fluorometric  technic  developed  by 
Sweat  was  employed  in  these  studies.  In 
this  method  the  two  principal  adrenocortical 
steroids  in  human  blood,  hydrocortisone  (or 
Compound  F)  and  corticosterone  (or  Com- 
pound B)  are  separated  by  column  chroma- 
tography and  then  measured  individually  by 
their  fluorescent  activity.  By  employing 
this  technic  it  was  found14  that  in  patients 
with  active  or  inactive  rheumatic  fever  the 
plasma  corticosterone  levels  are  significantly 
higher  than  those  in  the  control  group. 
Likewise,  when  similar  studies  were  per- 
formed on  the  families  of  rheumatic  fever 
patients  it  was  found  that,  although  among 
the  siblings  of  rheumatic  patients  there  is 
only  a sugestion  of  elevated  values,  the  par- 
ents of  rheumatic  children  apparently  have 
elevated  corticosterone  values  whether  or 
not  they  themselves  have  rheumatic  heart 
disease.  Furthermore,  the  results  of  these 
studies  suggest  that  children  with  rheu- 
matic diseases  not  only  tend  to  have  higher 
plasma  levels  of  corticosterone  but  also  have 
greater  increases  in  the  level  of  this  steroid 
following  ACTH  than  do  normal  children. 
From  these  data  it  appears  that,  whereas 
children  with  rheumatic  disease  produce 
abnormally  small  amounts  of  17-hydroxy- 
corticosteroids,  they  over-produce  corticos- 
terone; thus,  these  individuals  have  “seg- 
mental” adrenal  insufficiency.  In  normal 
human  subjects  Compound  F represents  the 
major  portion  of  the  17-hydroxycorticoste- 
roids  produced  by  the  adrenal  cortex.  In  the 
normal  group  there  were  no  significant  dif- 
ferences between  the  Compound  F values 
(as  determined  by  the  modified  Sweat  tech- 
nic14) and  17-hydroxycorti costeroid  values  (as 
determined  by  the  Nelson  and  Samuels  tech- 
nic15) either  before  or  after  ACTH.  On  the 
other  hand,  in  the  rheumatic  patients,  al- 
though there  was  no  significant  difference 
between  the  resting  Compound  F and  17- 
hydroxycorticosteroid  levels,  there  was  a 
significantly  greater  response  for  17-hy- 
droxycorticosteroids  than  for  Compound  F 


following  ACTH.  In  these  subjects,  in  re- 
sponse to  ACTH,  apparently  a large  propor- 
tion of  the  17-hydroxycorticosteroid  material 
produced  is  not  Compound  F.  These  data 
constitute  further  evidence  of  abnormal 
adrenocortical  function  in  patients  with 
rheumatic  fever. 

Not  only  do  rheumatic  fever  patients  have 
these  abnormalities  of  pituitary  - adrenal 
function,  but  also  during  the  active  phase 
of  the  disease  they  exhibit  definite  abnorm- 
alities in  the  metabolism  of  adrenocortical 
steroids.  The  half-life  of  hydrocortisone  is 
significantly  prolonged  in  patients  with  ac- 
tive rheumatic  fever,  although  in  patients 
with  inactive  rheumatic  fever  the  half-life 
of  this  steroid  is  normal11.  Similarly,  the 
half-life  of  corticosterone  (Compound  B) 
is  prolonged  in  rheumatic  patients,  being  69 
minutes  as  compared  with  39  minutes  in  the 
normal  group14.  On  the  other  hand,  the  rate 
of  metabolism  of  cortisone  appears  to  be  ac- 
celerated in  rheumatic  patients.  In  the 
only  two  patients  that  we  have  had  the  op- 
portunity to  study  in  this  regard  the  half- 
life  values  were  39  and  58  minutes,  respec- 
tively, whereas  in  control  subjects  the  mean 
value  was  94  minutes  and  the  variability  was 
relatively  small. 

Thus,  from  these  studies  there  has  derived 
considerable  evidence  of  abnormal  pituitary- 
adrenal  function  and  abnormal  rates  of  ste- 
roid metabolism  in  patients  with  rheumatic 
fever.  The  significance  of  these  observa- 
tions in  relation  to  the  pathogenesis  of  rheu- 
matic fever  remains  to  be  ascertained. 

There  are,  at  the  present  time,  several 
theories  concerning  the  pathogenesis  of 
rheumatic  fever  which  cannot  be  eliminated 
from  consideration.  The  proponents  of  all 
these  theories  concede  that  the  streptococ- 
cus infection  in  some  way  triggers  the  patho- 
genetic mechanism  and  all  take  into  account 
the  well-known  latent  period  which  occurs 
between  the  acute  streptococcal  infection  and 
the  onset  of  symptomatology  of  rheumatic 
fever.  Whether  the  streptococcus  can  ini- 
tiate a rheumatic  attack  only  in  certain  indi- 
viduals or  whether  individuals  vary  only  in 
the  relative  ease  with  which  they  develop 
rheumatic  manifestations  following  a strep- 
tococcic infection  is  not  known.  Certain  in- 
vestigators feel  that  symptomatology  of 
rheumatic  fever  occurs  only  if  there  is  a con- 
tinuing streptococcic  infection.  The  recent 
demonstration  that  rheumatic  fever  can  be 
prevented  even  by  late  treatment  of  such 
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infections16  seems  to  lend  some  credence  to 
this  concept. 

A theory  which  probably  never  can  be  dis- 
proved unequivocally  is  that  rheumatic  fever 
is  caused  by  a virus  infection  superimposed 
upon  a preceding  streptococcic  infection. 
Whereas,  the  burden  of  final  proof  rests  on 
the  proponents  of  this  theory,  it  still  is  im- 
possible to  say  that  the  theory  is  invalid 
simply  because  no  virus  has  yet  been  isolated. 

Hypersensitivity  may  be  a most  important 
factor  in  the  pathogenesis  of  rheumatic  fe- 
ver. The  arguments  advanced  in  favor  of 
this  have  been  presented  effectively  by  Aika- 
wa17  in  a recent  reviews  Different  investi- 
gators have  varying  concepts  of  the  exact 
mechanisms  involved  but  many  feel  that 
the  well-recognized  abnormal  immunologic 
responses  of  patients  with  rheumatic  fever 
are  fundamental  to  the  pathogenisis  of  their 
disease.  Hypersensitivity  to  the  streptococ- 
cus or  one  of  its  products  or  components  may 
be  of  importance.  A related  concept  is  that 
of  auto-allergy,  which  suggests  that  the  pa- 
tient, rather  than  becoming  allergic  to  a 
streptococcal  product  directly,  becomes  al- 
lergic to  his  own  tissues  or  to  a reaction 
product  or  combination  of  some  tissue 
of  his  body  with  one  of  the  streptococcal 
products.  The  similarity  of  the  manifesta- 
tions of  serum  sickness  to  those  of  rheu- 
matic fever,  and  the  repeated  demonstra- 
tions experimentally  that  rheumatic-like  le- 
sions can  be  produced  in  animals  by  hyper- 
sensitivity reactions  tend  to  give  support 
to  this  theory. 

It  appears  that  several  theories  concern- 
ing the  pathogenesis  of  rheumatic  fever  still 
are  not  disproved.  All  of  these  theories  can 
be  so  modified  as  to  be  in  conformity  with 
all  known  facts  concerning  rheumatic  fe- 
ver. The  mechanism  in  each  instance  could 
be  triggered  by  a streptococcic  infection,  or 
even  by  some  other  form  of  severe  stress. 
The  demonstration  of  abnormalities  in  pitu- 
itary-adrenal function  and  in  the  metabolism 
of  adrenocortical  steroids  in  patients  with 
rheumatic  fever  does  not  eliminate  any  one 
of  these  theories  of  pathogenesis.  All  would 
be  compatible  with  these  findings,  and  sev- 
eral of  them  would  nearly  require  adrenal 
insufficiency,  or  at  least,  relatively  low  lev- 
els of  antiphlogistic  adrenal  steroids  in  the 
blood  in  order  to  function.  In  addition, 
these  theories  are  in  no  sense  mutually  ex- 
clusive. It  well  may  be  that  eventually  sev- 
eral or  all  of  them  will  prove  to  be  essential- 


ly correct,  that  they  are  more  intimately  in- 
ter-related than  seems  evident  superficially, 
and  that  they  function  simultaneously  in  the 
production  of  rheumatic  fever.  At  the  pres- 
ent time  there  are  established  only  one  factor 
of  the  environment — the  streptococcus — and 
one  factor  of  the  host  — abnormal  adrenal 
function — both  of  which  are  present  uni- 
formly in  patients  who  develop  rheumatic  fe- 
ver. When  a streptococcic  infection  occurs 
in  a patient  with  relative  adrenal  insuffi- 
ciency, any  or  all  of  the  pathogenetic  mech- 
anisms mentioned,  as  well  as  others,  may  be 
set  into  operation  and  bring  about  the  char- 
acteristic pathologic  involvement  of  mesen- 
chymal tissue  throughout  the  body,  the  clin- 
ical manifestations  of  which  are  recognized 
as  rheumatic  fever. 
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THERAPY  of 

Acute  Rheumatic  Fever* 


THERAPY  of  acute  rheumatic 
fever  long  has  been  a contro- 
versial subject.  Despite  the  an- 
tiquity of  this  disease  and  the  relative  fre- 
quency of  its  occurrence,  its  basic  pathology 
and  physiology  have  been  understood  so  in- 
adequately that  no  rational  fundamental  ap- 
proach to  therapy  has  been  possible.  Until 
recently  the  only  therapy  with  any  defensi- 
ble rationale  has  been  purely  symptomatic. 

Newer  knowledge  of  the  causal  relation- 
ship of  streptococcic  infection  to  rheumatic 
fever  has  provided  rationale  for  one  aspect 
of  therapy  of  an  acute  attack  of  rheumatic 
fever,  the  treatment  of  the  streptococcic  in- 
fection. It  can  be  assumed  with  certainty 
that  a streptococcic  infection  has  been  pres- 
ent during  the  period  immediately  preceding 
the  onset  of  the  acute  attack  of  rheumatic 
fever,  and  the  probability  is  great  that  such 
infection  still  persists  at  the  time  of  the  on- 
set of  the  rheumatic  attack.  Therefore,  the 
first  step  in  the  treatment  of  an  acute  at- 
tack of  rheumatic  fever  is  the  eradication 
of  the  streptococcic  infection.  Although  sev- 
eral different  therapeutic  regimens  for  ac- 
complishing this  have  been  studied,  the  fol- 
lowing are  those  recommended  by  the  Ameri- 
can Heart  Association:  (1)  Benzathine  Peni- 
cillin G:  a single  intramuscular  injection  of 
1,200,000  units  (600,000  units  in  children). 
(2)  Procaine  Penicillin  with  aluminum  mon- 
ostearate in  oil:  three  intramuscular  injec- 
tions of  600,000  units  (300,000  units  in  chil- 
dren) at  three-day  intervals  or,  (3)  Oral 
Penicillin:  250,000  units  three  times  each 
day  for  ten  days.  It  is  recommended  that 
antibiotics  other  than  penicillin  be  consid- 
ered only  as  relatively  poor  substitutes  and 
be  employed  only  for  those  individuals  to 
whom  for  some  valid  reason  penicillin  can- 
not be  administered.  The  sulfonamides  are 
not  effective  enough  in  eradication  of  the 
streptococcic  infection  to  be  recommended 

*Presented  before  the  Nebraska  Heart  Association,  October, 
1956. 
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for  therapy  of  this  type.  In  addition,  there 
is  a clinical  impression  on  the  part  of  many 
that  sulfonamides  are  contraindicated  dur- 
ing the  acute  phase  of  rheumatic  fever  on 
the  basis  that  they  worsen  the  rheumatic 
process. 

Since  it  is  now  established  that  preven- 
tion of  recurrent  streptococcic  infection  is 
esssential  for  prevention  of  recurrent  at- 
tacks of  rheumatic  fever  and  since  the  hos- 
pitalized patient  is  exceptionally  liable  to 
exposure  to  streptococcic  infection,  immedi- 
ately upon  the  completion  of  his  initial 
course  of  anti  - streptococcal  therapy  he 
should  be  placed  upon  a satisfactory  regimen 
for  prophylaxis.  Although  early  treatment 
of  streptococcus  infections,  properly  em- 
ployed, is  effective  in  preventing  rheumatic 
sequelae  it  is  not  an  ideal  approach  to  pro- 
phylaxis because  of  the  difficulty  involved 
in  identifying  the  streptococcic  infection.  It 
has  been  estimated  that  even  under  optimal 
conditions  approximately  40  per  cent  of 
streptococcic  infections  remain  unidentified 
because  of  the  absence  of  characteristic 
symptomatology.  For  this  reason  it  is  con- 
siderably safer,  especially  in  the  patient 
who  has  had  a rheumatic  attack,  to  rely  upon 
prevention  of  streptococcic  infections  rather 
than  their  early  treatment.  The  American 
Heart  Association  recommends  that  such  in- 
dividuals receive  continuous  prophylaxis  ac- 
cording to  one  of  the  following  schedules: 
(1)  Sulfadiazine:  one  gram  per  day  (0.5 
gram  per  day  for  children  weighing  less  than 
60  pounds).  (2)  Oral  penicillin:  200,000  to 
250,000  units  per  day,  or  (3)  Benzathine 
Penicillin  G:  1,200,000  units  intramuscular- 
ly once  a month.  Such  prophylactic  therapy 
should  be  continuous,  not  seasonal,  and 
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should  be  continued  for  the  duration  of  the 
life  of  the  patient. 

Although  a rheumatic  attack  is  initiated 
by  a preceding  streptococcic  infection,  eradi- 
cation of  the  streptococcus  does  not  termin- 
ate the  rheumatic  activity.  The  latter  may 
persist  for  weeks  or  months  despite  appro- 
priate antistreptococcal  therapy.  Thus,  al- 
though the  treatment  of  the  streptococcic 
infection  constitutes  one  important  aspect  of 
therapy  in  acute  rheumatic  fever,  it  is  in  no 
sense  complete  therapy  for  this  disease. 

Rheumatic  fever  is  a disease  not  only  of 
the  heart,  not  only  of  the  joints,  but  of  all 
tissues  with  large  mesenchymal  components 
throughout  the  body.  The  pathologic  changes 
which  occur  in  this  disease  are  changes  pri- 
marily concerned  with  the  ground  substance 
of  connective  tissues.  If  one  is  searching 
for  a rationale  for  therapy  of  a disease  in 
which  the  pathologic  changes  involve  pri- 
marily ground  substance,  it  seems  logical  to 
look  to  ground  substance  for  the  physiologic 
alterations  which  are  important  in  the  de- 
velopment of  the  pathologic  findings.  It  is 
well  known  that  steroid  hormones  elaborated 
by  the  adrenal  cortex  exert  a profound  in- 
fluence on  the  structural  characteristics  of 
ground  substances.  Quantitative  aspects  of 
the  relationship  between  steroid  structure 
and  the  influence  on  the  integrity  of  ground 
substance  have  been  studied  extensively  and 
elucidated  to  a considerable  extent  by  several 
investigators.  There  remains  no  doubt  that 
different  steroids  elaborated  by  the  adrenal 
cortex  exert  strikingly  different  and  in  some 
instances  antagonistic  influences  on  inflam- 
mation1. 

There  is  considerable  evidence  of  abnorm- 
al adrenocortical  function  and  abnormal 
steroid  metabolism  in  patients  with  rheu- 
matic fever2.  Briefly  summarized,  this  evi- 
dence indicates  that : 

1.  Patients  with  rheumatic  fever  have 
relative  adrenal  insufficiency  with  re- 
gard  to  17  - hydroxycorticosteroids. 
(Despite  elevated  blood  ACTH  concen- 
trations they  have  low  concentrations 
of  17-hydroxycorticosteroids  in  the 
blood;  yet  in  response  to  potent  endo- 
genous or  exogenous  ACTH  stimula- 
tion the  blood  17-hydroxy  corticoste- 
roid concentrations  may  become  ele- 

vated in  a normal  manner.  Thus,  the 
ability  of  the  adrenal  cortex  to  respond 
to  stimulation  is  adequate  but  the 


amount  of  stimulation  required  to 
evoke  response  is  increased). 

2.  This  adrenal  insufficiency  is  segmen- 
tal in  type — i.e.  certain  adrenal  hor- 
mones are  over-produced  despite  the 
insufficient  production  of  17-hydroxy- 
corticosteroids. For  example,  these 
patients  have  elevated  circulating  con- 
centrations of  corticosterone  and 
greater  than  normal  increases  in  the 
plasma  concentration  of  this  steroid 
following  ACTH  stimulation.  In  ad- 
dition, in  contrast  to  the  situation 
which  occurs  in  normal  subjects,  al- 
though they  secrete  normal  amounts 
of  17-hvdroxycorticosteroids  following 
ACTH  stimulation,  a large  proportion 
of  this  17-hydroxy  corticosteroid  ma- 
terial is  some  unidentified  steroid 
which  is  not  Compound  F. 

3.  Certain  abnormalities  in  the  metabol- 
ism of  adrenocortical  steroids  occur 
consistently  in  patients  with  active 
rheumatic  fever.  Thus,  in  these  pa- 
tients the  rate  of  metabolism  both  for 
Compound  F and  for  Compound  B is 
slower  than  normal.  On  the  other 
hand,  surprisingly  enough,  it  appears 
that  the  rate  of  metabolism  of  corti- 
sone is  increased. 

There  are,  in  general,  three  aims  which 
one  may  hope  to  accomplish  by  hormone 
therapy  in  any  condition.  (1)  To  replace  a 
deficiency . For  example,  in  the  patient  with 
Addison’s  disease,  the  administration  of 
adrenal  hormones  is  clearly  indicated  for 
this  purpose.  (2)  To  suppress  the  adrenal. 
In  certain  conditions,  e.g.,  congenital  adrenal 
hyperplasia,  the  principal  function  of  hor- 
mone therapy  is  to  suppress  the  release  of 
ACTH  and  thereby,  the  release  of  adrenal 
steroids.  (3)  To  combat  delayed  utilization 
of  adrenal  steroids . 

From  present  data  it  would  appear  that 
there  may  be  rationale  for  hormone  therapy 
in  acute  rheumatic  fever  on  the  basis  of 
each  of  these  three  aims  of  hormone  therapy. 
The  existence  of  adrenal  insufficiency  in  pa- 
tients with  rheumatic  fever  provides  ration- 
ale for  cortisone  therapj^  in  the  treatment  of 
this  disease.  Because  these  patients  have  a 
relative  rather  than  an  absolute  adrenal  in- 
sufficiency, being  capable  of  responding  to 
ACTH  stimulation  by  increasing  their  cir- 
culating concentrations  of  17-hydroxycorti- 
costeroids in  a manner  comparable  with  that 
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in  normal  individuals,  the  use  of  ACTH  ther- 
apy is  as  logical  as  the  use  of  cortisone.  If, 
as  seems  indicated  by  present  evidence,  ab- 
normal pathways  of  steroidogenesis  do  exist 
in  patients  with  rheumatic  fever  and,  there- 
fore, abnormal  end  - products  of  steroido- 
genesis occur,  it  may  be  that  a principal  aim 
in  hormone  therapy  in  this  condition,  should 
be  suppression  of  the  adrenal  rather  than  re- 
placement of  a deficiency.  It  certainly  may 
be  that  both  purposes  are  served  since  the 
patient  who  has  abnormal  production  of  cer- 
tain steroids  likely  also  will  have  a less  than 
normal  production  of  the  usual  end-products 
of  steroidogenesis. 

In  early  acute  rheumatic  fever  the  half- 
life  of  hydrocortisone  is  much  increased  over 
normal,  i.e.,  the  utilization  of  hydrocortisone 
is  delayed.  In  this  phase  of  rheumatic  activ- 
ity the  plasma  steroid  levels  are  high,  as  they 
are  in  other  acute  diseases;  yet  the  patient 
exhibits  a dramatic  symptomatic  response 
when  steroids  are  administered.  It  would 
seem  that  the  symptomatology  here  is  large- 
ly attributable  to  the  delayed  utilization  of 
steroids  and  that  simply  by  increasing  the 
concentration  of  steroids  present  in  the 
blood,  this  is  overcome. 

The  only  other  drug  therapy  in  rheumatic 
fever  (aside  from  anti-streptococcic  thera- 
py) which  has  stood  the  test  of  time,  is  that 
employing  salicylates.  These  drugs  in  mod- 
erate doses  have  been  used  for  many  years  in 
rheumatic  fever  for  their  antipyretic  and 
analgesic  effects.  The  relief  of  acute  rheu- 
matic symptomatology  afforded  by  these 
drugs  is  well  known  to  every  clinician. 
Whether  this  reflects  a “specific”  or  a “non- 
specific” effect  of  salicylates  is  a question 
which  still  remains  the  subject  for  heated  de- 
bate. 

In  1942,  it  was  reported  by  Coburn  and 
Moore3  that  the  administration  of  salicylate 
in  large  doses  to  rheumatic  individuals  dur- 
ing streptococcic  infections  and  for  two 
weeks  thereafter  almost  uniformly  prevented 
the  occurrence  of  rheumatic  fever.  In  1943, 
Coburn4  reported  promising  results  with 
massive  doses  of  salicylates  in  therapy  of 
acute  rheumatic  fever.  Unfortunately,  since 
that  time  other  reports  have  been  much  less 
favorable  and  at  the  present  time  there  still 
remains  some  doubt  whether  salicylate  ther- 
apy even  in  massive  doses  actually  sup- 
presses the  inflammatory  reaction  in  rheu- 
matic fever5. 


Numerous  studies  have  revealed  many  sim- 
ilarities between  the  effects  of  salicylates 
and  those  of  adrenocortical  hormones6.  Be- 
cause of  these  similarities  it  has  been  postu- 
lated that  adrenocortical  stimulation  might 
be  the  principal  mechanism  of  action  of 
these  drugs  in  rheumatic  disease.  For  this 
reason,  an  extensive  study  of  the  relation- 
ship of  salicylates  to  pituitary-adrenal  func- 
tion has  been  undertaken  in  our  laboratories. 
This  study  has  produced  evidence  that  sali- 
cylates do  influence  pituitary-adrenal  func- 
tion in  a manner  that  may  be  important  in 
the  therapy  of  rheumatic  fever.  This  evi- 
dence consists  of  the  following: 

1.  Salicylate  intoxication  in  previously 
normal  individuals  produces  extreme 
elevations  in  circulating  17-hydroxy- 
corticosteroid  concentrations7. 

2.  Similar  elevations  are  produced  in 
guinea  pigs  following  the  administra- 
tion of  large  doses  of  salicylates7. 

3.  Such  elevations  cannot  be  produced  by 
salicylates  in  hypophysectomized  or 
adrenalectomized  guinea  pigs8.  There- 
fore these  elevations  are  considered 
due  to  pituitary  stimulation. 

4.  In  normal  human  volunteers  the  ad- 
ministration of  salicylates  in  usual 
therapeutic  doses  (i.e.  as  employed  in 
rheumatic  fever)  does  not  produce 
consistent  elevations  in  plasma  17-hy- 
droxy corticosteroid  concentrations6. 
Statistical  evaluation  of  the  data  of 
these  experiments  suggests  that  both 
the  release  of  steroids  by  the  adrenal 
and  the  rate  of  their  removal  from  the 
circulation  are  increased  by  salicylates 
and  that  the  increased  rate  of  removal 
from  the  circulation  is  not  reflected 
by  an  increase  in  urinary  excretion  of 
17-hydroxycorticosteroids  or  of  17- 
ketosteroids. 

5.  Preliminary  studies9  of  the  effects  of 
salicylate  administration  on  the  rate 
of  disappearance  from  the  circulation 
of  intravenously  administered  hydro- 
cortisone have  supported  the  concept 
of  a dual  effect  of  salicylates  on  plas- 
ma 17-hydroxycorticosteroids : 

a.  Adrenal  secretion  of  17-hydroxy- 
corticosteroids is  stimulated,  and 

b.  The  half-life  of  hydrocortisone  is 
decreased. 
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As  indicated  previously,  in  rheumatic 
fever  patients  the  half-life  of  hydro- 
cortisone is  much  increased  over  nor- 
mal— in  other  words  the  rate  of  dis- 
appearance of  hydrocortisone  from 
the  blood  is  decreased.  Since  salicy- 
lates cause  an  increased  rate  of  dis- 
appearance of  hydrocortisone  from  the 
blood,  this  might  be  an  important  fac- 
tor in  the  therapy  of  rheumatic  fever. 

6.  The  effects  of  salicylates  in  rheu- 
matic fever  patients  differ  consider- 
ably from  their  effects  in  normal  indi- 
viduals10. These  differences  may  be 
summarized  as  follows: 

a.  Rheumatic  fever  patients  treated 
with  salicylates  have  lower  plas- 
ma 17-hydroxycorticosteroid  con- 
centrations during  therapy  than  be- 
before  starting  therapy  or  after  its 
discontinuation. 

b.  Rheumatic  fever  patients  treated 
with  salicylates  excrete  smaller 
amounts  of  17  - hydroxy  corticoste- 
roids in  their  urine  during  therapy 
than  before  therapy  or  after  its  dis- 
continuance. 

c.  Rheumatic  fever  patients  treated 
with  salicylates,  in  contrast  to  pre- 
viously normal  individuals,  do  not 
develop  elevated  17-hydroxycorti- 
costeroid concentrations  when  they 
develop  salicylate  intoxication. 

It  would  appear  from  these  data  that  the 
anti-rheumatic  effects  of  salicylates  are  not 
dependent  upon  elevated  circulating  levels  of 
adrenal  steroids.  The  possibility  must  be 
considered  that  the  anti-rheumatic  effect  of 
salicylates  is  due,  in  part  at  least,  to  an  en- 
hanced ability  to  utilize  these  steroids.  If 
this  is  the  case,  it  is  conceivable  that  sali- 
cylates also  may  stimulate  the  pituitary- 
adrenal  system,  with  the  increased  secretory 
rate  being  masked  by  the  accelerated  rate 
of  removal  of  steroids  from  circulation.  It 
seems  apparent  that  in  consideration  of  the 
characteristic  abnormalities  of  pituitary- 
adrenal  function  and  metabolism  of  adreno- 
cortical steroids  which  occur  in  rheumatic 
fever,  these  observed  effects  of  salicylates 
on  the  pituitary-adrenal  system  lend  some 
rationale  for  salicylate  therapy  in  this  dis- 
ease. However,  unless  salicylates  produce 
considerably  more  stimulation  for  the  pro- 
duction of  adrenocortical  steroids  than  seems 


apparent  from  these  studies,  there  is  good 
theoretical  reason  to  expect  hormone  thera- 
py to  exert  a greater  therapeutic  effect. 

Clinical  studies  for  the  evaluation  of  the  ef- 
fectiveness of  hormone  therapy  in  rheumatic 
fever  have  resulted  in  many  conflicting  re- 
ports. Most  of  these  studies  have  employed 
rigid  therapy  schedules  with  no  provision 
for  individualization  of  therapy  on  the  basis 
of  the  size  of  the  patient,  the  severity  of  the 
disease,  or  the  response  to  therapy.  It 
should  be  emphasized  that  any  number  of 
such  therapy  schedules  could  be  proposed 
and  that  each  would  require  separate  study 
for  its  evaluation.  Regardless  of  the  num- 
ber of  patients  treated  on  any  such  regimen, 
the  only  legitimate  adverse  conclusions  that 
can  be  made  regarding  the  efficicacy  of  the 
drug  being  studied  must  concern  itself  with 
the  particular  dosage  schedule  employed — 
not  with  the  overall  value  of  the  drug. 

One  regimen  for  hormone  therapy  which 
has  produced  very  promising  results  has 
been  developed  in  our  clinic.  No  claim  is 
made  that  it  represents  the  ideal  regimen 
or  the  only  one  which  will  produce  equally 
good  results.  However,  it  has  been  evolved 
in  a rational  manner  and  based  upon  care- 
fully evaluated  experimental  data. 

From  the  beginning  it  was  assumed  that 
hormone  therapy  should  be  individualized. 
Studies  were  made  using  a wide  range  of 
doses  in  an  attempt  to  determine  whether 
there  might  be  a relationship  between  the 
size  of  the  patient  and  the  dose  of  hormone 
required. 

In  an  early  stage  of  these  studies,  it  was 
found  that  the  minimum  consistently  effec- 
tive initial  dose  of  ACTH  in  therapy  of  acute 
rheumatic  fever  was  approximately  one  in- 
ternational unit  per  pound  per  day11.  Pa- 
tients who  received  this  much  or  more  re- 
sponded considerably  better  with  regard  to 
their  acute  rheumatic  symptomatology  than 
those  who  received  less.  On  the  basis  of  la- 
ter studies  it  was  determined  that  one  inter- 
national unit  ACTH  was  approximately 
equivalent  to  3 mg.  cortisone  with  regard  to 
clinical  response  and  to  the  influence  on  cir- 
culating steroid  concentrations  and  urinary 
17-hydroxycorticosteroid  excretion12.  There- 
fore, a dose  of  cortisone  of  3 mg.  per  pound 
per  day  was  taken  as  the  standard  initial 
dose  of  this  drug  for  therapy  of  rheumatic 
fever  in  our  clinic.  This  initial  daily  dose  is 
continued  not  for  a fixed  period  of  time,  but 
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until  the  response  of  the  individual  patient 
indicates  that  the  dose  may  be  tapered  safe- 
ly. In  patients  treated  early  during  their 
attacks  of  rheumatic  fever,  the  usual  dura- 
tion of  maintenance  of  this  initial  high  dose 
is  between  2 and  4 weeks.  In  patients  who 
have  been  chronically  ill  with  rheumatic  fe- 
ver it  usually  is  longer. 

Several  years  ago,  when  we  first  started 
studying  hormone  therapy  in  rheumatic  fe- 
ver, the  hormones  were  in  very  short  sup- 
ply. Occasionally,  our  hormone  supplies 
would  not  arrive  at  the  expected  time  and 
therapy  would  have  to  be  discontinued  sud- 
denly. Practically  without  exception,  when 
a patient  was  receiving  a high  dose  of  hor- 
mone and  this  suddenly  was  discontinued, 
‘‘clinical  rebound”  occurred13.  For  this  rea- 
son it  appeared  that  gradual  tapering  of  the 
hormone  dose  was  an  important  feature  of 
therapy. 

Initially,  although  it  seemed  that  there 
must  be  some  criterion  by  which  one  could 
determine  when  an  adequate  amount  of  hor- 
mone had  been  given  and  the  dose  could  be 
decreased  safely,  we  were  at  a loss  as  to  what 
this  criterion  might  be.  The  sedimentation 
rate  is  of  little  use  in  this  regard,  since  it 
decreases  to  normal  values  very  early  during 
the  course  of  therapy.  If  therapy  is  dis- 
continued as  soon  as  the  sedimentation  rate 
reaches  normal  there  occurs  almost  uniform- 
ly an  exacerbation  of  the  symptomatology  of 
rheumatic  fever — a phenomenon  which  has 
been  referred  to  as  clinical  rebound.  After 
the  sedimentation  rate  once  becomes  normal 
it  is  of  no  further  value  in  reflecting  the 
course  of  the  patient’s  illness. 

During  the  early  days  of  hormone  therapy, 
the  eosinophil  response  was  taken  as  an  in- 
dicator of  adequate  dose.  However,  for  two 
reasons  this  criterion  is  nearly  worthless  as 
a guide  to  the  hormone  therapy  of  rheumatic 
fever.  First,  a dose  of  hormone  adequate  to 
reduce  the  eosinophil  count  to  zero  often  is 
inadequate  to  produce  any  effect  on  the  dis- 
turbed physiology  of  the  ground  substance, 
as  indicated  by  the  levels  of  acute  phase  re- 
actants, and  also  often  is  found  to  produce 
virtually  no  effect  on  the  clinical  symptoma- 
tology of  rheumatic  fever.  Second,  if  a pa- 
tient is  given  the  same  dose  of  hormone  dailv 
over  a period  of  many  days,  the  eosinophil 
count — which  initially  was  rapidly  reduced 
to  zero  in  response  to  this  dose — often  will 
increase  again  while  the  same  dose  of  hor- 
mone is  continued.  After  careful  study  it 


was  suggested  by  Adams  et  al13  that  the  best 
available  criterion  for  determining  adequate 
duration  of  therapy  with  hormones  was  the 
serum  mucoprotein  response. 

The  mucoprotein  concentration  in  the 
blood  is  always  elevated  in  patients  with 
acute  rheumatic  fever14.  In  patients  who  are 
not  treated  with  hormones,  the  mucoprotein 
level  decreases  gradually  in  parallel  with  the 
sedimentation  rate  and  becomes  normal  after 
40  to  120  days.  In  patients  treated  with  hor- 
mones, in  whom  the  sedimentation  rate  be- 
comes normal  in  2 to  3 weeks,  the  mucopro- 
tein level  usually  decreases  quite  rapidly  at 
first  but  then  reaches  a plateau  at  an  elevat- 
ed level  and  does  not  become  completely  nor- 
mal any  earlier  than  in  the  untreated  pa- 
tient. Thus,  in  the  rheumatic  fever  patient 
treated  with  hormones,  there  is  a rather  long 
period  of  time  after  the  sedimentation  rate 
has  become  normal  when  the  mucoprotein 
level  is  still  elevated,  indicating  that  the  pa- 
tients’ physiologic  disturbance  has  not  been 
completely  corrected.  Therefore,  the  muco- 
protein level  may  serve  as  a guide  to  therapy 
for  a considerable  period  of  time  after  the 
sedimentation  rate  has  become  worthless  for 
this  purpose. 

By  analysis  of  the  data  from  this  study14 
it  was  determined  that  there  was  a signifi- 
cant difference  between  patients  who  exhib- 
ited clinical  rebound  and  those  who  did  not 
with  regard  to  the  mucoprotein  level  at  the 
time  of  discontinuing  therapy.  Of  the  eleven 
patients  who  exhibited  clinical  rebound,  only 
one  had  a serum  mucoprotein  level  lower 
than  6 mg.  per  cent  at  the  time  of  discon- 
tinuation of  therapy,  and  of  the  50  who  did 
not  exhibit  clinical  rebound,  only  5 had  muco- 
protein concentrations  greater  than  7 mg. 
per  cent  at  the  time  of  discontinuation  of 
therapy.  Thus,  the  concentration  of  muco- 
protein at  the  time  of  discontinuation  of 
therapy  constitutes  a fairly  reliable  indicator 
as  to  whether  or  not  clinical  rebound  can 
be  expected. 

Based  upon  these  and  numerous  other 
studies  which  have  not  been  summarized 
here,  the  following  regimen  for  hormone 
therapy  has  been  evolved  in  our  clinic.  In- 
dividualization of  therapy  is  considered  an 
integral  and  important  part  of  this  regimen 
and  is  accomplished  by: 

1.  Adjusting  the  size  of  the  dose  to  the 
size  of  the  patient — one  I.U.  ACTH  or 
3 mg.  cortisone  per  pound  of  body 
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weight  per  day  as  the  minimum  initial 
daily  dose. 

2.  Adjusting  the  size  of  dose  to  the  se- 
verity of  illness;  more  severely  ill  or 
“critical”  patients  receive  a larger  ini- 
tial daily  dose. 

3.  Adjusting  the  duration  of  therapy  ac- 
cording to  the  response  of  the  pa- 
tient. 

Therapy  with  the  full  intial  dose  is  con- 
tinued until  the  following  criteria  have  been 
met: 

1.  No  clinical  evidence  of  activity  re- 
mains. 

2.  The  erythrocyte  sedimentation  rate 
has  been  normal  for  at  least  one  week. 

3.  Serum  mucoprotein  level  has  decreased 
at  least  to  6 mg.  per  cent. 

When  these  criteria  have  been  fulfilled, 
the  dose  is  very  gradually  reduced  in  small 
steps  at  two  to  three-day  intervals.  Before 
each  reduction  of  dose  the  erythrocyte  sedi- 
mentation rate  is  determined ; if  there  is  any 
evidence  of  an  increasing  ESR  the  dose  is 
not  decreased  further  until  this  has  disap- 
peared. 

The  results  of  therapy  with  hormones  em- 
ployed in  this  manner  have  been  encourag- 
ing. They  have  been  presented  in  detail 
elsewhere  and  will  be  summarized  only  brief- 
ly here.  Since  this  regimen  of  therapy  was 
inaugurated,  we  have  had  no  deaths  from 
rheumatic  fever,  have  encountered  no  “side- 
effects”  serious  enough  to  require  discon- 
tinuation of  therapy,  and  have  seen  no  evi- 
dence of  “clinical  rebound”  after  final  dis- 
continuation of  therapy  in  any  patient.  The 
response  of  the  acute  manifestations  of  rheu- 
matic fever  has  been  favorable. 

Objective  evaluation  of  the  effects  of 
therapy  on  the  residual  cardiac  status  of  the 
patient  is  difficult.  In  patients  whose  car- 
diac status  preceding  the  rheumatic  episode 
is  unknown  and  in  those  known  to  have  had 
some  degree  of  heart  damage  from  a previ- 
ous rheumatic  attack,  it  is  nearly  impossible. 
For  this  reason,  only  those  patients  knoivn 
to  have  no  murmur  before  the  onset  of  the 
attack  of  rheumatic  fever  have  been  included 
in  the  following  analysis.  Only  85  patients 
could  be  included  in  this  group.  Of  these, 
49  were  treated  with  either  ACTH  or  corti- 
sone and  36  with  either  salicylates  or  bed- 
rest alone.  Among  these  small  groups  of  pa- 


tients no  difference  was  apparent  between 
the  groups  of  patients  treated  with  ACTH 
and  with  cortisone  and  no  differences  were 
apparent  between  the  groups  treated  with 
bed-rest  alone  and  with  salicylates.  At  the 
time  of  institution  of  therapy  all  of  the  hor- 
mone-treated patients  and  all  but  one  of 
those  not  treated  with  hormones  had  mur- 
murs. At  the  time  of  discharge  from  the 
hospital,  47  per  cent  of  the  hormone-treated 
patients  and  75  per  cent  of  those  not  treated 
with  hormones  had  murmurs.  Thereafter, 
there  was  no  significant  change  with  time 
in  the  incidence  of  residual  murmurs  in  the 
non-hormone-treated  group,  whereas  in  the 
hormone  group  the  incidence  of  residual 
murmurs  decreased  with  each  successive  ex- 
amination until  at  one  year  only  20  per  cent 
had  any  residual  murmur.  At  two,  three 
and  four  years,  respectively,  only  approxi- 
mately 10  per  cent  had  murmurs.  These 
data  indicate  that  hormone  therapy  employed 
in  this  manner  influences  favorably  the 
residual  cardiac  status  in  patients  with  an 
acute  attack  of  rheumatic  fever. 
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DIAGNOSIS  and  MANAGEMENT  of  the  Major 

Chronic  Occlusive 
Arterial  Diseases 


Except  for  a few  relatively  un- 
common syndromes,  practical- 
ly all  chronic  obliterative  ar- 
terial diseases  will  fall  into  two  groups, 
namely,  arteriosclerosis  obliterans  and 
thromboangiitis  obliterans. 

The  occlusive  arterial  syndromes  have  in 
common  the  gradual  reduction  in  the  size 
of  the  lumen  resulting  in  decreased  blood 
flow  in  the  affected  vessel  distal  to  the 
point  of  obstruction.  This  alteration  in 
blood  flow  produces  ischemia  of  tissue.  The 
signs  and  symptoms  resulting  depend  on  the 
organ  affected  by  the  ischemia  and  whether 
the  onset  of  occlusion  is  gradual  or  sudden. 
This  discussion  will  be  limited  to  forms  of 
gradual  occlusion.  In  the  extremities  the 
signs  and  symptoms  are  due  to  a decrease 
in  blood  supply  to  muscles,  nerves  and  skin. 
Involvement  of  vessels  other  than  those  of 
the  extremities  will  give  rise  to  signs  and 
symptoms  which  are  characteristic  for  the 
site. 

ARTERIOSCLEROSIS  OBLITERANS 

The  most  common  form  of  occlusive  ar- 
terial disease  is  arteriosclerosis  obliterans. 
Generally,  the  process  is  first  detected  after 
the  age  of  fifty  years  and  is  more  commonly 
found  in  males1.  There  is  no  racial  pre- 
dilection. The  vessels  of  the  lower  extrem- 
ities are  most  commonly  involved,  although 
the  process  may  involve  vessels  of  the  upper 
extremities  as  well  as  elsewhere. 

The  disease  process  involves  the  media 
and  the  subintimal  layer  of  the  vessel  and 
encroaches  upon  the  lumen.  The  pathologic 
process  is  distinct  from  thromboangiitis 
obliterans.  (See  Table). 

The  onset  of  the  disease  is  usually  gradual 
giving  rise  to  a progression  of  signs  and 
symptoms.  When  the  extremities  are  the 
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site  of  involvement,  intermittent  claudica- 
tion is  usually  the  first  symptom  noted, 
i.e.,  there  is  pain  or  paresthesia  in  the  ex- 
tremity induced  by  exercise  and  relieved 
by  rest.  Intermittent  claudication  must  be 
clearly  defined2.  It  is  pain  on  exercise  re- 
lieved by  cessation  of  activity  without  alter- 
ing the  position  of  the  affected  part.  It  is 
not  the  pain  which  occurs  due  to  standing 
or  assuming  some  other  position.  It  bears 
no  relationship  to  muscle  cramps  occurring 
at  night.  It  is  not  confined  to  arterioscle- 
rosis obliterans  but  may  occur  in  any  dis- 
ease resulting  in  gradual  occlusion  of  an 
artery  to  an  extremity. 

The  skin  of  the  extremity  may  be  cold 
and  moist.  Atrophic  changes  are  found 
in  the  nails3.  The  linear  growth  of  the  nail 
is  retarded  so  that  the  nails  may  not  have 
to  be  trimmed  for  months  or  years.  The 
nail  plate  may  become  thick,  heavy,  rough 
and  darkened.  Onychogryposis,  or  claw  nail, 
may  develop.  There  may  be  diffusion  of 
the  lunule. 

Other  signs  include:  ulceration  and  gan- 
grene; diminished  to  absent  arterial  pulsa- 
tions ; palor  of  the  extremity  on  elevation  and 
excessive  rubor  on  dependency ; systemic 
hypertension  and  sclerosis  of  the  retinal 
arteries. 

Involvement  of  vessels  other  than  those 
of  the  more  distal  portion  of  the  extremi- 
ties gives  rise  to  signs  and  symptoms  char- 
acteristic for  the  site.  Thus,  a series  of 
distinct  syndromes  have  evolved.  Two  of 
the  more  common  ones  are : 
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TABLE  1 

DIFFERENTIAL  POINTS  BETWEEN  ARTERIOSCLEROSIS 
OBLITERANS  AND  THROMBOANGIITIS  OBLITERANS 


Arteriosclerosis  Obliterans 

Media Marked  degeneration  with  ir- 

regular thinning,  fibrosis, 
and  sometimes  calcinosis. 

Subintimal  Layer Extensive  atheroma  formation 

with  fat  and  cholesterol. 

Thrombus Often  incomplete,  with  irregu- 

lar and  relatively  acellular 
organization. 

Incidence Very  common. 

Clinical Common  past  fifty  years. 


Males  predominate. 

No  racial  predilection. 
Concurrent  venous  disease 
occurs  infrequently. 
Upper  extremities  rarely 
involved. 


Thromboangiitis  Obliterans 

Fibroblastic  proliferation,  but  no 
degeneration  and  no  significant 
calcinosis. 

No  atheroma,  no  fat,  and  no 
cholesterol. 

Usually  complete  with  very  celu- 
lar  organization. 

Relatively  infrequent. 

Common  before  fifty  years. 

Males  predominate. 

Thirty  per  cent  are  Jews. 

Concurrent  venous  disease  is 
usual. 

Upper  extremity  involved  in  fifty 
per  cent  of  cases. 


SYNDROME  OF  ISCHEMIC  NEURITIS 

Occlusion  of  arteries  supplying  nerves 
gives  rise  to  pain  of  varying  intensity  from 
mild  neuritis  to  excruciating  pain  simulat- 
ing sudden  occlusion.  If  the  artery  is  suf- 
ficiently distal,  pain  may  occur  in  the  ex- 
tremity showing  the  typical  obliterative 
phenomenon.  If  sufficiently  proximal  (fe- 
moral or  iliac  arteries),  the  pain  of  ischemic 
neuritis  is  as  likely  to  occur  in  a non-oc- 
cluded  extremity  as  in  an  occluded  one. 

The  pain  syndrome  is  characterized  by: 

1.  Paroxysms  of  pain  occurring  at  rest 
and  involving  most  of  the  leg  or  foot.  The 
pain  is  usually  made  worse  by  change  in 
position  but  not  by  application  of  heat. 
It  is  usually  worse  at  night.  Rest  pain, 
although  characteristic  of  ischemic  neuri- 
tis, may  also  be  seen  in  sudden  arterial 
occlusion,  indolent  ulceration,  gangrene, 
and  in  the  late  stages  of  chronic  occlusive 
arterial  disease. 

2.  Blanching  of  the  skin  due  to  vaso- 
spasms may  accompany  the  pain. 

3.  Objective  neurological  changes  such 
as  hyperesthesia,  anesthesia,  loss  of  re- 
flexes, and  paralysis  are  rarely  found  and 
then  only  if  the  condition  is  severe. 

In  order  to  make  a diagnosis  of  ischemic 
neuritis,  there  should  be,  in  addition,  def- 
inite signs  of  peripheral  arterial  insuffi- 
ciency due  to  occlusion. 


SYNDROMES  OF  SEGMENTAL 
ARTERIAL  OCCLUSION 

Arteriosclerosis  obliterans  results  usually 
in  local  occlusion  of  an  artery  either  by 
means  of  an  arteriosclerotic  placque  pro- 
jecting into  the  lumen  of  the  vessel  or  by 
thrombus  formation  near  the  site  of  placque 
formation5.  The  dorsalis  pedis  and  poster- 
ior tibial  arteries  are  the  points  of  predilec- 
tion. Not  infrequently,  however,  the  termin- 
al aorta  at  or  near  its  bifurcation  or  the 
more  distal  ileo-femoral  and  popliteal  arter- 
ies are  the  site  of  involvement.  It  is  the 
latter  group  which  are  diagnostically  impor- 
tant since  thejr  can  be  treated  surgically6. 
Where  aortic  or  ileo-femoral  occlusion  oc- 
curs, the  femoral  artery  pulsations  are  dim- 
inished to  absent  — bilaterally  in  the  case 
of  occlusion  within  the  aorta  and  unilateral- 
ly in  the  case  of  iliac  or  femoral  involve- 
ment. 

Occlusion  of  the  terminal  aorta  results 
in  a well  documented  syndrome  (Leriche’s 
Syndrome)7’ 8> 9.  Ileo-femoral  occlusion  will 
result  in  a similar  picture  except  that  the 
findings  will  be  unilateral. 

Leriche’s  Syndrome — This  diagnosis  should 
be  suspected  in  middle  aged  males  with  peri- 
pheral vascular  symptoms,  with  relatively 
normal  skin  temperature  and  'color  in  com- 
parison with  the  leg  complaints,  symmetri- 
cal global  atrophy  of  both  lower  limbs,  in- 
ability to  maintain  a stable  penile  erection, 
and  absent  femoral  pulsations.  Impotence 
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is  classical  for  Leriche’s  Syndrome.  This 
part  of  the  history  usually  requires  per- 
sistent interrogation. 

The  patient  may  have  pallor  of  the  lower 
extremities  on  standing.  There  is  usually 
easy  fatigability  and/or  claudication  of 
both  lower  extremities.  Characteristically 
the  claudication  is  more  proximal  than  that 
usually  seen  in  chronic  occlusive  arterial  dis- 
ease, i.e.,  it  involves  the  hips,  thighs,  but- 
tocks and  mid-lumbar  area12.  Oscillometric 
impulses  in  the  leg  or  thigh  are  decreased 
to  absent.  In  contrast  to  normal  individuals, 
aortic  pulsations  will  not  be  perceived  on 
deep  palpation  just  below  the  umbilicus.  A 
slight  thrill  may  be  felt  close  to  Poupart’s 
ligament.  Blood  pressure  may  show  slight 
to  marked  elevation  depending  upon  wheth- 
er or  not  the  renal  artery  is  occluded10. 
Ischemic  neuritis  may  occur  concurrently. 
An  aphorism  well  worth  remembering  is : 
“ Never  diagnose  neuritis  or  polyneuritis  of 
the  lower  extremities  unless  palpation  of  the 
f emoral  pulses  and  oscillometric  studies 
have  been  done 7.”  Patients  may  show  para- 
doxical arterial  pulse  findings,  i.e.,  femoral 
pulses  will  be  absent  while  dorsalis  pedis 
and  posterior  tibial  pulses  are  present.  This 
occurs  when  collateral  circulation  develops 
around  the  point  of  occlusion..  It  is  not 
important  to  elicit  the  majority  of  these 
signs  and  symptoms  since  only  a few  of 
them  may  be  present  in  any  one  individual. 
In  addition,  predominantly  unilateral  man- 
ifestations are  not  inconsistent  with  Lerich’s 
syndrome,  since  usually  the  occlusion  in- 
volves one  or  both  iliac  arteries  to  some  de- 
gree. 

THROMBOANGIITIS  OBLITERANS 

Thromboangiitis  obliterans11,  or  Buerg- 
er’s disease,  is  a segmental  inflammatory 
obliterative  disease  of  arteries  and  veins 
usually  occurring  in  young  and  middle  aged 
males.  It  involves  both  peripheral  and 
visceral  vessels  resulting  in  ischemia  and 
gangrene  of  tissues.  The  typical  case  ex- 
hibits a long  histoiy  of  intermittent  claudi- 
cation. Although  the  lower  extremities  are 
more  commonly  involved,  the  upper  extrem- 
ities are  frequently  involved  as  well.  Cal- 
cification of  the  vessels  of  the  lower  extrem- 
ities usually  is  not  remarkable11.  The  suf- 
ferer usually  gives  a history  of  migrating 
thrombophlebitis,  ulceration  of  toes,  in- 
creased susceptibility  to  cold,  and  excessive 
use  of  tobacco. 


Thromboangiitis  obliterans  must  be  dif- 
ferentiated primarily  from  arteriosclerosis 
obliterans  (see  table).  In  contrast  to  the 
latter  disease,  thromboangiitis  obliterans  is 
relatively  uncommon12.  The  frequency  with 
which  the  disease  is  seen  is  explained  by 
the  need  of  these  individuals  for  almost 
constant  medical  care. 

These  individuals  present  themselves  with 
typical  obliterative  vascular  disease.  It  be- 
hooves the  physician  to  evaluate  critically 
the  patient’s  complaints  and  to  hesitate  mak- 
ing a diagnosis  of  thromboangiitis  obliterans 
without  fairly  rigid  criteria.  On  the  basis 
of  frequency  of  occurrence  one  would  ex- 
pect to  see  more  arteriosclerosis  obliterans 
than  thromboangiitis  obliterans.  Practical- 
ly all  obliterative  arterial  disease  will  fall 
into  these  two  groups.  Generally  speaking, 
if  the  process  is  first  detected  after  the 
age  of  fifty,  it  most  probably  is  arterioscle- 
rosis obliterans.  If  one  demonstrates  dia- 
betes, hypertension,  and  X-ray  evidence  of 
calcification  of  arteries,  the  diagnosis  of 
arteriosclerosis  obliterans  is  practically  cer- 
tain11. One  must  bear  in  mind  however, 
that  thirty  per  cent  of  patients  with  arterio- 
sclerosis obliterans  do  not  show  calcification, 
while  sixty  per  cent  do  not  have  hyperten- 
sion and  eighty  per  cent  do  not  have  dia- 
betes11. One  therefore,  can  neither  exclude 
arteriosclerosis  obliterans  nor  incriminate 
thromboangiitis  obliterans  in  the  absence 
of  these  findings. 

DIFFERENTIAL  DIAGNOSIS 

Some  less  common  forms  of  chronic  oc- 
clusive arterial  disease  deserve  mention 
chiefly  because  they  can  be  confused  at  times 
with  the  major  types.  These  include  “Pulse- 
less Disease”13’ 14’ 15,  collagen  diseases16* 17* 
18,  ulnar  artery  occlusion  associated  with 
trauma19  and  disseminated  arteritis20* 21. 
Their  relative  rarity  does  not  justify  a lack 
of  knowledge  concerning  them.  Although 
“Pulseless  Disease”  is  usually  described  as  a 
slow  obliteration  of  the  vessels  originating 
from  the  aortic  arch,  other  vessels  may  be 
involved.  One  case  seen  in  the  Creighton 
University  School  of  Medicine  Dispensary 
has  an  absence  of  all  peripheral  pulses. 
Other  cases  of  total  absence  of  peripheral 
pulses  have  been  described15.  Pulseless  dis- 
ease has  a peculiarly  high  incidence  in  young 
females.  Generally  the  sex  incidence  is  8:1 
or  higher  in  favor  of  the  female.  A positive 
serological  test  for  syphilis  is  common  al- 
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though  in  some  cases  arteriosclerosis  has 
been  incriminated.  Occlusion  of  peripheral 
arteries  is  seen  in  periarteritis  nodosa,  dis- 
seminated lupus  erythematosus,  and  other 
collagen  diseases.  In  addition,  these  dis- 
eases frequently  manifest  Raynaud’s  phe- 
nomenon as  do  the  other  obliterative  vascu- 
lar disease  syndromes.  These  diseases,  in 
addition,  are  characterized  by  visceral  vessel 
occlusion  and  glomerulitis  so  that  the  dif- 
ferential diagnosis  is  not  too  difficult.  Diag- 
nosis of  the  collagen  group  of  diseases  is 
facilitated  by  biopsy  and  other  special  lab- 
oratory procedures.  Several  good  references 
are  available16* 17* 18. 

DIAGNOSTIC  TESTS  USED  TO  EVALU- 
ATE THE  EXTENT  AND  DEGREE 
OF  ARTERIAL  OCCLUSION 

Considerable  controversy  exists  concern- 
ing the  value  of  the  various  diagnostic  tests. 

Exercise  tolerance  test — Briefly,  this  con- 
sists in  establishing  how  far  and  how  quick- 
ly the  individual  can  walk  without  exper- 
iencing claudication.  The  test  depends  on 
a number  of  variables  such  as  the  rate  of 
walking,  the  grade  of  incline,  the  tempera- 
ture of  the  environment,  etc.  Although  the 
exercise  test  is  diagnostically  of  little  value 
in  assessing  the  degree  of  disability,  it  may 
be  helpful  in  assessing  the  degree  of  improve- 
ment under  therapy,  if  one  bears  in  mind 
that  spontaneous  improvement  without  ther- 
apy is  apt  to  occur  in  any  individual.  How- 
ever, as  a diagnostic  test  it  must  be  standar- 
dized22. 

Examination  of  peripheral  pulses  — This 
is  very  helpful  if  one  bears  in  mind  that 
(1)  palpable  dorsalis  pedis  and  posterior 
tibial  arteries  have  been  known  to  occur  in 
certain  cases  where  there  was  arterial  oc- 
clusion proximal  to  the  femoral  artery;  (2) 
bilateral  absence  of  the  dorsalis  pedis  artery 
occurs  in  10-13  per  cent  of  the  population 
and  unilateral  absence  occurs  in  5-7  per 
cent  of  the  population23.  Since  posterior 
tibial  arteries  are  always  present,  palpation 
of  posterior  tibials  should  always  be  car- 
ried out  in  evaluating  peripheral  vascular 
disease. 

Oscillometry  is  mainly  of  value  in  confirm- 
ing the  absence  of  palpable  pulses  and  in 
demonstrating  a difference  in  pulsatile 
flow  in  the  two  extremities.  It  may  not  give 
any  more  information  than  careful  digital 


examination  of  the  peripheral  pulses.  Not 
infrequently  it  gives  subnormal  results  in 
control  individuals. 

Roentgenological  demonstration  of  calcifi- 
cation of  peripheral  vessels  as  an  index  of 
occlusive  disease  is  frequently  misleading. 
Vessels  without  demonstrable  calcification 
have  been  shown  not  infrequently  to  be 
more  occluded  than  those  with  calcification. 

Measurement  of  skin  temperature  with  the 
thermocouple  is  usually  employed  to  differ- 
entiate vasopasm  from  organic  occlusive 
disease.  Any  painful  area  in  the  extremi- 
ties may  initiate  vasopasm  due  to  autonom- 
ic nervous  stimulation.  It  is  a common  ac- 
companiment of  occlusive  vascular  disease. 
After  exposure  to  an  environment  of  20-22 
degrees  C.  for  a sufficient  time  to  allow  the 
skin  of  the  extremity  to  cool,  a sympathetic 
block  or  autonomic  blockade  is  carried  out 
by  any  one  of  several  means25* 26 . Normal 
vessels  will  dilate,  increasing  blood  flow  and 
warming  the  part.  The  normal  digital  skin 
temperature  response  is  a rise  in  tempera- 
ture to  31-35  degrees  C.  If  organic  occlu- 
sive disease  exists,  the  temperature  will  be 
lower,  the  level  of  skin  temperature  giving 
a general  indication  of  the  degree  of  organ- 
ic disease  present. 

This  test  appears  to  be  particularly  help- 
ful in  eliminating  candidates  for  sympathec- 
tomy since  it  is  felt  that  if  one  actually 
gets  a drop  in  skin  temperature  after  sym- 
pathetic block,  sympathectomy  would  be 
useless24. 

Aortography  and  Arteriography — Abdom- 
inal aortography  is  carried  out  by  the  rapid 
injection  of  contrast  substances  such  as 
“Neo-Iopax,”  “Diodrast,”  “Urokon,”  and 
others  into  the  aorta  by  direct  percutaneous 
puncture  through  the  back  to  the  left  of  the 
spine  and  above  the  position  of  the  renal 
arteries  or  by  long  catheter  insertion  from 
above  or  below.  This  results  in  visualiza- 
tion of  the  aorta  as  well  as  smaller  arteries. 
Care  must  be  taken  not  to  allow  the  contrast 
media  to  extravasate  into  the  tissues  because 
it  is  a marked  irritant.  Carefully  timed  X- 
ray  exposures  are  taken  in  rapid  sequence 
so  that  adequate  visualization  will  be  at- 
tained. The  aorta  as  well  as  the  branching 
arteries  may  be  visualized.  The  methods  are 
discussed  elsewhere27. 

The  technique  is  used  to  define  the  point 
of  obstruction  in  segmental  occlusion  prior 
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to  surgical  removal  of  the  obstructed  seg- 
ment. Aortography  can  be  misleading  show- 
ing closed  channels  which  are  actually  open 
as  well  as  vessels  which  appear  patent  but 
which  actually  are  not.  Clinical  evaluation  is 
probably  better  than  aortography  and  arteri- 
ography provided  one  has  a variety  of  grafts 
available24. 

GENERAL  PRINCIPLES  IN  THE  MAN- 
AGEMENT OF  CHRONIC  OCCLUSIVE 
ARTERIAL  DISEASE 

Most  forms  of  therapy  are  directed  toward 
the  symptom  of  intermittent  claudication.  A 
further  understanding  of  the  term  is  neces- 
sary. 

It  is  generally  accepted  that  intermittent 
claudication  is  due  to  muscle  ischemia,  that 
is,  the  demand  of  muscle  for  blood  is  not  met 
by  its  blood  supply.  Although  adequate  for 
resting  muscle,  it  is  inadequate  for  a muscle 
which  is  actively  contracting.  Although 
claudication  has  been  attributed  to  arterial 
spasm  it  is  not  a convincing  factor.  Arterial 
spasm  may  accompany  claudication,  how- 
ever, it  is  not  the  cause.  Wessler2  discusses 
this  aspect. 

One  must  be  aware  that  symptoms  result- 
ing from  occlusive  arterial  disease  are  not 
always  stable.  Spontaneous  improvement 
shortly  after  the  onset  of  the  complaint  has 
been  frequently  observed.  Variations  in  the 
degree  of  exercise  tolerance  will  be  observed 
as  a part  of  the  natural  history  of  the  dis- 
ease thus  making  it  difficult  to  evaluate  the 
effect  of  therapy.  After  an  occlusion  of  a 
major  artery  in  an  extremity,  one  may  ex- 
pect an  improvement  in  collateral  circulation 
over  the  next  three  years  regardless  of  ther- 
apy2. 

There  is  no  widely  accepted  method  of 
management  of  intermittent  claudication. 
The  treatment  is  fraught  with  controversy, 
and  management  is  difficult  at  best.  Al- 
thought  treatment  is  generally  directed  to- 
ward the  relief  of  claudication,  this  symptom 
in  itself  is  not  the  spectre  of  the  disease.  Al- 
though frequently  disabling  due  to  fear,  the 
chief  danger  lies  in  the  decreased  blood  sup- 
ply to  the  skin.  Ultimately  skin  ulcer  due 
to  infarction  or  trauma  results,  frequently 
terminating  in  infection  and  gangrene. 
Therefore,  treatment  should  be  directed  not 
only  toward  the  relief  of  claudication  but 
also  toward  the  prevention  of  gangrene. 


Wessler2  reviews  this  problem  and  pre- 
sents a rational  method  of  management  of 
intermittent  claudication.  Briefly  he  recom- 
mends : 

1.  Determine  the  ancillary  factors  con- 
tributing to  the  severity  of  the  disease.  Ane- 
mia or  heart  failure,  if  present,  aggravate 
the  arterial  insufficiency  by  altering  the 
availability  of  oxygen  to  the  tissues.  Cor- 
rection of  these  factors  should  result  in  im- 
provement. Diabetes,  if  uncontrolled,  con- 
tributes to  the  severity  of  arterial  insuffi- 
ciency. Fresh  arterial  occlusion  may  cause 
a sudden  increase  in  severity  of  claudica- 
tion or  may  herald  the  onset  of  intermittent 
claudication.  Night  cramps,  flat  feet,  post- 
phlebitic  syndrome,  and  arthritis  may  each 
contribute  to  the  severity  of  claudication  or 
may  even  be  interpreted  in  such  a manner 
that  the  patient  decreases  his  walking  activ- 
ity. 

2.  Assess  the  disability.  The  patient  may 
have  to  be  reeducated  to  walk  at  a slower 
pace.  If  the  patient  has  become  depressed 
over  the  development  of  claudication,  reas- 
surance and  perhaps  psychiatric  evaluation 
may  be  helpful  as  part  of  the  re-educative 
process. 

3.  Establish  a walking  program.  Encour- 
age the  patient  to  walk  to  pain  tolerance 
four  times  daily,  because  ischemia  is  a strong 
stimulus  for  the  development  of  collateral 
blood  supply.  In  addition,  encouragement 
of  walking  should  result  in  improvement  of 
morale  particularly  in  patients  who  have 
limited  their  activity  because  of  fear. 

Vasodilators  in  general  have  not  been 
proven  of  great  benefit  except  where  definite 
arterial  spasm  exists. 

Sleeping  with  the  involved  extremities 
lower  than  the  rest  of  the  body  is  a helpful 
adjunct. 

In  order  to  prevent  complications  due  to 
the  trophic  skin  changes,  one  should  estab- 
lish a program  of  foot  care.  The  patient 
should  be  advised  to  avoid  temperature  ex- 
tremes. The  feet  should  be  protected  from 
the  cold  by  heavy  soft  socks  and  blankets. 
Hot  water  bottles  and  heating  pads  should 
not  be  applied  to  the  feet.  The  shoes  should 
be  well-fitted.  Crowded  places  where  the 
feet  may  be  traumatized  should  be  avoided. 
The  toenails  should  be  regularly  trimmed — 
cut  straight  across  by  the  physician  or  a 
chiropodist.  Corns  and  bunions  should  be 
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given  professional  care.  The  patient  and 
relatives  should  be  warned  of  the  hazards  of 
home  foot  care  since  this  not  infrequently 
is  the  cause  of  skin-breakdown.  Particular 
care  should  be  given  to  the  skin  of  the  lower 
extremities.  Local  hygienic  measures  should 
include  daily  cleansing.  In  addition,  the  ap- 
plication of  talcum  to  moist  areas  and  the 
application  of  an  emollient  such  as  wool  fat 
to  the  dry  areas  will  aid  in  preventing  skin- 
breakdown.  Any  injury  to  the  part  that  in- 
volves a break  in  the  skin  justifies  notifying 
the  physician. 

One  should  be  vigilant  for  the  six  causes 
of  gangrene  in  patients  with  occlusive  vascu- 
lar disease,  i.e.,  fresh  arterial  occlusion,  dia- 
betes, cardiac  decompensation,  anemia,  trau- 
ma, and  infection. 

Lumbar  sympathectomy  should  be  a pro- 
phylactic measure  combined  with  conserva- 
tive medical  management  to  prevent  break- 
down of  skin.  A successful  sympathectomy 
increases  the  blood  supply  to  the  skin  but 
not  to  the  muscle,  hence,  it  is  most  useful  in 
preventing  gangrene.  The  indications  and 
contraindications  for  sympathectomy  are 
controversial5’28-33.  It  is  not  the  purpose  of 
this  paper  to  discuss  this  point.  Generally, 
it  is  felt  that  a drop  in  skin  temperature 
after  a sympathetic  block  indicates  sympa- 
thectomy to  be  useless24. 

Segmental  arterial  occlusions,  where  ac- 
cessible, are  best  treated  by  removal  of  the 
occluded  segment  and  replacement  with  a 
graft.  Grafting  is  feasible  only  if  the  ob- 
structed segment  of  the  artery  is  above  the 
point  of  bifurcation  of  the  popliteal  artery6. 
Grafting  is  not  possible  unless  the  obstruc- 
tion is  definitely  segmental.  Segmental  oc- 
clusions showing  active  inflammation  are 
difficult  to  anastomose.  This  procedure  is 
becoming  generally  available.  The  success 
of  this  procedure  must  await  long  term  re- 
sults34. The  immediate  results  are  dramatic 
with  prompt  relief  of  symptoms.  Mortality 
is  less  than  three  per  cent6. 

SUMMARY  AND  CONCLUSIONS 

Arteriosclerosis  obliterans  is  the  most 
common  form  of  chronic  occlusion  and  must 
be  differentiated  from  thromboangiitis  ob- 
literans by  fairly  rigid  criteria  if  one  is  to 
escape  the  pitfall  of  misdiagnosis.  Al- 
though management  is  difficult,  careful  at- 
tention to  general  principles  will  result  in 
the  improved  physical  and  emotional  welfare 
of  the  patient. 
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MANAGEMENT  of  PATIENTS  With 

Chronic  Coronary 

This  author  stresses  the  great  problem  of  pre- 
venting subsequent  attacks  following  the  first 
thrombosis.  He  points  out  the  high  frequency  of 
multiple  infarctions  many  of  which  are  occult 
from  the  viewpoint  of  diagnosis.  He  dwells  on 
the  mechanism  of  coronary  circulation  and  calls 
attention  to  the  location  of  plaques  in  the  intima. 

He  reviews  and  evaluates  many  factors  that  are 
thought  to  promote  or  predispose  to  coronary  oc- 
clusion, some  of  which  are  heredity,  sex,  aging, 
exertion,  tobacco,  diabetes.  Doctor  Grissom  also 
discusses  at  some  length  the  role  of  lipids  and 
lipoproteins  in  relation  to  atherosclerosis. 

—EDITOR 

IS  NOT  the  physician’s  most 
real  problem  in  managing 
chronic  coronary  disease  how 
to  keep  the  patient  from  getting  another 
coronary  occlusion?  It  is  not  just  in  treat- 
ing the  heart  enlargement,  nor  the  conges- 
tive failure,  nor  the  arrhythmias — although 
each  of  these  may  be  dangerous  and  even 
lethal.  Subsequent  occlusion  aggravates 
them,  too.  Therefore  our  most  important 
duty  to  these  patients  lies  in  preventing  new 
occlusions. 

Most  of  us  practicing  physicians,  unac- 
customed to  close  inspection  of  the  ischemic 
heart  at  necropsy,  do  not  realize  how  fre- 
quently multiple  occlusions  occur.  To  be 
sure,  not  all  occlusions  produce  infarctions. 
It  is  a fair  guess  that  one  third  of  the  occlu- 
sions produce  infarctions.  Astoundingly, 
neither  doctor  nor  patient  is  aware  of  how 
many  occlusions  or  even  infarctions  he  has 
had  judging  from  the  numerous  scars  found 
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at  autopsy.  In  an  ECG-pathological  study 
of  the  hearts  of  85  patients  with  coronary 
disease  we  found  all  four  quadrants  of  the 
left  ventricle  infarcted  in  nearly  one  of  every 
five  patients.  Multiple  coronary  thrombi 
were  more  often  seen  than  a single  throm- 
bus. Gross  and  Friedberg  found  multiple 
fresh  and  old  coronary  occlusions  in  85  per 
cent  of  their  series  of  120  hearts,  with  sin- 
gle occlusions  in  but  15  per  cent.  Saphir, 
working  in  Chicago,  noted  more  than  one  oc- 
clusion or  extreme  narrowing  in  every  heart 
he  examined  with  chronic  coronary  disease. 
Bloomgart,  using  a combined  injection  and 
dissection  method,  found  multiple  occlusions 
more  commonly  than  a single  one.  Experi- 
mental observations  agree  that  it  is  possible 
to  produce  infarction  without  acute  occlu- 
sion. However,  infarction  is  not  easily  pro- 
duced without  some  previous  narrowing  or 
pre-existing  occlusion.  Thus,  conditions  such 
as  pulmonary  emboli,  calcific  aortic  steno- 
sis, a surgical  procedure,  acute  anemia,  or 
malignant  hypertension  are  not  likely  to 
precipitate  infarction  without  previous  coro- 
nary narrowing. 

THE  NATURE  OF  THE  LESION 
In  the  great  majority  of  the  hearts  studied 
by  us  the  location  of  the  coronary  occlusions 
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followed  a constant  pattern.  The  lesions 
were  commonly  located  at  or  near  points  of 
bifurcation,  suggesting  that  hemodynamics 
associated  with  bifurcations  must  play  an 
important  part  in  the  mechanism  of  plaque 
formation.  The  driving  force  of  the  coro- 
nary circulation  is  due  not  only  to  the  aortic 
diastolic  blood  pressure  but  also  to  the  con- 
traction of  the  larger  coronary  vessels  dur- 
ing relaxation  of  the  myocardium.  Experi- 
mentally, Gregg  and  Green  have  shown  that 
during  ventricular  contractions  the  blood  in 
the  deeper  and  more  strongly  compressed 
vessels  in  the  myocardium  is  forced  back- 
ward into  the  larger  proximal  channels.  As 
a consequence,  the  larger  arteries  on  the 
epicardium  dilate  to  form  an  elastic  reser- 
voir that  recoils  during  diastole  acting  as 
an  accessory  pump  to  force  the  blood  for- 
ward. It  seems  probable  that  the  eddying 
about  the  bifurcations  of  the  coronary  ar- 
teries during  the  recoil  process  is  the  dynam- 
ic factor  in  the  mechanism  of  plaque  forma- 
tion. 

WHAT  DETERMINES  IF  YOUR 
NUMBER  IS  NEXT  UP? 

Is  there  a clue  to  the  avoidance  of  a trag- 
edy from  what  we  know  predisposes  the  pa- 
tient to  the  disease? 

A number  of  factors  have  been  mentioned 
as  aggravating  factors  in  coronary  athero- 
sclerosis. Heredity  undoubtedly  plays  a 
role.  In  a study  of  100  persons  admitted 
to  the  Massachusetts  General  Hospital  who 
had  had  myocardial  infarctions  before  the 
age  of  forty,  there  were  twice  as  many  par- 
ents of  the  coronary  heart  disease  group 
who  had  coronary  heart  disease  as  occurred 
in  parents  of  a control  group.  It  was  also 
noted  that  9 per  cent  of  the  siblings  of  pa- 
tients with  coronary  heart  disease  had  coro- 
nary heart  disease,  while  only  1 per  cent  of 
the  siblings  of  the  control  group  had  it.  It 
is  possible  that  this  hereditary  tendency  has 
to  do  with  the  inherited  pattern  of  coronary 
artery  distribution.  While  this  factor  is  in- 
teresting, there  is  nothing  we  can  do  about 
our  ancestors. 

The  fact  that  coronary  disease  is  much 
commoner  in  young  men  than  in  young  wom- 
en (24:1  under  the  age  of  40)  suggests  a 
hormonal  factor  and,  indeed,  it  has  been 
shown  experimentally  that  testosterone 
stimulates  the  formation  of  connective  tis- 
sue while  estrogens  inhibit  this  tissue  re- 
action. Statistical  correlations  can  be  de- 


rived in  the  relationship  of  serum  choles- 
terol to  phospolipids  and  in  the  ultra-cen- 
trifuge studies  of  lipoproteins.  These  cor- 
relations are  less  favorable  for  men  than 
women.  It  has  been  reported  that  the  coro- 
nary intima  of  males  is  naturally  thicker 
than  that  of  females.  However,  in  the  war 
casualties  in  Korea  it  was  noted  that  the 
coronary  intima  in  young  male  Koreans  al- 
so was  thick,  though  the  incidence  of  ather- 
osclerosis was  low.  Again,  there  isn’t  any- 
thing we  can  do  about  our  sex. 

Is  advancing  age  the  principle  determin- 
ant in  coronary  disease?  Everybody  knows 
it  strikes  older  people  more  than  younger 
people.  A close  look  shows  that  not  all 
old  men  have  this  disease.  This  is  especial- 
ly true  in  such  countries  as  Japan  and  South 
Africa.  Most  of  you  will  recall  the  report 
made  by  the  United  States  Medical  Officers 
of  coronary  disease  among  the  United 
States  soldiers  killed  in  action  in  Korea. 
All  of  these  were  young  men,  yet  in  77  per 
cent  of  the  hearts  some  gross  evidence  of 
coronary  atherosclerosis  was  found.  Pre- 
vailing opinion  is  that  age,  in  itself,  is  not 
of  major  importance  except  that,  as  time 
passes,  the  factor  or  factors  causing  athero- 
sclerosis continue  to  build  up  plaques. 
Again  no  one  of  us  can  turn  back  the  clock, 
but  it  is  comforting  to  know  that  coronary 
disease  is  not  inevitable. 

Psychosomatic  factors  in  this  day  of  in- 
creased strain  of  modern  living  are  an 
often-blamed  factor  for  increased  coronary 
disease.  It  is  true  that  many  patients  with 
this  disease  have  a history  of  prolonged 
psychic  conflict  and  have  been  ambitious 
people  with  considerable  economic  drive. 
But  who  doesn’t  have  stress  these  days? 
It  is  possible  that  these  conflicts  aggravate 
borderline  hypertension,  or  precipitate  hy- 
perthyroidism, and  that  conditions  such  as 
these  may  be  the  indirect  way  in  which  psy- 
chosomatic factors  play  a part  in  coronary 
disease. 

What  about  physical  exertion  as  a precip- 
itating cause  of  coronary  disease?  Here 
the  data  are  very  confusing.  Masters  made 
a lengthy  survey  of  over  one  thousand  pa- 
tients with  coronary  occlusions  and  found 
that  the  majority  occurred  while  the  pa- 
tient was  asleep  or  resting!  About  one 
fifth  occurred  during  mild  routine  activity, 
one  sixth,  while  the  patient  was  walking, 
about  one  tenth,  during  moderate  activity, 
but  in  only  2 per  cent  was  there  history  of 
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unusual  physical  exertion.  On  the  other  hand, 
others  have  reported  a very  high  incidence 
following  exertion — especially  after  heavy 
meals.  It  has  been  shown  that  the  blood 
clots  more  readily  after  a fatty  meal  than 
in  the  fasting  state,  and  this  is  significant- 
ly true  in  persons  who  have  had  a previ- 
ous infarction.  Aside  from  this,  a likely 
explanation  for  infarction  following  exer- 
tion is  that  the  sudden  call  for  increased 
cardiac  work  demands  more  of  the  myo- 
cardium than  it  can  deliver  when  already 
ischemic.  On  this  basis  it  might  be  sup- 
posed that  infarcts  and  occlusions  in  per- 
sons dying  after  strong  exertion  might  al- 
ready have  been  “smoldering”  infarcts.  Nev- 
ertheless, exercise,  regularly  performed,  is 
helpful  in  establishing  collaterals.  A recent 
investigation  was  carried  out  by  Eckstein  in 
Cleveland  using  two  groups  of  dogs  follow- 
ing ligation  of  the  circumflex  artery.  One 
group  was  kept  quietly  in  their  cages,  the 
other  exercised  daily  on  the  treadmill.  The 
development  of  collateral  flow  was  marked- 
ly better  in  the  exercised  dogs. 

Should  tobacco  smoking  be  interdicted  in 
persons  who  have  had  myocardial  infarc- 
tion? We  are  certainly  aware  of  the  deteri- 
oration in  the  electrocardiographic  tracing 
in  some  persons  who  have  coronary  disease. 
Smoking  has  been  blamed  because  (a)  it  does 
prove  harmful  in  some  types  of  vascular 
disease,  notably  in  thromboangiitis  obliter- 
ans; (b)  it  causes  definite  vasoconstriction 
in  the  peripheral  circulation;  and  (c)  by  pro- 
longing a chronic  bronchitis  may  have  a de- 
leterious effect  on  the  blood  flow  into  the 
heart.  It  is  true  in  some  patients  that  smok- 
ing will  precipitate  attacks  of  angina  pec- 
toris. The  American  Medical  Association 
team  for  the  study  of  lung  cancer  and  smok- 
ing found  statistical  evidence  for  a higher 
coronary  death  rate  among  smokers. 

It  is  possible  that  a recurrent  attack  of 
coronary  occlusion  may  occur  in  the  course 
of  an  infection.  This  has  been  noted  follow- 
ing pneumonia  and  after  tonsillitis.  The 
blood  fibrinogen  level  increases  after  certain 
infections,  and  in  primary  atypical  pneu- 
monia cold  agglutinins  may  favor  the  oc- 
currence of  thrombosis.  A surgical  opera- 
tion sometimes  precipitates  an  infarction 
that  is  not  just  due  to  the  occurrence  of 
shock  (a  factor  known  to  reduce  coronary 
flow).  There  are  changes,  also,  in  platelets 
and  in  colloidal  suspensions  of  fat.  The  in- 
creased difficulty  with  respiratory  excur- 


sion, the  hyperpyrexia,  and  the  dehydration 
are  additive  factors. 

Coronary  artery  disease  is  now  the  lead- 
ing cause  of  death  in  diabetics.  The  Joslin 
Clinic  in  Boston  found  that  47  per  cent  of 
the  deaths  in  their  diabetic  patients  were 
due  chiefly  to  coronary  sclerosis  as  com- 
pared to  an  incidence  in  the  general  popula- 
tion of  about  23  per  cent  in  the  same  age 
groups.  This  is  not  to  say  that  the  true  in- 
cidence of  coronary  artery  disease  in  the  dia- 
betic is  47  per  cent,  nor  23  per  cent  in  the 
general  population.  We  don’t  know  the  true 
incidence  of  coronary  disease  in  either  the 
non-diabetic  or  the  diabetic  population.  We 
do  know  the  frequency  of  angina  pectoris 
trebles  in  the  second  ten  years  of  diabetes  in 
the  older  age  groups.  The  malicious  influ- 
ence of  diabetes  is  perhaps  best  seen  in  its 
effect  in  women.  One  report  has  it  that  dia- 
betes increases  a woman’s  chance  of  incur- 
ring coronary  occlusion  by  fourteen  times. 

In  a thorough  survey,  not  only  did  Brad- 
ley and  Bryfogle  find  that  the  incidence  of 
coronary  occlusion  was  greater  in  diabetics, 
but  that  the  outcome  was  less  favorable. 
Thus,  acute  infarction  had  about  a 50  per 
cent  mortality.  Of  the  survivors,  fewer  than 
20  per  cent  lived  5 years,  and  only  4 per 
cent  lived  for  10  years.  This  survival  rate 
is  in  contrast  to  a group  of  non-diabetic  pa- 
tients who  survived  their  first  attack. 
Eighty-four  per  cent  survived  5 years,  and 
58  per  cent  survived  10  years. 

What  influences  do  changes  in  the  dia- 
betic state  have  on  the  occurrence  of  acute 
infarction?  No  definite  statement  could  be 
made  in  the  survey  by  Bradley  and  Bryfogle 
as  to  the  prior  occurrence  of  acidosis  or  in- 
farction. In  their  study,  in  5 instances  aci- 
dosis appeared  to  come  first;  in  3,  infarc- 
tion first;  and  in  3,  infarction  and  uncon- 
trolled diabetes  were  simultaneous.  There 
has  been  concern  for  a number  of  years 
about  hypoglycemic  attacks.  Earlier  appre- 
hension concerning  the  effect  of  low  blood 
sugar  on  the  metabolism  of  cardiac  muscle 
has  been  allayed  by  the  infrequent  observa- 
tion of  myocardial  infarction  accompanying 
hypoglycemia.  Goodale  found  that  insulin 
actually  enhanced  myocardial  utilization  of 
glucose  in  diabetic  subjects.  It  is  possible 
that  the  deleterious  effects  of  hypoglycemia 
are  due  to  the  release  of  epinephrine  and 
consequent  increase  in  cardiac  work  rather 
than  to  the  hypoglycemia  itself.  Among  394 
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diabetics  with  myocardial  infarction,  in  only 
one  instance  did  an  infarct  unquestionably 
follow  hypoglycemia.  This  instance  was  the 
case  of  an  old  man  who  had  had  a number 
of  hypoglycemic  reactions.  One  reaction  be- 
fore admission  to  the  hospital  was  noted  to 
be  very  severe,  and  it  was  found  that  he 
had  an  occlusion  of  a major  coronary  ves- 
sel. This  association  has  been  much  less 
common  than  was  anticipated. 

More  important  than  the  immediate  as- 
sociation of  diabetic  emergencies  with  infarc- 
tion is  the  effect  of  long  range  careless  dia- 
betic control,  and  the  effect  of  high  fat  diets 
and  obesity.  The  bulk  of  evidence  favors 
strict  control  in  adults  for  the  prevention  of 
arteriosclerotic  complications.  Few  standard 
diets  for  diabetics  contain  less  than  40  per 
cent  fat-derived  calories.  In  the  non-dia- 
betic, a desirable  upper  level  of  fat  is  25 
per  cent  of  the  caloric  intake.  Perhaps  we 
are  allowing  our  diabetics  too  much  fat. 

DOES  INCREASED  COLLATERAL 

CORONARY  CIRCULATION  REALLY 
PROTECT  THE  HEART? 

No  question  but  that  it  does.  But  the  col- 
laterals we  are  born  with  are  too  small  in 
caliber  to  be  of  much  help.  The  larger 
type,  having  a diameter  of  80  microns  or 
greater,  are  found  in  only  15  per  cent  of  the 
normal  human  hearts.  Dogs  are  better  pre- 
pared than  people  for  longevity  if  collaterals 
were  the  only  requirement. 

Following  coronary  narrowing  or  occlu- 
sion, anastomotic  channels  become  abund- 
ant. The  network  is  so  rich  that  it  is  dif- 
ficult to  conceive  how  it  could  be  further  in- 
creased by  surgical  means.  Indeed,  proof 
of  the  surgical  augmentation  of  blood  sup- 
ply to  the  damaged  myocardium  has  been 
beset  with  difficulties.  It  has  never  yet 
been  proved  in  the  human  with  coronary 
disease  that  these  operations  really  increase 
the  flow  of  blood.  Fortunately,  mortality 
rates  with  these  procedures  has  been  mark- 
edly reduced  since  Beck,  in  Cleveland,  gave 
up  trying  to  make  the  blood  run  backward. 
Present  efforts  by  implantation  of  the  inter- 
nal mammary  artery  or  by  coronary-sinus 
constriction,  or  by  asbestos,  talc  or  phenol 
applied  to  the  pericardial  surface  are  all  be- 
ing studied  experimentally  in  rather  restrict- 
ed geographic  locations.  I believe  the  bulk 
of  cardiologists  and  heart  surgeons  are  not 
enthusiastic  about  these  operations,  nor  for 


the  newest  procedure  of  reaming  out  the 
lining  of  the  coronary  vessel. 

It  is  of  considerable  interest  whether 
flow  of  blood  through  collateral  channels 
may  be  augmented  by  the  use  of  drugs  which 
have  a vasodilating  action.  These  include 
the  nitrites,  xanthines,  papavarine,  and  al- 
cohol. The  nitrites,  obviously,  should  not 
be  administered  in  doses  sufficient  to  reduce 
arterial  blood  pressure,  especially  if  it  is  al- 
ready low,  because  this  produces  a “para- 
doxical effect”  as  shown  by  the  ECG.  Nei- 
ther is  there  any  substantial  experimental 
evidence  that  alcohol,  which  is  a potent 
dilator  of  cutaneous  vessels,  has  a similar 
effect  on  the  coronary  arteries.  In  fact, 
the  accumulation  of  blood  in  the  skin  may 
lead  to  a diminution  in  venous  return  to  the 
heart  and  thus  reduce  cardiac  output  and 
arterial  blood  pressure.  Vasodilator-drugs 
might  exert  a favorable  action  by:  (a)  in- 
creasing the  caliber  of  potential  communi- 
cating channels;  (b)  reducing  an  alleged 
spasm  of  patent  coronary  vessels  that  sup- 
ply the  collaterals;  or  (c)  a passive  dilation 
through  elevation  of  arterial  pressure  in  the 
event  marked  hypotension  exists.  However, 
the  most  critical  experiments  offer  no  sup- 
port for  the  belief  that  any  drug  can  in- 
crease coronary  flow  except  by  elevating 
blood  pressure.  Some  observers  believe  the 
size  of  infarcts  is  reduced  through  their 
use,  but  such  comparisons  are  necessarily 
made  on  different  animals  and  rely  on 
measurements  which  do  not  include  the 
depth  of  the  muscle. 

Here,  apparently,  is  an  antithesis : lack  of 
experimental  proof  in  the  laboratory  of  in- 
crease in  coronary  flow  as  against  clinical 
improvement  or  amelioration  of  pain  with 
a drug  like  nitroglycerine.  In  this  situation 
we  must  accept  our  clinical  judgment  and 
note  that  the  experimental  evidence  is  lack- 
ing. 

CAN  THE  WORK  OF  THE  HEART 
BE  REDUCED? 

Indeed  it  can.  If  there  is  hypertension, 
we  have  agents  which  can  lower  the  blood 
pressure.  This  is  hazardous  if  done  abrupt- 
ly, or  too  soon  after  an  infarction.  The  rea- 
son it  is  dangerous  is  that  coronary  flow  is 
dependent  on  maintenance  of  diastolic  pres- 
sure. Gradual  reduction  of  pressure,  how- 
ever, is  beneficial. 

Heart  work,  also,  is  related  to  the  cardiac 
output,  and,  naturally,  it  was  suggested  that 
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men  could  get  along  with  a moderate  reduc- 
tion of  the  output  through  inducing  hypo- 
thyroidism. I believe  the  best  study  on  this 
has  been  the  one  recently  reported  by  Bloom- 
gart,  Friedberg  and  Curlin  of  Boston  in 
which  they  surveyed  not  only  their  own  ex- 
perience but  that  of  48  other  clinics.  They 
felt  that  most  patients  with  angina  and  con- 
gestive failure  got  along  all  right  with  the 
usual  medical  routines.  There  was,  however, 
a small  group  of  patients,  probably  less 
than  5 per  cent,  who  remained  disabled  and 
in  great  discomfort  in  spite  of  all  available 
measures.  It  was  for  this  group  that  they 
proposed  control  of  the  metabolism  by  the 
administration  of  radioactive  iodine,  pure- 
ly as  a palliative  procedure.  They  pre- 
sented the  results  of  treatment  of  1,070  pa- 
tients of  whom  less  than  one  tenth  were  from 
their  own  series.  Of  this  group,  approxi- 
mately one  third  showed  excellent  results 
and  about  one  third  good  results,  whereas 
one  third  were  not  considered  worthwhile. 
It  was  noted  that  the  over  all  results  of  treat- 
ment were  not  as  gratifying  when  there  was 
congestive  failure  as  in  angina  pectoris 
alone.  The  patients  with  angina  who  may 
be  expected  to  gain  the  greatest  benefit  are 
those  in  whom  the  disease,  regardless  of  se- 
verity, has  been  relatively  stationary  or  only 
slightly  progressive  over  a period  of  one  year 
or  more.  The  basic  metabolic  rate  should 
be  higher  than  — 10  per  cent;  the  patient 
alert,  cooperative,  and  emotionally  stable. 
Patients  with  congestive  failure  should  show 
some  evidence  of  cardiac  reserve  such  as  im- 
provement when  kept  at  bed  rest.  Particu- 
larly favorable  patients  are  those  who  tend 
to  be  a bit  tense  or  hyperactive.  Recom- 
mended initial  dosage  is  usually  20  milli- 
curies  followed  at  Aveekly  intervals  by  three 
doses  of  approximately  10  millicuries  each. 
About  two  to  six  months  after  the  initiation 
of  therapy  hypothyroidism  is  noted.  It  is 
best  to  give  a patient  a small  amount  of  thy- 
roid, usually  1/5  to  1/2  grain,  enough  to 
keep  him  out  of  severe  myxedema. 

The  question  is  raised  whether  high  chol- 
esterol values  in  myxedema  dispose  the  pa- 
tient to  increased  atherosclerosis.  It  is  true 
that  the  condition  is  not  strictly  analogous 
to  untreated  complete  myxedema  since  these 
patients  receive  small  doses  of  thyroid.  Fol- 
low-up autopsy  studies  have  not  shown  in- 
creased atheromatous  deposits. 

A number  of  groups  throughout  the  coun- 
try have  been  interested  in  the  ability  of  re- 


serpine  and  other  rauwolfia  alkaloids  to  re- 
duce the  pulse  rate.  Because,  within  limits, 
the  degree  of  coronary  blood  flow  varies  in- 
versely with  the  heart  rate,  and  tachycardia 
mainly  reduces  the  diastolic  filling  period, 
it  is  reasonable  to  expect  that  the  frequency 
of  angina  may  be  reduced  by  drugs  with 
bradycrotic  effect.  In  addition,  it  is  possible 
that  “taking  the  edge  off”  with  rauwolfia 
may  have  an  I131-like  effect  on  the  metabol- 
ism. Still  a third  possibility  is  that,  as 
an  anti-hypertensive  agent,  the  cardiac 
work  may  be  reduced  enough  to  allow  the 
myocardium  to  meet  the  demands  put  upon 
it.  Published  studies  of  rauwolfia  in  angina 
are  favorable  though  statistically  inconclu- 
sive. Many  cardiologists  believe  it  is  help- 
ful to  their  patients.  I suggest  it  may  be 
helpful  for  patients  with  angina  particularly 
if  they  are  tense  or  have  any  elevation  of 
heart  rate  or  of  blood  pressure. 

CAN  CORONARY  THROMBOSIS 
BE  PREVENTED  BY  ANTI- 
COAGULANTS? 

I believe  that  when  the  atherosclerotic  nar- 
rowing increases  to  such  an  extent  that 
blood  flow  becomes  sluggish,  a clot  can  form 
easily  at  the  area  of  narrowing.  The  ques- 
tion is  whether  the  probability  of  preventing 
subsequent  occlusions  by  this  rather  indirect 
method  compensates  for  the  increased  risk 
of  giving  anticoagulants.  In  long-term  am- 
bulatory management  the  incidence  of  bleed- 
ing may  be  as  high  as  18  per  cent.  Hema- 
turia is  the  most  common  but  there  may  be 
gastrointestinal  bleeding,  hemothorax,  cere- 
bral bleeding,  subendocardial  hemorrhages, 
retroperitoneal  hemorrhages,  pancreatic 
hemorrhages,  and  others.  Fortunately,  a re- 
liable patient  and  conscientious  doctor  al- 
most always  can  avert  serious  bleeding. 

An  important  observation  has  been  made 
that  the  first  eight  weeks  after  an  occlusion 
are  the  most  dangerous  for  another  occlu- 
sion. Hence  it  is  well  to  continue  anticoagu- 
lants at  least  that  long,  once  begun.  When 
anticoagulants  are  stopped  a rebound-in- 
creased  tendency  to  clot  occurs.  If  I had 
an  occlusion  myself,  I would  want  my  physi- 
cian to  have  me  take  anticoagulants  on  a 
long  term  ambulatory  basis.  If  anticoagu- 
lants are  good  for  the  President  of  the  Unit- 
ed States,  they  ought  to  be  good  for  the  rest 
of  us. 
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CAN  ANYTHING  BE  ACCOMPLISHED 
BY  THE  LOW  FAT  DIET? 

In  the  long  run,  dietary  factors  to  im- 
prove the  stability  of  the  fats  and  fatty 
acids  may  be  rather  more  important,  and 
certainly  more  direct,  towards  prevention 
of  the  atherosclerotic  lesion,  than  are  the 
anticoagulants.  . 

Dr.  Irvine  Page  has  made  a comparison 
between  the  mechanism  of  atherosclerosis 
and  its  deposit  in  the  vessel  wall  and  a wa- 
ter filtration  plant.  In  the  coronary  ar- 
teries lipid  is  being  filtered  through  the 
vessel  wall  and  out  into  the  tissue.  As  in 
any  filtering  system,  the  pressure  under 
which  the  filtration  occurs  is  important. 
This  is  the  blood  pressure.  If  the  blood  pres- 
sure is  high,  more  filtration  will  occur  re- 
sulting in  augmented  atherogenesis.  If  there 
are  greater  quantities  of  lipid  in  the  blood, 
more  lipid  will  filter  through  the  wall  and 
likely  get  stuck  there.  If  the  filter  bed  it- 
self is  abnormal,  either  as  an  hereditary 
trait  or  as  a result  of  an  injury  such  as 
syphilis,  more  lipid  will  be  held  at  those 
areas.  The  blood  vessel  wall  has  a slow 
metabolism  of  its  own  nourished  by  blood 
flowing  in  the  vasa  vasorum.  It  may  well 
even  make  and  degrade  cholesterol  and  other 
lipids  found  in  atheromatous  deposits. 
Therefore,  the  metabolic  activity  of  the  ves- 
sel walls  must  be  considered  as  a facet  of 
atherogenesis. 

Lipid  is  the  only  major  nutritional  con- 
stituent which  is  insoluble  in  water.  The 
body  solubilizes  lipids  with  protein  to  form 
large  molecular  complexes  known  as  lipo- 
proteins. Lipoproteins  are  formed  in  the  in- 
testinal wall  and  liver  and  are  of  two  sorts. 
First,  the  beta  lipoproteins,  which  are  heav- 
ily laden  with  lipid  and  are,  consequently, 
quite  unstable.  If  they  become  stuck  in  the 
filter  bed  of  the  arterial  wall  it  is  easy  to 
see  how  they  can  break  down,  thus  liberat- 
ing large  amounts  of  insoluble  lipid.  The 
alpha  lipoproteins,  on  the  other  hand,  car- 
ry  less  lipid  and  are  correspondingly  much 
more  stable.  Barr  has  stressed  the  im- 
portance for  the  body  of  keeping  as  much 
alpha  form  of  lipoproteins  as  possible.  Es- 
trogenic hormones  seem  to  control  this  ratio 
of  beta  to  alpha  lipoprotein  in  favor  of  the 
alpha  form.  Androgens  have  a contrary  ef- 
fect. The  amount  of  fat  in  the  diet  has  a 
marked  effect  on  the  plasma  lipids  in  some 
people  but  little  or  none  in  others.  Some 
people  take  less  fat  in  the  diet  than  others 


and  have  lower  levels  of  blood  lipids.  The 
Japanese  and  the  South  African  Bantus  are 
examples  of  regional  groups  with  low  fat 
diets,  low  blood  lipids,  and  low  incidence  of 
atherosclerosis.  It  has  not  yet  been  proved, 
however,  that  the  relationship  is  as  simple  as 
that. 

It  is  an  easy  matter  for  us  to  know  what 
foods  to  avoid  if  each  of  us  wishes  to  reduce 
his  gross  fat  intake.  Dietary  cholosterol  itself 
is  relatively  unimportant  because  the  liver 
rapidly  synthesizes  more  than  enough  choles- 
terol to  make  up  for  deficiency.  Cholesterol 
is  found  only  in  fat  from  animal  sources, 
hence  the  popularity  for  a time  of  margarine 
over  butter.  The  current  trend  in  research 
is  pointing  to  deficiency  of  unsaturated  fats 
and  the  danger  of  commercial  processes  of 
hydrogenating  fats  to  “improve”  them,  espe- 
cially to  keep  them  from  becoming  rancid. 
At  the  moment,  all  we  can  sensibly  do  is  re- 
duce our  total  fat  intake  and  maintain  ade- 
quate protein  intake,  which  can  be  shown  to 
be  protective  against  atherosclerosis.  Plant 
sterols  such  as  beta  sitosterol,  when  given  in 
large  amounts,  moderately  reduce  plasma 
cholesterol.  This  is  an  interesting  demonstra- 
tion but  does  not  appear  to  be  a very  prac- 
tical way  to  prevent  arteriosclerosis. 

Obese  people  die  younger  than  lean  per- 
sons and  more  often  from  coronary  disease. 
In  some  persons,  though  not  in  all,  reduc- 
tion in  weight  is  accompanied  by  some  fall 
in  plasma  lipids. 

CAN  WE  IMPROVE  DIAGNOSIS? 

In  a fair  number  of  persons  about  to  have 
an  infarction  prodromes  occur.  Mounsey,  in 
139  cases  of  myocardial  infarction,  noted  40 
who  experienced  premonitory  symptoms. 
The  most  frequent  indication,  present  in  29 
of  these  40,  was  a crescendo  of  symptoms 
during  the  short  period  of  prodromal  pain. 
Pain  was  occasionally  constricting,  occasion- 
ally a dull  ache.  It  appeared  in  the  sternal 
or  precordial  area,  sometimes  radiating  to 
the  arms,  neck,  shoulder,  jaw  or  epigastrium. 
The  time  between  the  onset  of  pain  and  the 
occurrence  of  clinical  infarction  varied  from 
three  days  to  twelve  weeks,  averaging  three 
and  one  half  weeks.  These  could  be  called 
“smoldering”  infarcts.  The  attacks  of  these 
pains  varied  from  five  minutes  to  six  hours 
and  responded  to  rest  in  all  but  seven  cases. 
In  eighteen,  the  pain  occurred  only  with  ef- 
fort and  never  at  rest,  while  an  equal  num- 
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ber  noted  pain  both  on  exertion  and  at  rest. 
Dyspnea  accompanied  the  prodromal  anginal 
pain  in  half  the  patients.  Of  those  with 
warning  manifestations  21  per  cent  had  typ- 
ical angina  pectoris.  Hence  the  first  ap- 
pearance of  angina  should  call  forth  our  full 
treatment  regardless  of  a normal  electro- 
cardiogram, leucocyte  level,  sedimentation 
rate,  or  transaminase. 

SUMMARY 

1.  A surprisingly  larger  number  of  oc- 
clusions and  infarcts  occur  than  are 
ever  suspected  clinically.  Therefore, 
the  prevention  of  recurrence  is  a ma- 
jor and  often  neglected  problem. 

2.  Diabetes  and  hypertension  cause 
death  principally  through  their  malig- 
nant influence  on  atherosclerosis. 
Heredity,  the  male  sex,  tobacco,  high 
fat  diet,  infections  and  surgical  proce- 


dures are  less  well-defined  additive  in- 
fluences. 

3.  Adequate  collaterals  are  nice  to  have 
but  no  one  can  tell  whether  or  not  they 
are  present  until  it  is  too  late.  Regu- 
lar exercise  helps  dogs.  Previous  cor- 
onary occlusions  stimulate  the  forma- 
tion of  collaterals  the  hard  way.  Vaso- 
dilator drugs  are  helpful  symptomatic- 
ally,  but  no  one  knows  why. 

4.  Heart  work  can  be  reduced  by  anti- 
hypertensive treatment,  by  radioactive 
iodine,  and  probably  by  rauwolfia. 

5.  Anticoagulants  have  reduced  the  rate 
of  recurrence  and  should  be  used  more 
for  ambulatory  patients. 

6.  Low  fat  and  high  protein  diets  and 
reduction  of  body  weight  lower  blood 
lipids  in  some  people. 

7.  Prodromes  of  infarction  can  and 
should  be  recognized  more  often. 


Open  Heart  Surgery  bv  two  technics: 

(1)  Hypothermia  and 

(2)  Extracorporeal  Circulation* 


Doctor  Cooley  evaluates,  in  this  paper,  two 
methods  for  open-heart  surgery  — hypothermia 
and  temporary  extracorporeal  circulation.  His 
conclusions  are  based,  in  part,  on  his  experience 
in  doing  such  operations  in  eighty-three  cases. 
The  author  concludes  that  hypothermia  has  cer- 
tain advantages,  but  that  cardiopulmonary  by- 
pass affords  greater  safety  for  the  patient  and 
more  ideal  conditions  for  the  surgeon. 

—EDITOR 

DURING  the  past  decade  prog- 
ress in  surgical  treatment  of 
diseases  of  the  heart  and  great 
vessels  has  been  rapid  considering  the  tech- 
nical limitations  imposed  by  the  necessity 
for  continuous  function  of  these  organs  dur- 
ing operation.  Further  expansion  in  this 
field  was  seemingly  confined  unless  means 
became  available  to  operate  inside  the  car- 
diac chambers  under  direct  vision  and  in  a 
relatively  bloodless  field.  Thus,  the  exciting 
development  within  the  past  few  years  of 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Octo- 
ber 29,  1956. 
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methods  for  achieving  open  heart  conditions 
has  provided  a new  stimulus  and  will  broad- 
en beyond  previous  expectations  the  scope 
of  cardiovascular  surgery.  At  the  present, 
two  methods  are  in  use  for  open  cardiac  sur- 
gery, i.e.  induced  general  body  hypothermia 
and  temporary  extracorporeal  circulation 
with  cardiac  by-pass.  This  presentation  is 
concerned  with  an  evaluation  of  these  two 
methods  based  upon  a personal  experience 
with  83  such  operations. 

HYPOTHERMIA 

At  reduced  body  temperature,  metabolic 
rate  and  oxygen  demand  of  the  tissues  is 
reduced.  Thus,  if  the  general  body  tempera- 
ture is  artificially  reduced  from  a normal 
98.6  degrees  Fahrenheit  to  84  degrees  Fahr- 
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enheit  the  tolerance  of  vital  organs  to  tem- 
porary ischemic  anoxia  will  be  prolonged. 
Under  these  conditions  cerebral  anoxia  for 
periods  up  to  10  minutes  or  more  are  harm- 
less, whereas  at  normal  body  temperature 
cerebral  anoxia  for  more  than  3 minutes  may 
be  fatal.  Under  hypothermia  total  vena 
caval  inflow  and  aortic  outflow  occlusion  is 
possible  for  periods  sufficiently  long  to  per- 
mit surgical  repair  of  simple  intracardiac 
defects. 

The  state  of  induced  hypothermia  is  not 
difficult  to  obtain,  since  under  general  anes- 
thesia external  application  of  cold  will  quick- 
ly lower  body  temperature.  The  method  we 
have  employed  most  frequently  consists  of 
immersing  the  anesthetized  patient  into  a 
tub  of  iced  water.  Usually  in  less  than  one 
hour  the  temperature  has  reached  the  de- 
sired level  of  approximately  88  to  90  degrees 
Fahrenheit  and  during  the  ensuing  operative 
period  will  drift  several  degrees  lower. 
Chlorpromazine  is  useful  to  prevent  shiver- 
ing during  induction  of  hypothermia.  Rub- 
berized blankets  for  the  cooling  and  rewarm- 
ing process  have  been  used  but  have  been 
discarded  as  impractical  since  by  this  meth- 
od alterations  in  body  temperature  are  so 
prolonged.  Furthermore,  frostbite  and  con- 
tact burns  of  the  skin  are  more  likely  to 
occur  in  areas  of  the  body  in  contact  with 
the  blanket  when  the  patient  is  immersed  in 
a tub  of  water. 

After  hypothermia  has  been  induced  the 
patient  is  placed  on  the  operating  table,  and, 
usually  through  a bilateral  anterior  thora- 
cotomy, the  heart  and  great  vessels  are  ex- 
posed. Tape  ligatures  are  passed  about  the 
superior  and  inferior  vena  cavae  and  the 
ascending  aorta  as  a means  of  temporary 
occlusion.  With  the  tapes  drawn  tight  the 
heart  may  be  entered  and  blood  aspirated 
from  the  chambers.  The  reparative  proce- 
dure is  accomplished  quickly,  the  heart  is 
flooded  with  saline  to  eliminate  air,  and 
after  the  cardiac  incision  is  repaired  circu- 
lation is  restored.  At  the  completion  of  the 
operation  the  patient  is  returned  to  the  tub 
which  contains  water  warmed  to  108  to  110 
degrees  Fahrenheit  and  the  rewarming  pro- 
cess is  usually  complete  within  45  to  90  min- 
utes. 

Experience  has  demonstrated  that  this 
method  is  relatively  safe  when  the  period 
of  inflow  occlusion  does  not  exceed  8 minutes 
and  when  body  temperature  does  not  fall 


below  84  degrees  Fahrenheit.  For  example, 
in  infundibular  or  subvalvular  pulmonic 
stenosis,  simple  pulmonic  valvular  stenosis, 
and  atrial  septal  defects  of  the  septum  secun- 
dum type,  the  method  is  useful.  The  limita- 
tion on  time  of  open-heart  conditions,  how- 
ever, presents  a definite  disadvantage  of  this 
method  and  prevents  wider  application  to 
other  slightly  more  complicated  lesions.  An- 
other distinct  disadvantage  is  the  tendency 
for  hypothermia  to  produce  cardiac  arrhyth- 
mia occasionally  resulting  in  ventricular  fi- 
brillation. Methods  of  preventing  and  also 
of  correcting  this  complication  fortunately 
are  usually  effective  thus  avoiding  a fatal 
outcome.  However,  if  the  disturbance  of 
cardiac  rhythm  is  complicated  by  coronary 
air  embolism  as  may  occur  particularly  with 
lesions  involving  the  left  side  of  the  heart 
such  as  mitral  or  aortic  stenosis  and  ven- 
tricular septal  defect,  then  reversal  of  ven- 
tricular fibrillation  may  not  be  possible.  Oc- 
casionally hypothermia  predisposes  to  a hem- 
orrhagic tendency  which  may  even  be  fatal. 
Maintenance  of  life  by  hypothermia  imposes 
a pathologic  state  upon  the  patient,  and, 
theoretically,  a means  of  preservation  of  sys- 
temic circulation  is  a more  logical  approach 
to  the  problem. 

EXTRACORPOREAL  CIRCULATION 

Although  development  of  a safe  and  clin- 
ically practical  method  for  by-passing  the 
cardiopulmonary  system  with  a pump  oxy- 
genator has  long  challenged  the  physiologist 
and  the  experimental  surgeon,  not  until  the 
past  two  years  has  this  been  accomplished. 
At  present  there  are  several  methods  avail- 
able and  in  clinical  use  utilizing  a pump  sys- 
tem which  causes  minimal  trauma  to  the 
blood.  This  is  combined  with  various  de- 
vices for  oxygenation.  Greatest  variation  in 
apparatus  is  in  the  actual  method  of  oxygen- 
ating the  blood.  Oxygenation  can  be 
achieved  by  filming  on  a screen  in  an  oxygen 
chamber,  by  passing  the  blood  through  mem- 
branous conduits  permeable  to  oxygen,  or 
by  diffusion  of  oxygen  bubbles  through  a 
column  of  blood.  The  efficiency  of  these 
methods  varies,  but  all  have  been  proved  to 
be  effective. 

The  mechanical  heart  - lung  apparatus 
which  we  have  used  clinically  is  a modifica- 
tion of  the  system  developed  by  DeWall, 
Read,  and  Lillehei,  at  the  University  of  Min- 
nesota (Figure  1),  Two  pumps  of  the  sig- 
mamotor  type  are  employed,  one  for  pump- 
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ing  blood  from  the  caval  system  to  the  oxy- 
genator and  the  other  to  return  oxygenated 
blood  to  the  systemic  arterial  system.  The 
two  pumps  are  balanced  before  operation  so 
that  equivalent  volumes  of  blood  are  with- 
drawn from  and  returned  to  the  circulatory 
system.  In  general,  flow  rates  used  in 
these  operations  represent  35  to  50  per  cent 
normal  basal  cardiac  output,  but  such  re- 
duced flows  appear  to  be  adequate  to  sup- 
port life  under  these  circumstances.  Thus, 


Figure  1.  Diagram  demonstrating  apparatus  and  method 
of  cardiopulmonary  by-pass.  Insert  shows  diffusion  plate  with 
multiple  small  perforations  to  produce  small  bubbles  of  oxygen 
which  are  mixed  with  venous  blood. 


for  infants  less  than  one  year  of  age  50 
cubic  centimeters  per  kilogram  body  weight 
per  minute  is  a satisfactory  flow  rate,  and 
for  older  children  and  adults  35  cubic  centi- 
meters per  kilogram  body  weight  per  minute 
is  used.  Maximum  flow  in  our  cases  has 
been  2,800  cubic  centimeters  per  minute,  but 
larger  volumes  could  be  handled  if  necessary. 
Sigmamotor  pumps  are  used  in  which  flow 
is  obtained  by  massaging  the  blood  along  a 
segment  of  rubber  tubing  by  a set  of  mechan- 
ical fingers  thus  reducing  trauma  to  the 
blood  by  avoiding  contact  with  mechanical 
parts. 

The  oxygenator  or  artificial  lung  is  com- 
posed of  an  oxygen  diffusion  plate  exposed 
to  a column  of  venous  blood.  Venous  blood 
is  delivered  in  the  base  of  the  column,  which 
is  made  of  disposable  plastic  tubing,  and 
rises  with  the  assistance  of  the  oxygen  spray. 
The  foamed  blood  from  the  upper  end  of  the 
column  is  directed  into  a chamber  containing 
stainless  steel  shavings  treated  with  an  anti- 
foaming chemical  substance*  where  the 

*Dow  Corning  Antifoam — Silicone  Foam  Killer 


blood  is  “de-bubbled”  and  returned  to  a 
liquid  state.  The  blood  is  collected  in  a cir- 
cular plastic  tubing  immersed  in  a warm 
water  bath  and  then  may  be  returned  fully 
oxygenated  to  the  arterial  system.  Most  of 
the  parts  of  the  pump-oxygenator-circuit 
consist  of  plastic  tubing  which  is  relatively 
inexpensive  and  may  be  discarded  after  each 
operation. 

Cannulations  in  the  patient  are  done  by 
inserting  plastic  catheters  through  the  right 
auricular  appendage  into  the  superior  and  in- 
ferior vena  cavae  for  collection  of  venous 
blood  and  inserting  a single  plastic  catheter 
into  the  abdominal  aorta  through  a common 
femoral  artery.  After  operation  the  auricu- 
lar appendage  and  femoral  artery  are  re- 
paired. In  order  to  prevent  intravascular 
coagulation  during  the  by-pass,  intravenous 
heparin,  1.5  milligrams  per  kilogram  body 
weight,  is  administered  just  before  perfu- 
sion is  begun,  and  this  anticoagulant  effect 
is  neutralized  by  a similar  quantity  of  prota- 
mine sulfate  at  the  completion  of  the  by- 
pass. Blood  for  filling  the  system  is  drawn 
from  donors  on  the  morning  of  operation  in 
siliconized  100  cubic  centimeter  bottles  con- 
taining 15  milligrams  of  heparin  in  glucose 
without  sodium  citrate.  In  only  two  cases 
has  post-operative  hemorrhage  due  to  dis- 
turbed clotting  factors  been  troublesome, 
and  in  one  the  complication  was  fatal. 

A distinct  advantage  of  the  mechanical 
pump  oxygenator  for  open-heart  surgery  is 
the  fact  that  the  patient  remains  in  a rela- 
tively normal  physiologic  state  during  the 
perfusion  with  adequate  circulation  of  com- 
pletely oxygenated  blood  to  all  tissues  of  the 
body.  Thus,  it  is  possible  to  undertake  intra- 
cardiac procedures  requiring  45  minutes,  if 
necessary,  with  survival  of  the  patient.  In 
order  to  facilitate  certain  reparative  proce- 
dures inside  the  heart,  such  as  ventricular 
septal  defect,  Tetralogy  of  Fallot,  aortic 
stenosis,  aortic  insufficiency,  and  so  forth, 
where  a quiet  and  completely  bloodless  field 
is  particularly  desirable,  complete  cardiac 
standstill  may  be  induced  with  dilute  solu- 
tions of  potassium  citrate.  Under  potassium 
arrest,  coronary  circulation  may  be  inter- 
rupted for  periods  up  to  30  minutes  without 
myocardial  damage,  and  when  coronary  cir- 
culation is  resumed  cardiac  activity  returns 
promptly  or  may  require  cautious  use  of  cal- 
cium chloride  solutions.  Coronary  air  em- 
bolism, and  ventricular  fibrillation  may  oc- 
cur, but  are  not  a problem  since  arterial  cir- 
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culation  to  the  heart  as  well  as  to  the  rest 
of  the  body  may  be  maintained  while  restor- 
ation of  normal  cardiac  activity  is  obtained 
by  usual  resuscitative  measures.  This  is  an 
important  advantage  over  hypothermia 
where  peripheral  circulation  is  dependent 
entirely  upon  the  pumping  action  of  the 
heart. 

RESULTS 

Hypothermia 

As  seen  from  Table  I,  hypothermia  has 
been  used  in  8 patients  with  anomalies  of 
the  heart  and  great  vessels.  A convenient 
aspect  of  hypothermia  as  a method  of  open 
cardiac  surgery  was  illustrated  in  2 patients 
in  this  series  in  whom  diagnosis  was  only 
made  at  thoracotomy  done  at  normal  body 
temperature.  When  the  need  for  open  car- 
diac conditions  was  demonstrated,  the  inci- 
sion was  closed  temporarily,  hypothermia 
was  induced,  the  incision  reopened,  and  the 
operation  was  completed  under  the  same 
anesthesia.  In  one  patient  an  unsuspected 
infundibular  subvalvular  pulmonic  stenosis 
was  discovered  after  pulmonic  valvulotomy 
failed  to  reduce  right  ventricular  pressure, 
and  in  another  patient  being  explored  for 
patent  ductus  a large  aortico-pulmonary  sep- 
tal defect  was  demonstrated.  Both  survived 
the  corrective  procedures  under  hypother- 
mia. 

TABLE  I 

USE  OF  HYPOTHERMIA  IN  OPERA- 
TIONS ON  THE  HEART  AND 
GREAT  VESSELS 

Sur- 
vived Died 

4 0 

2 0 

1 0 

1* 

7 1 

(12.5%) 

^Coronary  Air  Embolism  and  Ventricular  Fibrillation 

One  death  occurred  in  this  small  series  in 
a 31-year-old  woman  with  an  unusual  type 
of  septal  defect  producing  left  ventricular 
to  right  atrial  shunt.  Closure  of  the  defect 
through  a right  atriotomy  incision  was 
easily  performed,  but  ventricular  fibrilla- 
tion presumably  from  coronary  air  embolism 
occurred  and  defibrillation  of  the  cold  heart 
was  impossible.  Death  occurred  before  the 


patient  could  be  rewarmed.  Simple  ven- 
tricular fibrillation  occurred  in  two  other 
patients  in  this  small  series,  but  fortunately 
was  corrected  with  electrical  current.  Be- 
cause of  the  frequency  of  such  cardiac  dis- 
turbances and  the  helpless  feeling  the  sur- 
geon experiences  when  attempting  cardiac 
resuscitation  in  a patient  at  hypothermic 
temperature,  this  method  has  recently  been 
used  infrequently  for  cardiac  procedures  in 
favor  of  cardiopulmonary  by-pass. 

Hypothermia  has  been  effectively  used  as 
an  adjunct  to  excisional  therapy  of  aneu- 
rysms of  the  thoracic  aorta  in  35  patients 
to  protect  the  spinal  cord  from  ischemic 
damage,  and  paraplegia  and  neurologic  com- 
plications have  occurred  in  only  one  patient. 
Disturbances  of  cardiac  rhythm  in  opera- 
tions on  the  aorta  are  relatively  insignifi- 
cant, and  the  procedure  may  be  useful  and 
safe  for  this  purpose. 

TABLE  II 

USE  OF  TEMPORARY  EXTRACOR- 
POREAL CIRCULATION  (CARDIO- 
PULMONARY BY-PASS)  IN  OPERA- 
TIONS ON  THE  HEART  AND 
GREAT  VESSELS 

Number 


Ventricular  Septal  Defects. 41 

Atrial  Septal  Defects. 11 

Tetralogy  of  Fallot 4 

Atrio-ventricularis  Communis  4 

Aneurysm  Ascending  Aorta 4 

Congenital  Pulmonic  Stenosis... 3 

Aortico-Pulmonary  Septal  Defect 2 

Transposition  of  Great  Vessels. 2 

Ruptured  Ventricular 

Septum  (Coronary)  1 

Ruptured  Tricuspid  Valve  (Trauma)..  1 

Calcific  Aortic  Stenosis  1 

Ruptured  Aneurysm  Sinus 

of  Valsalva  1 

TOTAL  75 


Extracorporeal  Circulation 

Cardiopulmonary  by-pass  has  been  used 
in  75  patients  in  operations  for  congenital 
and  acquired  cardiovascular  lesions  (Table 
II).  Many  conditions  previously  not  amen- 
able to  surgical  correction  were  completely 
repaired  with  survival.  Although  operations 
for  a few  anomalies  inevitably  lead  to  a high 
mortality,  the  risk  of  operation  for  many  le- 
sions is  acceptable  even  at  this  early  stage 
in  development  of  the  technic.  Of  particular 
significance  in  this  regard  is  the  survival  of 
37  patients  out  of  41  undergoing  operation 


No. 


Atrial  Septal  Defect  4 

Infundibular  Pulmonic 

Stenosis  2 

Valvular  Pulmonic 

Stenosis  1 

V entriculo- Atrial 

Septal  Defect  1 

TOTAL  .8 
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for  ventricular  septal  defect.  This  is  par- 
ticularly noteworthy  when  one  considers  the 
poor  general  condition  of  many  of  these  pa- 
tients some  of  whom  were  less  than  six 
months  of  age. 

TABLE  III 

MORTALITY  AMONG  PATIENTS 
UNDERGOING  OPERATION  WITH 
EXTRACORPOREAL  CIRCULATION 


Cardio-pulmonary 

No. 

Deaths 

Mortality 

by-pass  (Total) 
Ventricular  Septal 

-75 

19 

24.0% 

Defect  

Atrial  Septal 

-41 

4 

9.7% 

Defect  

Unilateral  by-pass 

-11 

2 

18.0% 

(Total)  

- 8 

8 

25.0% 

Temporary  extracorporeal  circulation 
without  an  oxygenator  has  been  used  in  8 
patients  to  by-pass  an  area  of  the  circulatory 
system  confined  only  to  the  venous  or  ar- 
terial system.  Thus,  right  ventricular  by- 
pass was  obtained  in  1 patient  by  collecting 
venacaval  blood  and  pumping  it  into  the 
main  pulmonary  artery  permitting  right 


ventriculotomy  and  infundibular  resection. 
In  7 patients  aortic  by-pass  was  performed, 
collecting  blood  from  the  left  atrium  or  prox- 
imal descending  thoracic  aorta  and  return- 
ing the  blood  to  the  abdominal  aorta  to  per- 
mit resection  of  aneurysms  in  the  interven- 
ing segment.  The  simplicity  and  safety  of 
this  latter  procedure  promises  to  completely 
replace  hypothermia  in  operations  on  the 
aorta. 

SUMMARY 

During  the  past  few  years  open  cardiac 
surgery  has  become  a clinical  reality  due 
to  the  development  of  induced  body  hypo- 
thermia and  of  temporary  extracorporeal 
circulation.  An  experience  with  83  opera- 
tions of  this  type  is  presented  with  evalua- 
tion of  the  two  methods.  Cardiopulmonary 
by-pass  using  a mechanical  pump-oxygen- 
ator provides  a wider  margin  of  safety,  per- 
mits longer  intervals  of  open  heart  condi- 
tions, and  affords  greater  diversity  of  action 
to  the  surgeon  at  the  time  of  cardiotomy. 
Thus,  in  the  future  this  method  may  com- 
pletely replace  hypothermia  for  intracardiac 
operations. 


Patent  Ductus  Arteriosus  in  Infancy* 

A Staff  Conference:  Children's  Memorial  Hospital 


Pierre  Keitges,  Creighton  Univ.  student: 

The  patient  is  a two-month-old  white 
male  infant  admitted  to  Children’s  Me- 
morial Hospital  on  September  8,  1956, 
for  the  first  time,  with  the  following 
history.  The  infant  was  of  a pregnancy 
which  terminated  in  approximately  the 
28th  to  30th  week  of  gestation  with  four 
hours  labor  and  an  uncomplicated  de- 
livery. In  the  sixth  month  of  preg- 
nancy a laparotomy  had  been  done  on 
the  mother  for  treatment  of  a ruptured 
appendix.  Birth  weight  was  3 lbs.,  5 oz. 
The  infant  was  moderately  cyanotic  at 
birth  but  not  in  respiratory  distress  and 
was  placed  in  an  incubator  immediately. 
On  the  third  day  of  life  a systolic  mur- 
mur was  noted.  The  infant  was  kept 
at  Bishop  Clarkson  Memorial  Hospital 
until  six  weeks  of  age,  at  which  time  he 
was  sent  home  weighing  5 lbs.,  5 oz. 

*From  the  Children’s  Memorial  Hospital,  Omaha,  and  the 
Departments  of  Pediatrics  of  Creighton  University  School  of 
Medicine  and  University  of  Nebraska  College  of  Medicine. 


DONALD  C.  NILSSON,  M.D.; 

DELBERT  D.  NEIS,  M.D.; 

THEODORE  F.  HUBBARD,  M.D., 
and  CAROL  R.  ANGLE,  M.D. 

Omaha,  Nebraska 

After  about  five  days  at  home  the 
mother  noted  that  the  child  began  to 
refuse  his  formula  and  that  he  became 
minimally  to  moderately  cyanotic  with 
each  feeding. 

On  physical  examination  in  the  hos- 
pital the  only  abnormal  finding  was  a 
grade  III  systolic  murmur  heard  over 
the  entire  precordium  and  radiating  in- 
to the  neck,  axilla  and  back;  heard  best 
in  the  second  and  third  interspaces  on 
the  left;  P.  accentuated.  There  was  no 
diastolic  component,  thrill,  or  gross  car- 
diac enlargement.  An  electrocardio- 
gram at  this  time  showed  a probable  left 
ventricular  hypertrophy  with  the  mean 
QRS  axis  of  80  degrees.  There  was  no 
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polycythemia.  On  the  third  hospital 
day,  however,  the  child  had  evidence  of 
congestive  cardiac  failure  with  bilateral 
coarse,  moist  rales  over  the  lung  bases, 
hepatosplenomegaly,  peripheral  edema 
and  minimal  cyanosis.  The  child  was 
immediately  digitalized  and  the  edema 
began  to  clear  but  bilateral  pulmonary 
congestion  persisted.  At  this  point  it 
was  felt  that  cardiac  catheterization 
was  necessary,  and  this  was  done  at 


is  doing  quite  well.  He  still  has  a blue 
skin  color  due  to  the  diagnostic  dye 
dilution  studies.  There  is  a grade  I 
or  II  systolic  murmur  heard  best  over 
the  pulmonic  area  and  P2  is  louder 
than  A.,.  The  only  other  finding  is  some 
subcutaneous  emphysema  over  the  lat- 
eral wall  of  the  abdomen. 

Doctor  Herman  M.  Jahr: 

Thank  you  Mr.  Keitges.  Dr.  Nilsson? 


CATHETERIZATION  DATA : 

Saturation  % 

Inferior  Vena  Cava 67 

Superior  Vena  Cava 68 

Right  Atrium  (High).... 65 

Right  Artium  (Mid).... 64 

Right  Atrium  (Low) 65 

Right  Ventricle  ( Outflow ).. 65 

Right  Ventricle  (Inflow) 64.5 

Aorta 90 

Pulmonary  Artery (could  not  obtain  sample) 

Systemic  Arterial  Saturation 

(earpiece) 90 


Pressure 
3 (mean) 
3 (mean) 
3 (mean) 
3 (mean) 
3 (mean) 
38/4 
38/4 
78/42. 
38/22 


Doctor  Donald  C.  Nilsson  : 


Clarkson  Hospital  on  September  17, 
1956. 

Saturation  values  of  all  samples  ob- 
tained from  the  right  chambers  were 
within  normal  limits.  There  was  a 
slight  elevation  of  the  pulmonary  artery 
and  right  ventricular  pressure.  The 
catheter  could  be  passed  from  pulmon- 
ary artery  to  the  aortic  arch  and  de- 
scending aorta  apparently  through  a 
patent  ductus  arteriosus.  No  sample 
could  be  obtained  from  the  pulmonary 
artery  and  therefore  the  volume  of  left- 
to-right  shunt  could  not  be  determined. 
However,  a dye  dilution  curve  made 
from  the  right  ventricle  showed  evi- 
dence of  a large  left-to-right  shunt.  No 
right-to-left  shunt  was  shown  by  dye 
dilution  curve.  The  impression  was 
that  of  a patent  ductus  arteriosus  with 
slight  pulmonary  hypertension,  but  an 
aortic  pulmonary  window  could  not  be 
ruled  out.  The  infant  was  then  re-ad- 
mitted to  Children’s  Memorial  Hospital 
for  a three  day  preparation  before 
thoracic  surgery.  On  September  21, 
1956,  at  Clarkson  Hospital,  the  thoracic 
cage  was  opened,  a patent  ductus  ar- 
teriosus was  found  and  repaired.  The 
preoperative  weight  of  the  child  was  6 
lbs.,  10  oz.,  and  the  weight  on  September 
26  was  6 lbs.,  4 oz.  At  present  the  child 


This  baby  was  a small  but  vigorous  pre- 
mature whose  systolic  murmur  was  first 
heard  on  the  third  day  of  life  at  which  time 
it  was  almost  as  loud  as  it  was  thereafter. 
It  was  systolic  in  time.  I have  never  heard 
a diastolic  phase  to  the  murmur.  It  was  loud- 
est at  the  fourth  left  interspace  near  the 
sternum,  extending  and  radiating  out  from 
there.  It  could  be  heard  high  in  the  back 
and  axilla.  Of  course  P,  is  naturally  louder 
than  A.  in  an  infant  so  that  helped  us  very 
little.  The  baby  did  amazingly  well  and  ate 
and  gained  very  well.  There  was  no  edema, 
liver  enlargement  or  rales  heard  at  any  time 
during  his  neonatal  hospital  stay.  He  gained 
to  5 lbs.,  5 oz.,  in  a little  over  a month.  How- 
ever, before  discharge  this  baby  did  have 
about  three  periods  of  transient  cyanosis 
after  feedings.  The  X ray  of  the  chest  was 
interpreted  as  pneumonitis  of  the  right  mid- 
dle and  upper  lobe  without  demonstrable 
cardiac  enlargement.  (Fig.  1).  In  these 
early  X rays  that  include  the  upper  extrem- 
ities there  are  no  demonstrable  periosteal 
changes.  I mention  this  because  of  the  in- 
cidental but  interesting  finding  of  periosteal 
proliferation  of  both  the  upper  and  lower 
extremities  noted  after  surgery.  This  would 
of  course  immediately  suggest  lues  or  scurvy. 
The  mother’s  blood  is  serologically  negative 
and  in  scurvy,  of  course,  the  periosteal  reac- 
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tion  is  secondary  to  hemorrhages  under  the 
periosteum  and  there  is  usually  a more  ir- 
regular appearance.  This  brings  up  the  little 
known  and  little  described  entity  of  hyper- 
trophic pulmonary  osteo-arthropathy  occur- 
ring with  lesions  in  the  lung  w'hich  may  be 
very  small  and  while  not  producing  actual 
hypoxia  do  produce  periosteal  reactions  of 
great  magnitude.  We  hope  that  these  learned 
gentlemen  with  us  today  will  be  able  to  ex- 
plain why  this  occurs. 


Doctor  Jahr: 

Thank  you  Dr.  Nilsson.  Dr.  Hubbard? 

Doctor  Theodore  F.  Hubbard: 

It  was  very  difficult  to  catheterize  the  pa- 
tient because  of  his  extremely  small  size 
and  very  small  blood  vessels.  Fortunately, 
it  was  possible  to  pass  the  catheter  from  the 
pulmonary  artery  into  the  aorta.  In  the 
pressure  tracing  (Fig.  2)  this  lower  tracing 
represents  the  withdrawal  of  the  catheter 
tip  from  the  aorta  through  the  ductus  into 
the  pulmonary  artery.  The  aortic  systolic 
pressure  is  about  80  mm.  of  Hg.  and  as  the 
catheter  tip  snaps  back  through  the  ductus, 
the  pressure  falls  to  about  40  mm.  of  Hg., 
systolic.  We  could  not  calculate  the  volume 
of  left-to-right  shunt  because  the  catheter 
tip  was  so  nearly  the  size  of  the  pulmonary 
artery  itself  that  it  was  impossible  to  with- 


draw any  blood  from  that  vessel.  The  ar- 
terial oxygen  saturation  was  only  90  per  cent 
and  this  would  suggest  the  possibility  of  a 
right-to-left  shunt  through  the  ductus. 
However,  there  is  no  reason  why  there 
should  be  any  right-to-left  shunt  through 
the  ductus  at  rest  because  the  systemic  sys- 
tolic pressures  are  higher  than  the  pulmonic 
pressures  throughout  the  cardiac  cycle.  In 
addition,  the  dye  dilution  curve  made  from 
the  right  ventricle  did  not  show  the  early 


buildup  hump  of  a short-circuited  right-to- 
left  shunt.  What  we  did  find  was  a marked 
prolongation  of  the  disappearance  limit  of 
the  dye  dilution  curve.  Normally,  in  a dye 
dilution  curve  made  from  the  right  ventricle, 
the  ratio  of  disappearance  time  to  the  build- 
up time  should  be  less  than  2.2.  Here  the 
disappearance  time  was  very  markedly  pro- 
longed indicative  of  a large  left-to-right 
shunt.  The  arterial  unsaturation  in  this  in- 
stance, then,  was  apparently  due  to  inade- 
quate pulmonary  oxygenation  of  the  pul- 
monary capillary  blood.  This  brings  up  the 
problem  of  why  the  child  had  so  much  trou- 
ble early  in  lfie.  In  patent  ductus  arteriosus 
with  development  of  “reflex”  pulmonary  re- 
sistance or  peristence  of  the  fetal  character- 
istics of  the  pulmonary  arterioles  with  in- 
creasing pulmonary  hypertension,  as  the  pul- 
monary flow  increases  these  patients  may  go 
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into  right  ventricular  failure  early  in  life. 
The  second  cause  is  the  failure  of  develop- 
ment of  an  adequate  pulmonary  arterial  re- 
sistance to  maintain  the  systemic  circula- 
tion and  prevent  flooding  of  the  pulmonary 
vascular  circuit.  In  patent  ductus  arteriosus 
in  the  newborn,  the  first  major  factor  is  the 
amount  of  resistance  offered  by  the  ductus 
itself,  that  is,  the  size  of  the  ductus.  If  the 
ductus  is  very  large,  then  resistance  to  the 


very  large  and  often  there  is  an  inadequate 
amount  of  flow  through  the  systemic  cir- 
cuit. The  usual  adaptive  mechanism  to  this 
is  a rapid  increase  of  the  resistance  in  the 
pulmonary  circuit  which  thus  raises  the  pres- 
sure in  the  pulmonary  artery  and  diminishes 
the  volume  of  the  left-to-right  shunt,  thus 
making  it  possible  to  diminish  stroke  volume 
of  the  left  ventricle  and  still  maintain  an 
adequate  systemic  output.  When  pulmonary 


Aorta  -►PA 


Figure  2.  Pressure  tracing  as  the  cardiac  catheter  was  withdrawn  from  the  aorta  through 
the  patent  ductus  arteriosus  into  the  pulmonary  artery.  Upper  tracing  is  the  simultaneous 
electrocardiograph,  Lead  II. 


blood  flow  through  the  ductus  is  small,  and 
volume  of  left-to-right  shunt  will  be  very 
large.  In  that  case,  the  left  ventricular 
stroke  volume  includes  all  of  the  blood  go- 
ing to  the  systemic  circuit  plus  that  volume 
of  blood  which  is  being  shunted  and  re-cir- 
culated through  the  ductus.  This  means 
that  the  only  chambers  which  participate 
in  this  increased  volume  of  flow  are  the  left 
atrium,  the  left  ventricle  and  the  proximal 
arch  of  the  aorta  to  the  level  of  the  left  sub- 
clavian where  the  ductus  has  its  origin. 
When  the  resistance  of  the  ductus  is  very 
small  and  the  patient  fails  to  develop  an  in- 
crease in  pulmonary  arteriolar  resistance, 
then  the  volume  of  left-to-right  shunt  is 


hypertension  is  present  then  the  principle 
load  will  be  on  the  right  ventricle.  The  left- 
to-right  shunt  will  be  either  small,  complete- 
ly obliterated,  or  reversed;  there  will  be 
concentric  hypertrophy  of  the  right  ventricle 
and  usually  little  or  no  left-to-right  shunt. 
These  patients  are  often  inoperable. 

Now  these  children  with  the  large  left-to- 
right  shunts  either  develop  mild  pulmonary 
hypertension  and  an  increase  in  pulmonary 
vascular  resistance  or  they  go  into  failure 
and  die,  usually  in  the  first  six  months  of 
life.  The  murmurs  at  this  age  are  very 
often  atypical.  We  don’t  find  the  typical  pat- 
ent ductus  murmur  at  this  age  and  there- 
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fore  the  diagnosis  usually  has  to  be  based 
upon  cardiac  catheterization.  The  diagnosis 
can  be  suspected,  however,  in  the  presence 
of  a lesion  which  produces  pulmonary  vas- 
cular congestion,  as  in  any  left-to-right 
shunt,  combined  with  left  ventricular  hyper- 
trophy or  combined  left  and  right  ventricu- 
lar hypertrophy  on  the  electrocardiogram. 
When  these  findings  are  present  the  lesion 
is  usually  due  to  patent  ductus  arteriosus 
or  ventricular  septal  defect.  Also,  when  the 
volume  of  left-to-right  shunt  is  very  large, 
there  may  be  some  enlargement  of  the  left 
atrium,  again  due  to  the  large  volume  of 
blood  which  flows  to  the  left  atrium.  Last- 
ly, I would  say  that  the  only  manifestation 
of  congestive  failure  in  this  patient  at  the 
time  of  catheterization  was  slight  prolonga- 
tion of  the  appearance  time  of  the  dye  in- 
jected into  the  right  ventricle.  The  end  dia- 
stolic pressures  in  the  right  ventricle  were 
perfectly  normal,  the  mean  pressures  in  the 
right  atrium  were  normal,  and  this  is  prob- 
ably indicative  of  the  fact  that  this  child 
was  beginning  to  come  out  of  failure  at  the 
time  we  actually  did  the  catheterization. 

Doctor  Jahr: 

Thank  you,  Dr.  Hubbard.  Dr.  Neis,  would 
you  continue?  Do  you  want  to  show  the 
baby? 

Doctor  Delbert  D.  Neis: 

Yes,  we  have  the  baby  here.  This  baby 
was  purple  following  the  dye  studies  but  the 
color  has  improved  remarkably  during  the 
last  few  days.  You  can  see  the  usual  pos- 
terior-lateral thoractomy  incision  with  the 
drain-tube  incision  below. 

Doctor  Nilsson: 

How  many  ribs  did  you  have  to  remove? 

Doctor  Neis: 

None.  Dr.  Nilsson,  I didn’t  think  you 
would  ever  bring  that  up.  I never  remove 
ribs  on  anybody  except  people  past  the  age 
of  50  and  they  have  to  have  definite  car- 
cinoma. There  is  adequate  exposure  with- 
out taking  out  the  ribs.  You  may  notice 
that  this  baby  has  a cry  that  doesn’t  sound 
perfectly  normal,  and  I think  it  may  have 
a little  residual  paralysis  of  the  left  vocal 
cord  which  I’m  sure  is  only  temporary  and 
I will  show  you  why.  At  the  time  of  sur- 
gery the  recurrent  laryngeal  nerve  was  very 
tight  around  the  ductus.  With  considerable 
pressure  you  could  pull  it  down  but  it  would 


bounce  right  back  up  to  midportion  of  the 
ductus,  so  what  we  did  was  pull  it  down  dur- 
ing the  procedure.  We  usually  transect  a 
ductus  but  in  this  case  we  were  trying  to 
get  in  and  get  out  as  soon  as  we  could  and 
so  we  just  merely  ligated  the  vessel  plus 
pursestring  sutures  around  the  aortic  and 
pulmonary  origins.  Transection  would  have 
taken  a little  longer  with  the  nerve  in  this 
area.  It  was  difficult  to  feel  a thrill  at  the 
time  of  surgery,  especially  with  the  lung 
retracted,  but  as  soon  as  the  lung  was  let 
loose  you  could  feel  a definite  thrill  in  the 
proximal  pulmonary  artery.  Being  sure  to 
check  our  catheterization  findings  for  the 
question  of  an  aortic  window,  we  did  com- 
pletely disect  the  base  of  the  heart  and  there 
was  no  evidence  of  an  aortic  window.  I 
could  feel  no  thrill  over  the  myocardium  at 
any  point.  After  the  ductus  was  ligated  the 
pulmonary  artery  thrill  had  completely  dis- 
appeared. 

Doctor  George  Harris,  Intern: 

At  Children’s  Hospital  autopsies  are  re- 
corded on  five  cases  of  patent  ductus  arteri- 
osus without  other  cardiac  anomalies.  In 
these  five  cases,  death  occurred  in  the  first 
three  and  a half  months  of  life.  One  was  on 
the  second  day,  three  were  at  ten  weeks,  one 
at  three  and  a half  months.  In  all  these 
cases  death  was  attributed  to  the  pulmonary 
findings.  The  child  who  died  on  the  second 
day  was  reported  as  having  pulmonary  hya- 
line-membrane disease,  another  had  acute 
bronchial  pneumonia^  one  acute  interstitial 
pneumonia  and  another,  death  due  to  bac- 
terial embolic  necrotizing  pneumonia  of  a 
marked  degree  such  as  due  to  Pseudomonas 
aeruginosa.  The  fifth  child  had  pneumonia 
due  to  hemolytic  staphylococcus  with  septi- 
cemia. I didn’t  find  recorded  in  any  of 
these  cases  that  a murmur  was  present  on 
admission  examination. 

Doctor  Jahr: 

Any  discussion,  questions?  Dr.  Neis? 

Doctor  Neis: 

There  is  one  point  I would  like  to  em- 
phasize that  we  mentioned  before.  The  ves- 
sels of  these  tiny  babies  are  small.  But  just 
because  the  baby  is  little  doesn’t  mean  that 
you  can’t  carry  out  adequate  studies.  Put 
a ligature  around  the  femoral  vein  above  and 
below  the  entrance  of  the  saphenous  into  the 
femoral  vein  and  then  make  an  opening  di- 
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rectly  at  that  point,  pass  the  catheter  in  and 
then,  following  removal  of  the  catheter,  hold 
the  femoral  vein  closed.  We  don’t  try  to  use 
a saphenous  unless  it  is  fairly  large,  but  one 
can  usually  find  a vein  in  which  to  put  a 
catheter.  About  a year  and  a half  ago  Dr. 
Clyde  Moore  had  a baby  three  months  of 
age  which  had  gone  into  failure  from  a pat- 
ent ductus.  This  was  ligated  here  and  the 
baby  is  now  doing  very  well  and  is  almost 
two  years  old. 

Doctor  Jahr: 

If  the  child  does  not  have  trouble,  when 
do  you  people  advise  cardiac  studies?  So 
many  children  have  murmurs  and  sometimes 
you  can  make  a diagnosis  of  the  actual  ano- 
maly and  sometimes  you  can’t.  If  the  baby 
is  getting  along  fairly  well,  is  gaining  weight 
and  having  no  trouble,  when  is  the  proper 
time  to  subject  this  baby  to  cardiac  studies? 

Doctor  Hubbard: 

I would  say  that  you  can’t  give  a general 
rule  to  that.  It  will  depend  very  much  on 
what  is  suspected  and  what  the  probability 
is  for  surgical  relief  of  the  lesion.  In  gen- 
eral, the  patient  getting  into  trouble  in  any 
way  during  the  first  year  of  life,  such  as 
the  baby  who  shows  signs  of  failure  or  the 
frequent  respiratory  infections  that  charac- 
terize marked  left-to-right  shunt,  should  be 
studied  at  that  time.  Actually  in  these  chil- 
dren with  large  left-to-right  shunts  and 
flooding  of  the  pulmonary  circuit  prior  to 
development  of  an  increase  in  pulmonary 
vascular  resistance  the  manifestation  of  pul- 
monary congestion  is  usually  pulmonary  in- 
fection and  almost  all  of  them  that  die  will 
show  evidences  of  various  types  of  pneu- 
monia. Sometimes  it  will  be  called  one  of 
these  more  bizarre  types  of  pneumonia;  at 
other  times  it  will  be  called  just  penumonia. 
So  that  any  child  that  is  getting  into  trouble 
at  any  time  should  be  catheterized  and 
studied. 

Doctor  Jahr: 

What  of  the  child  that  is  not  getting  into 
trouble  ? 

Doctor  Hubbard: 

If  the  child  is  getting  along  well,  we  pre- 
fer to  wait  until  the  baby  is  over  a year  of 
age.  Although  it  is  true  that,  as  Dr.  Neis 
says,  particularly  with  him  on  the  team,  we 
can  usually  find  a vein  to  catheterize,  the 


difficulty  of  the  procedure  lies  in  the  fact 
that  many  times  we  cannot  withdraw  blood 
from  some  of  the  chambers.  The  size  of  the 
right  ventricular  cavity  is  only  a little  over 
1 cm.  at  the  age  of  this  child,  whereas  the 
curved  portion  of  the  catheter  tip  is  about 
that  long  and  it  is  very  difficult  to  withdraw 
blood  sometimes  because  the  catheter  tip  is 
occluded  against  the  wall  of  the  vessel.  For 
other  reasons  it  is  nicer  to  be  able  to  do 
these  patients  under  the  least  amount  of 
anesthetic  agent  necessary;  you  get  a truer 
picture  of  the  actual  physiological  dynamics. 
But  anytime  a child  is  getting  into  trouble 
then  you  certainly  need  to  study  the  child  by 
cardiac  catheterization. 

Doctor  Jahr: 

What  are  the  dangers  of  cardiac  catheter- 
ization? 

Doctor  Hubbard: 

The  immediate  danger  of  cardiac  catheter- 
ization is  the  precipitation  of  the  arryth- 
mias.  Usually,  as  the  tip  of  the  catheter  is 
passed  through  the  atrial-ventricular  valve 
and  again,  sometimes,  as  it  goes  through  the 
pulmonary  valve  in  the  outflow  tract  of  the 
right  ventricle,  a small  burst  of  arrhythmia 
occurs,  predominantly  ventricular  extra- 
systoles singly  or  in  runs.  In  children  with 
left-to-right  shunts,  children  who  are  not  in 
failure,  children  who  are  not  cyanotic,  the 
risk  of  difficulty  under  these  circumstances 
is  extremely  small,  probably  no  more  than 
1 ilOOO.  The  children  who  have  the  greatest 
potential  risk  during  catheterization  in  the 
first  year  of  life  are  those  with  cyanotic 
lesions,  particularly  the  high  grade  right-to- 
left  shunt,  and  here  I refer  particularly  to 
those  patients  with  pulmonary  atresia,  tri- 
cuspid atresia,  or  Tetralogy  of  Fallot  with 
a very  high  grade  pulmonic  stenosis  and  a 
very  large  right-to-left  shunt. 

Question : 

Does  the  size  of  the  shunt  determine  the 
pulmonary  hypertension  ? 

Doctor  Hubbard: 

The  evolution  of  an  increase  in  pulmonary 
vascular  resistance  in  these  patients  can 
take  place  at  any  rate  but  may  never  occur. 
Just  exactly  what  the  mechanisms  are  that 
produce  an  increase  in  pulmonary  vascular 
resistance,  we  don’t  know.  From  a mor- 
phologic standpoint  two  things  happen.  The 
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first  change  we  notice  morphologically  is  an 
increase  in  the  muscular  wall  of  the  pulmon- 
ary arterioles.  The  second  change  consists 
of  a proliferation  and  hyperplasia  of  the 
intima  of  the  pulmonary  arterioles.  This  is 
the  more  advanced  stage.  What  causes  these 
changes  to  take  place,  we  don’t  know.  It  is 
apparently  mechanical  from  the  increase  in 
pressure  on  or  the  increased  flow  in  the 
pulmonary  arterioles. 

Question : 

Is  this  reversible? 

Doctor  Hubbard: 

It  is  reversible  to  a certain  extent.  It  is 
very  difficult  to  predict  in  which  patients 
the  pulmonary  vascular  changes  are  re- 
versible. Confining  our  remarks  to  patent 
ductus  arteriosus  we  can  make  some  gen- 
eralizations. Those  children  who  show 
marked  pulmonary  hypertension,  apparently 
from  birth,  in  which  the  pulmonary  vascular 
resistance  is  equal  to  or  exceeds  the  systemic 
resistance  from  the  time  we  catheterize  the 
patient,  presuming  it  had  been  present  from 
birth,  do  not  have  a decrease  in  resistance 
after  ligation  of  the  ductus.  Indeed,  liga- 
tion of  the  ductus  may  cause  death  in  such 
patients  particularly  if  the  pulmonary  vas- 
cular resistance  exceeds  the  systemic  re- 
sistance. If  that  be  true,  you  cannot  blame 
the  left-to-right  shunt  at  that  moment  for 
having  anything  to  do  with  the  increase  in 
pulmonary  vascular  resistance  because  there 
is  none.  When  the  pulmonary  resistance  is 
higher  than  the  systemic  resistance,  the 
shunt  is  all  right-to-left,  and  if  you  ligate 
the  ductus  there  is  no  longer  any  right-to- 
left  shunt  and  the  pressure  rises  even  higher 
in  the  pulmonary  circuit.  With  loss  of  the 
right-to-left  runoff  the  patient  probably 
goes  into  right  ventricular  failure  and  dies. 

Question : 

How  can  you  decide  if  the  patient  with  a 
patent  ductus  is  a poor  candidate  for  sur- 
gery? 

Doctor  Hubbard: 

Aside  from  cardiac  catheterization,  there 
is  no  way  that  you  can  tell  exactly  what  the 
pulmonary  resistance  is.  However,  it  is 
suspicious  if  the  patient  is  cyanotic  at  rest 
without  a good  pulmonary  cause  for  the  cy- 
anosis. That  doesn’t  mean  just  cyanotic 
while  crying  because,  as  }X)u  know,  these 


children  can  increase  their  pulmonary  vas- 
cular resistance  with  a good  cry  by  at  least 
50  mm.  Hg.  and  transiently  reverse  the 
shunt,  so  that  in  any  large  left-to-right  shunt 
during  early  childhood  cyanosis  during  cry- 
ing may  occur.  Here  the  pulmonary  vascu- 
lar resistance  rarely  reaches  the  systemic, 
and  if  there  is  still  a significant  left-to-right 
shunt  at  the  time  the  catheterization  is  done 
this  usually  indicates  that  the  result  of  the 
closure  will  be  favorable  and  that  the  patient 
will  be  improved  with  a further  drop  in  pul- 
monary artery  pressure.  The  pulmonary 
arteriolar  resistance  itself  is  actually  ex- 
pressed as  a pressure-flow  ratio  by  the  use 
of  suitable  constants  to  convert  this  value 
into  standard  physical  terms  dyne-sec- 
onds/cnr5.  If  the  patient,  as  an  example, 
has  a large  left-to-right  shunt  producing  a 
pulmonary  flow  four  times  normal  with  a 
pulmonary  artery  pressure  of  80  mm.  Hg.  we 
could  predict  that  closing  the  ductus  under 
these  circumstances  will  cut  the  flow  to  one- 
quarter  of  what  it  had  been  and  if  the  pul- 
monary vascular  resistance  follows  the  law 
of  laminar  flow  then  pressure  decrease 
should  be  directly  proportional.  So  if  we 
cut  the  flow  to  one-quarter  we  should  be 
able  to  predict  a drop  in  the  pressure  of  the 
same  amount.  In  addition,  the  diminished 
volume  of  left-to-right  shunt  may  allow 
whatever  changes  have  taken  place  in  the 
pulmonary  arterioles  to  resolve. 

Doctor  Byron  B.  Oberst: 

How  do  you  distinguish  the  patent  ductus 
arteriosus  from  auricular  septal  defects 
and  the  inter-ventricular  defects? 

Doctor  Hubbard: 

At  this  age  in  life  one  cannot  always  make 
the  differential  diagnosis,  but  the  major  fea- 
tures in  these  three  common  left-to-right 
shunts  are  something  like  this.  First  of  all 
let  us  assume  that  they  are  all  uncomplicat- 
ed, that  is,  they  all  have  the  characteristics 
of  a left-to-right  shunt  of  variable  dimen- 
sions. In  the  atrial  septal  defect  the  mur- 
mur is  characteristically  in  the  second  and 
third  left  interspaces.  It  is  usually  a soft 
murmur  of  little  impressiveness  because  it 
is  probably  a functional  murmur  anyway.  A 
good  deal  of  it  may  arise  from  the  high 
flow  across  the  pulmonary  valve.  Because 
of  the  high  stroke  volume  of  the  right  ven- 
tricle in  atrial  septal  defect,  the  right  ven- 
tricle enlarges,  the  ejection  phase  of  right 
ventricular  systole  is  prolonged,  and  this 
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produces  a characteristic  wide  split  of  the 
pulmonary  second  sound.  The  electrocardio- 
gram of  almost  all  of  the  patients  shows  a 
mild  type  of  right  ventricular  hypertrophy 
with  increased  amplitude  of  the  T waves 
which  we  refer  to  as  a pattern  of  diastolic 
overloading  of  the  right  ventricle.  There 
is  usually  no  pulmonary  hypertension  in 
atrial  septal  defect  and  therefore  the  in- 
creased work  load  of  the  right  ventricle  sim- 
ply represents  increased  stroke  volume  due 
to  the  left-to-right  shunt.  Electrocardio- 
graphically  we  refer  to  the  incomplete  right 
bundle  branch  block  type  of  right  ventricu- 
lar hypertrophy  in  which  there  is  only  slight 
right  axis  deviation  in  the  frontal  plane. 
Position  Vi  in  the  ECG  shows  an  rSR  pat- 
tern and  this  will  be  present  in  about  85 
per  cent  of  all  atrial  septal  defects.  In  the 
roentgenogram  of  the  chest  in  atrial  septal 
defect,  the  aortic  knob  is  small,  the  pulmon- 
ary trunk  is  widely  dilated  and  there  is  right 
ventricular  hypertrophy  of  varying  degree. 
There  is  almost  always,  but  again  it  will  be 
a function  of  the  volume  of  left-to-right 
shunt,  marked  increase  in  pulmonary  hilar 
vascularity  and,  if  the  volume  of  left-to-right 
shunt  is  significant,  that  is  usually  any- 
thing over  40  per  cent,  there  is  a marked 
pulsation  of  the  hilar  vessels.  This  increased 
pulsation  is  a manifestation  of  the  high 
stroke  volume  of  the  right  ventricle. 

In  ventriclar  septal  defect,  on  the  other 
hand,  the  overload  is  on  the  left  ventricle  as 
long  as  there  is  no  pulmonary  hypertension. 
Clinically,  the  murmur  tends  to  be  low,  lo- 
cated maximally  in  the  third  and  fourth  left 
interspace,  and  is  a harsher,  rougher  mur- 
mur. Pulmonary  second  sound  is  usually  not 
split  and  if  there  is  no  pulmonary  hyperten- 
sion the  pulmonary  second  sound  tends  to 
be  normal.  In  the  majority  of  patients  with 
ventricular  septal  defect  there  is  some  pul- 
monary hypertension,  and  for  this  reason 
the  electrocardiogram  usually  shows  evidence 
of  both  left  and  right  ventricular  hyper- 
trophy. Evidence  of  the  left  ventricular 
hypertrophy  is  manifested  by  tall  R waves 
over  the  left  precordium  and  a shift  in  the 
mean  electrical  axis  from  the  frontal  plane 
to  the  left  and  posterior.  However,  since 
there  is  some  increase  in  pulmonary  vascular 
resistance  in  most  of  these  cases,  there 
tends  to  be  a combined  hypertrophy:  there 
is  diastolic  overloading  of  the  left  ventricle 
because  it  puts  out  whatever  goes  to  the  sys- 
temic circuit  plus  whatever  goes  through  the 


shunt  and  systolic  overloading  of  the  right 
ventricle  because  it  pumps  against  the  vary- 
ing degrees  of  pulmonary  hypertension. 
This  produces  an  electrocardiographic  pat- 
tern which  is  fairly  characteristic  though 
not  diagnostic  in  ventricular  septal  defect 
in  which  we  usually  see  large  diphasic  QRS 
complexes  over  the  mid-precordium,  V2,  3,  4, 
commonly  over  50  mm.  in  amplitude.  There 
is  some  evidence  of  right,  some  evidence  of 
left,  plus  the  large  diphasic  QRS  complexes 
in  the  mid-precordium  which  probably  indi- 
cate combined  hypertrophy. 

Then  patent  ductus  arteriosus,  to  finish 
the  pattern.  In  the  first  few  years  of  life 
the  murmurs  are  seldom  characteristic,  the 
reason  being  that  there  is  not  yet  the  high 
gradient  between  the  pulmonary  artery  and 
the  aorta  throughout  systole  and  diastole 
which  we  see  in  the  adult  with  patent  duc- 
tus arteriosus  and  which  causes  a large 
flow  throughout  the  cardiac  cycle.  In  small- 
er children  the  flow  is  usually  not  continu- 
ous; it  may  be  intermittent  and  may  be 
only  during  systole  or  may  be  only  during 
diastole,  but  in  all  cases  the  absolute  mag- 
nitude of  the  flow  through  the  ductus  is 
small,  therefore  less  noise  and  less  character- 
istic noise.  Under  these  circumstances  we 
often  have  only  a systolic  murmur  which 
can  be  located  anywhere  from  the  third  or 
fourth  up  to  the  second  interspace  but  com- 
monly is  well  transmitted  in  the  infraclav- 
icular  area.  Many  times  a short  early  dia- 
stolic murmur  may  appear,  but  usually  not 
the  characteristic  ductus  murmur,  before 
one  year  of  age.  From  the  standpoint  of  the 
ECG  the  characteristic  finding,  if  there  is 
no  pulmonary  hypertension,  is  left  ventricu- 
lar hypertrophy;  but  in  about  50  per  cent 
of  all  patients  with  patent  ductus  arteriosus 
the  ECG  is  normal,  because  the  volume  of 
the  left-to-right  shunt  is  not  great  and  the 
strain  on  the  left  ventricle  minimal.  If  pul- 
monary hypertension  is  present  there  will 
be  right  hypertrophy  and  if  there  is  a large 
left-to-right  shunt,  left  hypertrophy.  As  for 
the  X ray  in  ventricular  septal  defect  and 
ductus,  we  will  say  just  one  more  word 
about  those.  Hilar  pulsations  depend  upon 
the  volume  of  the  left-to-right  shunt.  Usual- 
ly the  volume  of  left-to-right  shunt  in  ven- 
tricular septal  defect  and  patent  ductus  is 
not  very  large  and  therefore  there  is  not 
much  hilar  vascular  pulsation.  The  PA-con- 
tour  of  ventricular  septal  defect  is  a little 
bit  different  than  that  of  atrial  septal  defect. 
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There  will  be  less  dilatation  of  the  pulmon- 
ary trunk  as  long  as  there  is  no  significant 
increase  in  pulmonary  artery  pressure,  and 
the  apical  contour  points  down  to  the  left, 
indicative  of  left  hypertrophy  rather  than 
right,  (whereas  in  atrial  septal  defect  caus- 
ing right  hypertrophy  the  apex  is  rounded 
upward).  In  uncomplicated  patent  ductus 
arteriosus  this  same  contour  of  left  hyper- 
trophy occurs.  The  pulmonary  trunk  is  a 
little  bit  enlarged,  and,  as  the  patient  gets  a 
little  older,  we  often  see  a “cone”  sign  in 
which  the  aortic  knob  looks  large  and  then 
suddenly  dips  back  and  drops  into  the  aorta. 
The  cone  is  the  dilated  distal  aortic  arch 
just  proximal  to  the  ductus  and  below  the 
ductus  the  aorta  is  normal.  In  patent  duc- 
tus there  may  be  a great  dilation  of  the  pul- 
monary trunk  because  of  the  pulmonary  hy- 
pertension causing  systolic  overloading  of 
the  right  ventricle  and  more  rounding  of 
the  ventricular  contours.  The  pulmonary 
vascular  shadows,  instead  of  being  full  and 
fluffy,  may  be  quite  thick  because  of  the  pul- 
monary hypertension  and  the  lung  fields  dis- 
tally  relatively  clear  if  the  volume  of  left-to- 


right  shunt  in  the  patient  has  been  reduced 
by  pulmonary  hypertension. 

Doctor  Carol  R.  Angle: 

Is  there  any  evidence  that  if  a ductus  is 
functionally  patent  at  two  or  three  weeks 
of  age,  that  it  will  close  by  itself? 

Doctor  Hubbard: 

We’ll  say  this:  anatomic  patency  of  the 
ductus  is  not  uncommon  even  up  to  a year 
of  age.  However,  all  of  the  evidence  indi- 
cates that  within  a few  hours  to  days  after 
birth  nothing  goes  through  it,  that  it  is  func- 
tionally closed.  On  catheterization  of  the 
patient  we  find  no  evidence  of  left-to-right 
shunt.  If  actual  murmurs  are  present  and 
perist  and  there  is  evidence  by  catheteriza- 
tion of  a left-to-right  shunt,  the  probability 
is  overwhelming  that  it  won’t  ever  close. 

Doctor  Neis: 

We  should  however  mention  the  systolic 
murmur  in  the  newborn.  Only  about  one 
out  of  twelve  of  these  persist  by  the  time 
they  are  one  year  of  age.  Not  all  are  organ- 
ic heart  disease. 


management  of  Aoriic  Aneurysms* 


These  authors  present  a rapid  resume  of  the 
present  views  on  treatment  of  aneurysms.  From 
the  viewpoint  of  the  generalist  and  internist  this 
subject  is  in  a state  of  flux — between  the  attitude 
that  there  is  no  successful  treatment  and  that 
one  must  wait  for  the  inevitable  termination  and 
that  of  hope  based  upon  successful  surgical  in- 
tervention. This  article  has  the  main  purpose 
of  placing  emphasis  on  early  diagnosis  and 
prompt  surgical  treatment  of  aneurysms. 

—EDITOR 

CERTAIN  diseases  pass  through 
a sequence  from  mere  curiosi- 
ties to  the  commonplace,  well 
treated  entities.  So  it  is  with  aneurysms  of 
the  aorta.  As  the  population  curve  extends, 
more  of  these  patients  are  seen.  At  Pres- 
byterian Hospital  in  New  York  City,  a six- 
fold increase  in  this  diagnosis  was  found 
during  the  years  1942  to  19521.  Excision  of 
these  lesions  with  graft  replacement  of  the 
vessel  has  given  a new  and  remarkable  out- 
look to  patients  suffering  with  this  disease. 

Aneurysms  of  the  aorta  can  be  classified 
as  saccular,  fusiform,  or  dissecting.  The 
saccular  variety  in  this  area  is  rare.  It  is 
primarily  a late  complication  of  syphilitic 
aortitis,  involves  the  thoracic  aorta,  usually 
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is  symptomatic,  and  is  found  more  often  in 
younger  men  than  are  the  other  types.  Fusi- 
form aneurysms  are  becoming  much  more 
common  everywhere.  They  are  a complica- 
tion of  arteriosclerosis  and  as  such  are  seen 
in  the  old  age  group.  The  primary  site  of 
aortic  involvement  is  distal  to  the  renal  ar- 
teries. Symptoms  and  bone  erosion  are  not 
as  likely  to  occur  as  in  the  saccular  type.  Dis- 
secting aneurysms  are  not  true  aneurysms, 
but,  because  of  accepted  terminology  and  the 
site  of  involvement,  are  included  in  this 
group.  They  are  usually  associated  in  a 
syndrome  of  severe  chest  pain  with  radiation 
to  the  neck,  back  or  legs  and  often  with  a 
bizarre  neurologic  picture  and  severe  hyper- 
tensive cardiovascular  disease.  The  diag- 
nosis is  often  difficult  to  make. 

Pain  and  an  abdominal  mass  are  the  chief 
symptoms  of  fusiform  aneurysms  but  30  to 
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40  per  cent  will  be  symptom  free.  Blake- 
more  and  Voorhees1  reported  a series  show- 
ing 33.6  per  cent  asymptomatic,  54  per  cent 
symptomatic  and  12.4  per  cent  with  recent 
bleeding. 

The  diagnosis  is  confirmed  by  palpation 
of  the  expansile,  pulsating  mass,  X-ray  evi- 
dence of  calcification  in  the  enlarged  vascu- 
lar wall  and,  if  necessary,  an  aortographic 
demonstration  of  the  abnormality.  Some  are 
first  noted  on  routine  abdominal  exploration 
prior  to  the  execution  of  another  surgical 
procedure. 

The  natural  evolution  of  an  aneurysm, 
once  it  has  occurred,  is  growth.  As  the  wall 
thins  due  to  sustained  arterial  pressure,  it 
becomes  progressively  less  able  to  maintain 
the  normal  anatomical  configuration.  This 
of  course  predisposes  the  lesion  to  an  ever 
increasing  tendency  to  rupture.  It  is  obvi- 
ously a dangerous  pattern  and  imposes  great 
responsibilities  on  the  physician  who  elects 
to  avoid  its  treatment  by  merely  noting  on 
the  patient’s  chart  that  the  abnormality  ex- 
ists. 

Reviewing  mortality  figures  confirms  this. 
In  untreated  arteriosclerotic  aneurysms, 
Estes2  reports  death  from  rupture  in  63.3 
per  cent.  He  also  states  that  90  per  cent  of 
patients  with  this  disease  would  be  dead 
within  8 years,  while  in  a comparable  age 
group  without  aneurysms,  only  35  per  cent 
will  have  died. 

Once  symptoms  have  appeared,  the  danger 
increases  rapidly.  Bigger3  found  87  per  cent 
dying  within  1 year.  Others1’4’5’6’7  concur 
in  the  poor  prognosis  with  the  advent  of 
symptoms. 

Thoracic  aneurysms  are  more  dangerous, 
with  a very  poor  outlook  after  the  appear- 
ance of  symptoms.  Kampmeier6  reports  an 
average  duration  of  life  of  only  6 to  9 
months.  These  patients  are  prone  to  com- 
plaints which  include  pain,  mass,  cough, 
dyspnea,  dysphagia,  dysphonia,  bone  erosion, 
fatigue  and  weight  loss.  Fortunately,  because 
of  etiologic  background  this  problem  is  be- 
coming less  frequent.  Nevertheless,  when 
necessity  exists,  adequate  therapy  is  urgently 
required. 

Treatment  has  evolved  to  the  present  day 
satus  of  excision  and  tangential  repair  or 
graft  replacement. 

Ligation  was  first  attempted  by  Anel  with 
failure.  Wiring,  followed  by  electrocoagula- 
tion and  combined  with  proximal  banding, 


has  been  used  extensively  with  some  success 
by  Blakemore1.  Attempts  at  external  sup- 
port of  the  vessel  wall  by  wrapping  with 
polyethylene  have  been  made  and  as  recently 
as  1953  this  was  advocated  by  Chunn8.  It 
has  proved  to  be  of  very  little  value  and 
should  seldom  be  used. 

In  recent  years  great  numbers  of  aneu- 
rysms have  been  excised  and  the  vessel  seg- 


PROJECTED  8-YEAR  SURVIVAL  RATE  ARTERIOSCLEROTIC 
ANEURYSM  WITHOUT  SURGERY 


PROJECTED  8-YEAR  SURVIVAL  RATE  ARTERIOSCLEROTIC 
ANEURYSM  WITH  EXCISION  AND  GRAFT  REPLACEMENT 

ments  replaced.  At  present  there  are  two 
acceptable  prostheses.  They  are  preserved 
arterial  homografts  and  non-reactive  plastic 
grafts  such  as  nylon,  orlon,  teflon,  ivalon  or 
Vinyon-N.  Our  personal  experience  has  in- 
cluded homografts  and  nylon  and  orlon  pros- 
theses. The  problem  of  securing  and  pre- 
serving grafts  makes  the  artificial  source  de- 
sirable. Bifurcation  grafts  are  available  and 
give  excellent  functional  results. 

Operative  mortality  is  between  7 and  15 
per  cent  in  the  non-ruptured  group.  In  view 
of  the  seriousness  of  the  disease  and  the 
many  associated  problems  in  the  old  age 
group,  it  compares  favorably  with  other  ac- 
cepted operations.  Age  is  not  a contra-in- 
dication as  the  patients  range  from  60  to  80 
years  of  age.  Cardiac  or  renal  failures 
which  are  non-responsive  to  preoperative 
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preparation  represent  the  major  contra-indi- 
cations. The  chief  causes  of  postoperative 
death  are  coronary  disease,  pulmonary  em- 
boli and  renal  failure.  Earlier  surgery  and 
careful  preparation  will  aid  in  reducing  the 
risk  still  more.  There  is  a great  tendency  to 
procrastinate  and  so  it  is  with  these  patients 
as  most  of  them  have  large,  far  advanced  le- 
sions or  lesions  which  have  recently  rup- 
tured. (Fig.  1). 

The  particular  situation  of  a rupturing  or 
ruptured  aneurysm  deserves  special  mention. 
Most  of  these  patients  will  have  pain,  a pul- 
sating abdominal  or  flank  mass  and  a shock- 
like picture.  Early  recognition  of  the  prob- 
lem is  essential  because  a fatal,  final  hemor- 
rhage is  imminent.  Most  of  these  cases  give 
ample  opportunity  for  surgical  correction  if 
the  diagnosis  is  made  and  prompt  action  is 
taken.  Cooley10  reports  a 38  per  cent  opera- 
tive mortality  in  this  group  and  this  is  in- 
deed high,  but  on  the  other  hand,  it  repre- 
sents a 60  per  cent  salvage  rate  that  will 
otherwise  be  lost. 

SUMMARY 

1.  A discussion  of  etiologic  and  anatom- 
ical backgrounds  of  aneurysms  is  given. 

2.  The  current  accepted  therapy  for  these 
lesions  has  been  discussed. 

3.  An  attitude  of  early  diagnosis  and 
treatment  is  essential  instead  of  fatal  pro- 
crastination. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
February  9,  Norfolk,  Norfolk  State  Hos- 
pital 

February  16,  North  Platte,  High  School 
March  2,  Scottsbluff,  St.  Mary  Hospital 
March  16,  Broken  Bow,  Elks  Club 
March  30,  Ainsworth,  Elementary  Grade 
School 

MID-WINTER  MEETING— Board  of  Coun- 
cilors of  the  Nebraska  State  Medical  As- 
sociation, February  10,  1957,  10:00  a.m., 
Hotel  Cornhusker,  Lincoln. 

MIDWINTER  MEETING— House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation, February  17,  1957,  10 :00  a.m., 
Hotel  Cornhusker,  Lincoln. 

MIDWINTER  CLINICAL  SESSION— Colo- 
rado State  Medical  Society,  February  19- 
22,  1957,  Shirley  Savoy  Hotel,  Denver. 

THIRD  ANNUAL  CANCER  DETECTION 
COURSE,  April  10,  11,  12,  1957— 
Columbus,  April  10 
Hastings,  April  11 
York,  April  12 

Presidential  Address  of  Dwight  M.  Murray — 

The  House  of  Delegates  of  the  American 
Medical  Association  was  so  much  impressed 
by  Dwight  H.  Murray’s  address,  delivered 
at  the  opening  session  in  Seattle,  that,  by 
resolution,  they  asked  the  widest  possible  dis- 
tribution to  physicians.  We,  therefore,  call 
your  attention  to  Doctor  Murray’s  Presiden- 
tial Address.  It  is  to  be  found  in  J.A.M.A., 
162:1476  (Dec.  15),  1956.  Reading  of  it  is 
to  be  recommended  because  it  points  out  the 
creeping  restrictions  being  woven  about  doc- 
tors and  the  profession.  It  also  accuses  us, 
rightfully,  of  being  apathetic  in  regard  to 
what  happens  in  health  and  medical  affairs. 
As  part  of  his  conclusions,  Doctor  Murray 
says : 

“Each  of  us,  I believe,  should  dedicate 
himself  to  the  words  included  in  the  oath  of 
office  taken  by  the  President  of  the  A.M.A. : 
T shall  champion  the  cause  of  freedom  in 
medical  practice,  and  freedom  for  all  my 
fellow  Americans’.” 

A.M.A.  Studies  Medical  Care  Payments 
For  Indigents — 

A number  of  amendments  which  provide 
a new  method  of  financing  medical  care  for 
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MEET  SOME  OF  OUR  . . 


NE 


Doctor  Sebastian  A.  Zarbano  was  born  March  15,  1924  in  Omaha, 
and  attended  St.  Patrick’s  School  before  enrolling  at  the  Creighton  Uni- 
versity. In  1950,  he  received  a Bachelor  of  Science  degree.  He  com- 
pleted his  medical  education  at  the  Creighton  University  School  of 
Medicine,  receiving  the  degree,  Doctor  of  Medicine,  in  1954.  The  fol- 
lowing year  Doctor  Zarbano  interned  at  St.  Catherine’s  Hospital  in 
Omaha. 

He  is  a member  of  the  Nebraska  Obstetrics-Gynecology  Society,  the 
Interstate  Postgraduate  Medical  Association,  and  the  Catholic  Physi- 
cians’ Guild. 

From  1943  to  1945,  he  served  in  the  United  States  Army. 

Doctor  and  Mrs.  Zarbona  (Louise)  have  a family  of  four  children 
— three  girls  and  a boy. 

His  hobbies  are  sports. 

Since  July  1,  1955,  Doctor  Zarbano  has  been  practicing  at  3374 
South  13th  Street,  Omaha,  Nebraska. 


Doctor  Robert  Dale  Jones,  born  May  10,  1925,  in  Lexington,  Nebraska,  is  pres- 
ently located  at  105  South  49th  Street  in  Omaha. 

He  attended  public  schools  at  Central  City,  Nebraska,  before  entering  the  Uni- 
versity of  Nebraska.  He  obtained  his  medical  education  at  the  College  of  Medicine 
of  the  above  University,  graduating  with  the  degree,  Doctor  of  Medicine,  in  1951. 

Doctor  Jones  interned  at  the  University  Hospital  in  Omaha  and  took  residency 
training  in  Psychiatry  at  the  Nebraska  Psychiatric  Institute  for  two  years  and  at 
Lutheran  Hospital  in  Omaha  for  one  year. 

He  spent  31  months,  from  1943  to  1946,  in  military  service. 

Doctor  and  Mrs.  Jones  (Diane)  have  two  children;  Michael,  6 years  and  Sarah, 
4 years. 

His  hobbies  are  fishing,  hunting  and  horticulture. 

Doctor  Jones  has  been  in  practice  in  Omaha  since  July  1,  1955. 


Doctor  Colin  B.  Schack  was  born  on  November  3,  1925,  in  Omaha, 
and  attended  Columbian  Grade  School  and  Central  High  School  of  that 
city.  He  obtained  his  premedical  education  at  Harvard  University, 
Cambridge,  Massachusetts,  receiving  an  A.B.  degree.  Doctor  Schack 
entered  the  University  of  Nebraska  College  of  Medicine  and  graduated 
with  the  degree,  Doctor  of  Medicine,  in  1951. 

He  interned  at  Henry  Ford  Hospital  in  Detroit,  Michigan,  the  fol- 
lowing year  and  served  a residency  in  Gynecology  and  Obstetrics  at 
University  Hospital  in  Omaha  from  1952  to  1955.  The  next  year  he 
was  a Fellow  of  the  American  Cancer  Society  at  the  Mercy  Institute  of 
Radiation  Therapy  and  Schmitz  Medical  Foundation  in  Chicago. 

Doctor  Schack  served  in  the  Navy  from  March,  1944,  to  September, 
1946. 

He  is  married:  his  wife  is  Betty  Ann. 

Doctor  Schack’s  hobbies  are  photography,  fishing  and  sports. 

Since  July,  1956,  he  has  been  located  at  207  South  42nd  St.,  Omaha. 
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Doctor  Francis  Neumayer,  1920'  South  58th  Street,  Lincoln,  Ne- 
braska, was  bom  October  15,  1922,  in  Philadelphia,  where  he  received 
his  elementary  schooling.  He  attended  the  University  of  Maryland, 
later  enrolling  in  the  School  of  Medicine  at  that  institution,  graduat- 
ing with  the  degree,  Doctor  of  Medicine  in  June,  1949. 

Doctor  Neumayer  interned  at  Bryan  Memorial  Hospital.  He  served 
a residency  in  Pathology  at  Lincoln  General  Hospital,  in  1950,  and  resi- 
dencies in  Surgery  at  Veterans  Hospital  at  Lincoln  from  1951  to  1953 
and  at  Veterans  Hospital  in  Bay  Pines,  Florida,  from  July  1953  to 
June  1955. 

He  is  certified  by  the  Board  of  General  Surgery. 

Doctor  Neumayer’s  military  experience  was  obtained  in  the  Unit- 
ed States  Air  Force  and  the  United  States  Army  Medical  Corps  (Octo- 
ber, 1942  to  March,  1946). 

He  is  married;  his  wife’s  name  is  Marjorie. 

Sports  are  his  hobbies. 

Doctor  Neumayer  established  his  present  practice  June  19,  1955. 


Doctor  Thomas  Lucas,  who  has  been  in  practice  in  Blue  Hill,  Nebraska,  since 
July,  1955,  was  bom  July  27,  1924,  in  Missouri  Valley,  Iowa.  His  elementary  edu- 
cation was  obtained  at  Ainsworth  High  School.  He  attended  Nebraska  Central 
College,  earning  a Bachelor  of  Science  degree  before  entering  the  University  of  Ne- 
braska College  of  Medicine.  Doctor  Lucas  rceived  the  degree,  Doctor  of  Medicine, 
in  1954. 

From  1942  to  1946,  he  served  in  the  United  States  Army,  Infantry. 

Doctor  Lucas  is  married.  He  and  Mrs.  Lucas  (Doris)  have  a family  of  six 
children. 


Doctor  Donald  M.  Love  was  bom  in  Wilsey,  Kansas,  where  he  at- 
tended elementary  schools,  graduating  from  Wilsey  Rural  High  School. 
His  college  training  was  taken  at  Kansas  State  College,  Kansas  Univer- 
sity, and  Nebraska  University.  In  1946,  Doctor  Love  enrolled  at  the 
University  of  South  Dakota  School  of  Medical  Science.  He  completed 
his  medical  education  at  the  University  of  Nebraska  College  of  Medicine 
in  1950,  and  interned  at  the  Good  Samaritan  Hospital  in  Portland,  Ore- 
gon, the  following  year.  From  1953  to  1955,  Doctor  Love  took  residency 
training  in  anesthesiology  at  the  University  of  Chicago  Clinics  in 
Chicago. 

In  1956,  he  was  appointed  a Fellow  in  the  American  College  of 
Anesthesiologists. 

Doctor  Love  is  a member  of  Alpha  Kappa  Kappa  Fraternity. 

His  military  experience  includes  service  at  Shoemaker  Naval  Hos- 
pital in  Shoemaker,  California,  from  May,  1944  to  January  23,  1945, 
and  on  Okinawa  from  April  to  November,  1945. 

Prior  to  Doctor  Love’s  military  service  he  was  in  general  practice 
at  Seaside,  Oregon,  and  at  Astoria,  Oregon,  associated  with  the  Astoria 
Clinic. 

In  July,  1955,  Doctor  Love  established  private  practice  in  anes- 
thesiology at  Illinois  Central  Hospital  in  Chicago. 

Doctor  and  Mrs.  Love  (Garnet)  have  one  daughter. 

His  hobbies  are  bowling,  swimming,  and  Hi-Fi  music. 

Doctor  Love  has  been  in  the  private  practice  of  anesthesiology  at 
Immanuel  Hospital  in  Omaha. 
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indigent  persons  receiving  state  Public  As- 
sistance aid  were  passed  by  the  1956  Con- 
gress. The  A.M.A.  Council  on  Medical  Serv- 
ice’s Committee  on  Indigent  Care  has  studied 
the  changes  these  amendments  make  in  state 
and  local  indigent  care  plans  and  prepared  a 
question-and-answer  survey  for  distribution 
to  state  medical  societies.  The  Committee’s 
“guides”  for  indigent  care  plans  also  have 
been  brought  up  to  date  for  state  society  use. 

After  July  1,  1957,  the  federal  government 
will  reimburse  the  states  on  a 50-50  basis 
for  medical  care  expenditures.  The  federal 
Bureau  of  Public  Assistance  pays  half  the 
amount  expended  in  any  program  which 
meets  its  standards,  up  to  an  average  of  six 
dollars  per  month  for  adults  and  three  dol- 
lars per  month  for  children.  The  Bureau  is 
attempting  to  encourage  expansion  of  the 
medical  care  benefits  available  after  July  1, 
when  the  new  system  of  financing  takes  ef- 
fect. 

The  programs  involved  in  this  new  plan 
includes  the  federally-aided  Aid  to  the  Blind, 
Aid  to  Dependent  Children,  Old  Age  Assist- 
ance, and  Aid  to  the  Permanently  and  Total- 
ly Disabled.  These  Public  Assistance  pro- 
grams are  organized  and  administered  by  the 
states — the  federal  government  participates 
only  in  the  financing. 

Any  questions  regarding  the  new  plan 
should  be  referred  to  John  F.  Burton,  M.D., 
Committee  Chairman,  at  A.M.A.  headquar- 
ters, Chicago. 

New  Guidebook  on  Maternal  Death 
Studies  Available — 

A new  “Guide  for  Maternal  Death 
Studies”  will  be  made  available  through  the 
American  Medical  Association’s  Council  on 
Medical  Service  for  distribution  to  state  and 
county  medical  societies  interested  in  devel- 
oping similar  studies.  The  publication  will 
include — in  addition  to  the  guides  — a de- 
scription of  seven  maternal  death  study  com- 
mittees now  in  operation,  sample  forms,  ma- 
terial showing  how  the  results  of  these 
studies  are  being  used  in  postgraduate  edu- 
cation, and  a list  of  both  direct  and  indirect 
causes  of  obstetric  death.  The  latter  infor- 
mation coordinates  the  code  number  system 
of  the  “Standard  Nomenclature  of  Diseases 
and  Operations”  with  categories  established 
by  the  Sixth  Revision  of  the  International 
Lists  of  Diseases  and  Causes  of  Death. 


A.M.A.  to  Survey  County  Medical  Societies — 

Questionnaires  to  determine  the  scope  of 
activity  in  various  areas — including  public 
education,  community  service,  society  proj- 
ects, meetings,  personnel,  and  finances — will 
be  distributed  early  this  year  by  the  Amer- 
ican Medical  Association  to  all  county  medi- 
cal societies.  This  fifth  biennial  survey  of 
county  medical  society  activities  is  being  un- 
dertaken by  the  Council  on  Medical  Service 
and  the  Department  of  Public  Relations  with 
the  assistance  of  other  A.M.A.  departments. 
More  than  1,200  county  societies  supplied  in- 
formation for  the  1955  survey,  and  it  is 
hoped  that  an  even  larger  number  will  com- 
plete the  1957  questionnaire. 

News  and  Views 

The  Administration  Is  Again  Asking 
Money  for  Medical  Schools — 

To  quote  from  A.M.A.  Washington  Office, 
Special  Report  85-1 : “The  administration 
again  is  asking  Congress  to  authorize  con- 
struction grants  for  medical,  dental,  public 
health  and  osteopathic  schools.  The  money 
would  be  used  to  help  pay  for  facilities  for 
more  students  rather  than  for  salaries  of 
teachers  or  for  maintenance  costs  . . .” 

The  matter  of  accepting  or  of  rejecting 
federal  “brick  and  mortar”  grants  to  medical 
schools  was  under  discussion  in  the  A.M.A.’s 
House  of  Delegates,  in  Chicago,  in  1956.  No 
single  subject  has  seemed  to  stimulate  so 
much  oratorical  opposition  as  was  heard  in 
this  instance.  Many  delegates  feared  regula- 
tion along  with  subsidization  by  the  govern- 
ment. I should  like  to  present  bits  of  the 
speeches  by  the  opposition: 

“.  . . The  medical  profession  stands  now 
as  the  only  profession  of  any  size  in  this 
country  that  has  manifested  real  opposition 
to  the  definite  trend  to  encroachment  on  our 
business  and  the  business  of  citizens  by  the 
Federal  Government.  We  say  repeatedly, 
we  don’t  want  the  government  to  be  monkey- 
ing in  our  business.  Then  how  can  we,  with 
clean  hands,  say,  well,  now,  that  is  true  of 
everything  except  in  the  matter  of  medical 
education.  Our  schools  need  more  money, 
so  we  will  forget,  for  one  time,  our  opposi- 
tion to  federal  grants  and  we  will  close  our 
eyes  on  this  particular  issue.”  (Dr.  M.  0. 
Rouse,  Texas). 

President  Dwight  Murray  spoke  in  favor 
of  accepting  the  “Brick  and  Mortar”  sub- 
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sidies  and  was  immediately  followed  by  Dr. 
L.  A.  Alesen  of  Los  Angeles.  A portion  of 
Alesen’s  argument  is  as  follows : 

“.  . . it  is  with  a certain  degree  of  temer- 
ity that  I oppose  the  remarks  of  the  Presi- 
dent of  the  American  Medical  Association. 

I call  the  attention  of  our  dear  Dwight  Mur- 
ray to  the  excellent  discourse  that  he  gave 
us  last  night  on  the  subject  of  medical  free- 
dom, and  I call  his  attention  to  a bit  of  in- 
consistency now  in  insisting  or  suggesting 
that  we  continue  to  accept  a basic  philoso- 
phy which  is  that  it  is  better  to  accept  a 
half  loaf  of  poor,  stale  bread,  than  none  at 
all. 

“Basically,  we  are  interested  in  freedom, 
of  course,  and  this  bricks  and  mortar  sub- 
sidy is  nothing  in  the  world  except  a haul- 
ing down  of  our  flag,  for  once  subsidies  have 
begun,  the  next  step  is  to  increase  those 
subsidies  until,  finally,  all  power,  all  free- 
dom, ...  is  gone/’ 

After  this  and  more,  there  were  still  too 
many  who  can  not  bear  to  let  the  “gravy 
train”  pass  them  by. 

Employment  of  Hungarian  Refugee- 
Physicians  Urged — 

“With  more  and  more  Hungarian  physi- 
cians entering  this  country,  the  World  Med- 
ical Association  and  the  Health  Resources 
Advisory  Committee  of  the  Office  of  De- 
fense Mobilization  in  Washington  have 
asked  the  A.M.A.  and  its  constituent  societies 
to  do  everything  possible  to  help  these  men 
and  women  who  have  fled  from  their  home- 
land.” 

Secretary’s  Letter  number  387  goes  on  to 
state  that  Doctor  Louis  H.  Bauer,  secretary 
General  of  the  W.M.A.,  urges  every  effort 
to  find  places  of  useful  employment  for 
these  refugees.  Among  the  first  3,000  refu- 
gees there  were  20  physicians  and  17  others 
with  ancillary  qualifications. 

It  is  felt  that  “medical  societies  should  as- 
certain whether  any  Hungarian  physicians 
have  come  into  their  communities  and,  if  so, 
plan  some  program  for  them  so  that  their 
professional  talents  will  be  utilized  in  the 
most  effective  way  possible.” 

Physicians  in  Government — 

The  Washington  office  of  the  American 
Medical  Association  published  “Special  Re- 
port 84-30,”  December  21,  1956.  This  inter- 
esting data  report  deals  with  physicians  who 


have  served  in  the  National  Legislature.  It 
shows  their  names,  party,  dates  of  birth  and 
death,  years  served  in  Congress,  and  some 
other  available  data.  This  is  a six-page  docu- 
ment. It  is  suggested  that,  if  there  are 
enough  requests  for  copies,  to  justify  the  ex- 
pense, this  may  be  mimeographed  and  dis- 
tributed to  those  who  make  the  requests. 

It  is  interesting  to  note  that  five  doctors 
signed  the  Declaration  of  Independence ; 
that  thirteen  physician-Congressmen  also 
were  governors ; that  scores  of  physician- 
Congressmen  also  led  troops  in  battle ; that 
some  of  these  physicians  who  helped  make 
our  laws  were  members  of  other  professions ; 
and  that  six  doctors  are  members  of  the  75th 
Congress. 

Comment  on  Voluntary  Medical  Care — 

“Like  any  evolution,  that  of  voluntary 
medical  care  insurance  has  not  been  without 
self-interest  and  sacrifice,  hope  and  disap- 
pointment, blind  alleys  and  open  roads,  or 
without  severe  stresses  and  strains.  But  it 
is  the  peculiar  merit  of  the  voluntary  ap- 
proach that  problems  can  be  localized  and 
resolved  by  discussion  and  agreement.” 
(Stefan  Hansen,  Director  of  Group  Insur- 
ance, Great  West  Life  Assurance  Co.). 

This  is  only  one  of  the  many  good  things 
that  may  be  said  of  the  “voluntary  way”  to 
fortify  oneself  against  the  calamitous  illness 
or  accident. 

A.M.A.  Building  Popular  Among  Visistors — 

The  following  notation  in  “Secretary’s 
Letter”  No.  387  accents  the  popularity  of 
the  A.M.A. -building  and  the  guided  tours 
available  to  visitors : 

“More  than  1,000  visitors  toured  the 
American  Medical  Association  headquarters 
building  during  1956.  Each  visitor  was  con- 
ducted on  an  hour-long  tour  by  a trained 
hostess. 

“The  number  of  visitors  has  more  than 
doubled  in  two  years.  In  1954  there  were 
457  guests  and  last  year  a total  of  760. 
Medical  students  and  physicians  comprised 
nearly  half  of  the  1956  total  . . . Sixty-five 
were  foreign  physicians  representing  20 
countries  . . .” 

Two  Million  Eligible  Under  Medicare 
Program — 

Forty-one  million  dollars  has  been  ear- 
marked to  pay  the  costs  of  medical  care  for 


February,  1957 


95 


two  million  dependents  of  military  person- 
nel from  Dec.  7,  1956,  to  June  30,  1957.  The 
Defense  Department  made  the  following 
statement : 

“Despite  the  great  detail  involved  in  work- 
ing out  the  program  in  conjunction  with 
medical  societies  in  each  state  and  territory, 
the  Army  as  executive  agent,  has  been  suc- 
cessful in  initiating  the  program  on  sched- 
ule. It  is  anticipated  that  some  initial  local 
difficulties  may  be  encountered,  but  these 
should  be  of  temporary  nature.” 

Polio  Vaccination  Lags — 

At  the  end  of  the  first  full  year  of  polio 
prevention,  1956,  the  American  people  are 
still  faced  with  more  than  half  the  job  of 
protecting  themselves  against  the  crippling 
disease,  poliomyelitis.  Basil  O’Conner,  presi- 
dent of  the  National  Foundation  for  Infan- 
tile Paralysis,  notes  the  regrettable  lag  of 
vaccinations  especially  among  teenagers  and 
young  adults.  He  notes  that  only  one  out 
of  every  six  Americans  between  the  ages  of 
20  and  35  years  has  started  on  immuniza- 
tion. 

Even  with  such  a large  number  of  unvac- 
cinated persons  the  attack  rate  has  declined 
58  per  cent  below  the  average  for  the  period 
1951-1955.  The  failure  to  take  advantage 
of  the  opportunity  now  afforded  by  Salk 
vaccine  to  protect  themselves  from  para- 
lytic polio  seems  to  be  characteristic  of  the 
human  race.  Perhaps  the  surest  way  to  in- 
sure universal  use  of  this  product  would  be 
to  let  the  public  believe  the  vaccine  is  in 
short  supply.  A “black  market”  might  in- 
terest them. 


A.M.A.  to  Re-Survey  County  Medical  Societies — 

The  fifth  biennial  survey  of  county  so- 
cieties by  the  Council  on  Medical  Service 
and  Department  of  Public  Relations  of  the 
A.M.A.,  soon  will  be  undertaken.  Public 
education,  community  service,  society  proj- 
ects, meetings,  personnel,  and  finances  will 
be  the  subjects  of  first  importance. 

To  Dilute  Federal  Control  in  Disability 
Under  Social  Security — 

We  see  by  the  A.M.A.  Washington  Letter 
84-105  that  Indiana  State  Medical  Associa- 
tion proposes  to  the  Social  Security  Admin- 
istration the  establishment  of  district  or 


county  committees  of  physicians  to  review 
individual  doctor’s  medical  findings  under 
the  new  law  providing  OASI  payments  to 
disabled  at  age  50.  The  committee  would 
review  the  physician’s  report,  examine  the 
patient  if  so  desired,  and  be  authorized  to 
file  the  final  report  of  impairment  determin- 
ation and  make  recommendations  as  to 
whether  the  condition  might  be  reversible  by 
medical  or  other  rehabilitation  measures. 

This  suggestion  has  not  been  accepted  by 
the  Administration  but  is  under  study. 

From  the  Omaha  World-Herald — 

Nebraska  can  be  proud  of  its  hospitals, 
the  head  of  the  State  Health  Department 
Hospital  Division  declared  recently. 

Verne  A.  Pangborn  noted  that  of  79  hos- 
pital buildings  inspected  by  a committee  of 
state  officials,  only  three  were  recommend- 
ed for  replacement  as  soon  as  possible.  Four- 
teen others  eventually  should  be  replaced,  the 
committee  said. 

“A  number  of  communities  are  to  be  com- 
plimented for  doing  an  excellent  job  despite 
facilities  which  should  be  modernized  or  ulti- 
mately replaced,”  Mr.  Pangborn  said. 

Nebraska  communities  have  made  “tre- 
mendous progress”  in  hospital  construction 
since  the  Hill-Burton  Federal  Hospital  Aid 
Act  first  was  used  in  this  state  in  1948,  he 
added. 

Nebraska  Society  of  Neurology  and  Psychiatry — 

The  Winter  Meeting  of  the  Nebraska  So- 
ciety of  Neurology  and  Psychiatry  was  held 
in  Lincoln,  Dec.  1,  1956.  Luncheon  and 
afternoon  session  was  at  the  Lincoln  State 
Hospital;  the  cocktail  hour  and  dinner  took 
place  at  the  University  Club.  Four  scientif- 
ic papers  were  read  during  the  afternoon. 
The  speakers  were  Robert  Wilcott,  Ph.D., 
and  Doctors  Frank  Majka,  E.  E.  Houfek, 
and  Jack  Wolford. 

A.M.A.  Approves  Army’s  General 
Practice  Residency 

The  Army  announces  that  the  A.M.A. 
Council  on  Medical  Education  has  approved 
a two-year  residency  program  in  general 
practice  at  U.S.  Army  Hospital,  Fort  Knox, 
Ky.  This  is  the  only  residency  program  of 
general  practice  conducted  by  the  Army  and 
has  sixteen  participants. 
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News  from  Our  Medical  Schools 

Three  of  Four  Awards  by  Omaha  Mid-West  to 
Nebraska  Medical  College — 

Three  of  the  four  awards  given  at  the 
Omaha  Mid-West  Clinical  Society  meeting 
went  to  exhibits  participated  in  by  doctors 
from  the  University  of  Nebraska  College  of 
Medicine. 

The  Premier  Award  for  Individual  Invest- 
igation went  to  Dr.  Colin  Schack,  Obstetrics 
and  Gynecology  Department  at  the  College 
of  Medicine,  and  his  partner,  Dr.  Herbert 
Schmitz  of  Loyola  University. 

The  treatment  of  cervical  cancer  is  large- 
ly governed  by  changes  that  take  place  in  be- 
nign cells  of  the  Papanicolaou  Smear.  The 
exhibit  shows  changes  that  took  place  in 
these  cells  and  gives  personal  research  data 
obtained  from  the  use  of  this  approach.  It 
also  recorded  results  obtained  from  ordinary 


radiation  therapy  and  the  results  of  surgical 
approach,  including  radical  hysterectomy, 
radical  hysterectomy  with  pelvic  lymph  node 
dissection,  and  exenteration  procedures. 

Two  faculty  members  were  on  the  four- 
man  team  which  took  the  Award  of  Merit 
for  Individual  Investigation  for  their  ex- 
hibit. They  are  Dr.  Miles  Foster  of  Path- 
ology and  Dr.  William  Angle  of  Internal 
Medicine  who  worked  with  Drs.  Howard  Wil- 
cox and  George  Haslam  of  Clarkson  Hos- 
pital. Their  exhibit  showed  the  correlation 
of  history  and  the  electrocardiogram  to  the 
“Transaminase  in  Myocardial  Infarction.” 

The  Award  of  Merit  for  Excellence  of 
Presentation  was  given  to  members  of  the 
College  of  Medicine’s  Department  of  Sur- 
gery. Combining  their  efforts  on  the  prize- 
winning display  “Replacement  Grafting  of 
the  Aorta  and  Femoral  Arteries”  were  Drs. 
John  Rasmussen,  Stanley  Potter,  Kenneth 
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Dr.  Colin  Schack’s  exhibit:  “Cervical  Carcinoma  — Radiation  or  Surgery.”  Dr.  Colin  Schack, 
Clinical  Assistant  in  Obstetrics  and  Gynecology;  Dr.  John  P.  Redgwick,  Assistant  Professor  of 
Obstetrics  and  Gynecology,  sponsor  for  Dr.  Schack  at  the  Omaha  Mid-West  meeting. 
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Kimball,  and  R.  Russell  Best.  The  exhibit 
was  composed  of  experimental  work  on  dogs 
on  the  preservation  of  grafts  and  also  of  the 
use  of  nylon  and  orlon  synthetic  grafts  in 
the  replacement  of  the  aorta  in  thrombosis 
aneurysms  and  the  replacement  of  segmental 
occlusion  of  the  femoral  artery  with  illus- 
trated cases. 

College  of  Medicine  Appointments 

Dr.  Colin  Schack,  Clinical  Assistant  in 
Obstetrics  and  Gynecology;  Dr.  Miles  Fost- 
er, Assistant  Professor  of  Pathology;  Dr. 
William  Angle,  Assistant  Professor  in  In- 
ternal Medicine;  Dr.  John  Rasmussen,  As- 
sistant Professor  in  Surgery  and  Assistant 
in  Anatomy;  Dr.  Stanley  Potter,  Assistant 
Professor  in  Surgery  and  Instructor  in  An- 
atomy; Dr.  Kenneth  Kimball,  Instructor  in 
Surgery,  and  Dr.  R.  Russell  Best,  Professor 
of  Surgery. 

News  From  Nebraska  State 
Heart  Association 

A Dedication  to  the  Memory  of 
Doctor  Julian  E.  Meyer — 

A few  minutes  after  the  installation  of 
Doctor  Julian  E.  Meyer  as  President  of  the 
Nebraska  Heart  Association  at  the  Black- 
stone  Hotel,  October  5,  he  suddenly  and  un- 
expectedly succumbed  to  that  disease  he  had 
given  of  himself  so  generously  to  combat. 
His  collapse  as  he  left  the  hall  was  in  the 
presence  of  several  members  who  had  lin- 
gered there  to  exchange  greetings. 

Dr.  Meyer  had  been  a member  of  the  Ne- 
braska Heart  Association  since  its  begin- 
ning, and  had  always  shown  real  interest  in 
its  affairs.  His  influence  was  recognized 
in  election  to  the  Trustees  and  the  Executive 
Committee  in  1955,  when  he  became  1st  Vice 
President.  In  this  capacity  he  was  one  of 
those  members  with  whom  it  was  a pleasure 
to  serve.  He  had  those  virtues  which  we 
recognize  in  the  physician  when  he  pledges 
to  “consecrate  my  life  to  the  service  of  hu- 
manity . . . The  health  and  life  of  my  pa- 
tient will  be  my  first  consideration.”*  We 
recall  he  regularly  attended  the  scientific 
sessions;  and  whenever  he  commented,  it 
was  with  a bit  of  humor  in  his  friendly 
voice  that  he  would  make  an  obscure  point 
clear. 

*From  the  Hippocratic  Oath  formulated  at  Geneva,  and 
adopted  by  the  Second  General  Assembly  of  the  World  Medical 
Association,  1948. 


On  October  6,  the  Executive  Committee 
of  the  Nebraska  Heart  Association  met  and 
approved  the  following  resolution  which  was 
sent  to  Mrs.  Meyer : 

“On  behalf  of  the  Nebraska  Heart  Asso- 
ciation, the  members  of  the  Executive  Com- 
mittee extend  deepest  sympathy  to  you  and 
your  family  on  this  sad  occasion.  Dr.  Meyer 
was  a faithful  and  dedicated  servant  of  our 
organization  and  its  objectives  during  his 
life  time,  and  his  passing  will  leave  a va- 
cancy in  our  hearts  as  well  as  in  our  ranks. 
We  are  proud  to  have  served  with  him.” 

ROBERT  L.  GRISSOM,  M.D., 
Secretary,  Nebr.  Heart  Assn. 

Heart  Association’s  Revised  Statement  on 
Prevention  of  Rheumatic  Fever — 

Revision  of  its  recommendations  for  pre- 
vention of  first  and  repeat  attacks  of  rheu- 
matic fever  are  incorporated  in  a new  edi- 
tion of  the  American  Heart  Association’s 
statement  on  “Prevention  of  Rheumatic  Fe- 
ver and  Bacterial  Endocarditis  Through 
Control  of  Streptococcal  Infections.”  The 
revised  statement  appears  in  the  December 
issue  of  “Modern  Concepts  of  Cardiovascu- 
lar Disease,”  the  Association’s  monthly  med- 
ical bulletin  distributed  to  300  physician- 
members  of  Nebraska  Heart  Association. 

This  is  the  second  revision  of  the  state- 
ment, prepared  by  the  Association’s  Commit- 
tee on  Prevention  to  keep  pace  with  the  pro- 
gressively growing  body  of  knowledge  and 
experience  in  this  field.  Copies  may  be  se- 
cured from  Nebraska  Heart  Association, 
4209  Harne}',  Omaha,  Nebr. 

The  Committee  points  out  that  no  recom- 
mendations can  be  considered  final  at  this 
time.  “Revisions  and  changes,”  it  declares, 
“will  be  made  as  new  knowledge  may  indi- 
cate.” 

Also  revised  in  the  statement  are  the  rec- 
ommended dosages  for  prophylaxis  against 
bacterial  endocarditis  in  patients  with  rheu- 
matic or  congenital  heart  disease  who  are 
obliged  to  undergo  such  surgical  procedures 
as  dental  extractions,  tonsillectomies,  etc. 
Emphasizing  that  the  dosage  regimens  used 
for  long-term  prophylaxis  of  streptococcal 
infections  are  inadequate  for  this  purpose, 
the  Committee  recommends  that  high  blood 
levels  of  pencillin  be  maintained  for  several 
days  (rather  than,  as  previously  stated,  on 
the  day  of  operation  alone)  to  prevent  or- 
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ganisms  from  lodging  in  the  heart  valves 
during  the  period  of  transient  bacteremia. 

In  a year-end  report,  the  Nebraska  Heart 
Association  announced  it  has  invested  $158,- 
000  or  one-third  of  its  income  in  heart  re- 
search since  being  founded  in  1949. 

Dr.  Willis  Wright  of  Omaha,  president, 
pointed  out  that  the  remainder  has  ad- 
vanced Heart’s  programs  of  Public  and  Pro- 
fessional Education,  and  Community  Serv- 
ice. 

He  said  the  share  of  Heart  Fund  contribu- 
tions and  memorial  gifts  going  to  research 
has  increased  from  29%  in  1954  to  41% 
now,  with  the  eventual  goal  at  least  50%. 

During  the  past  year,  Nebraska  Heart  has 
allocated  to  research  $69,000,  including  pro- 
vision for  establishment  of  two  $20,000 
chairs  of  cardiovascular  research  at  the  two 
medical  schools  in  Omaha. 

These  schools  at  the  University  of  Ne- 
braska and  Creighton  University  have  re- 
ceived about  $100,000  in  Heart  Fund  re- 
search support  since  the  first  Nebraska  cam- 
paign in  1949,  he  said. 

The  research  projects  of  10  Nebraska  in- 
vestigators have  been  approved  for  Heart 
Fund  support  by  the  Nebraska  Heart  Asso- 
ciation. Dr.  C.  M.  Wilhelm j of  Omaha,  Re- 
search Chairman,  reported  that  the  grants, 
totaling  $7,085,  range  in  size  from  $350  to 
$1,000.  Receiving  awards  are  : Drs.  Delbert 
Neis,  Violet  Wilder,  Theodore  Hubbard,  W. 
D.  Angle,  Lawrence  R.  James,  Jerome  P. 
Murphy,  Leo  Clements,  Victor  Levine,  Pat- 
rick Peartree,  and  Charles  Hamilton,  all 
Omahans.  No  requests  were  received  from 
outside  of  Omaha,  he  said.  Last  year  10 
grants  totaling  $5,000  were  awarded. 

Panels  on  heart  disease  will  be  held  at 
district  meetings  of  Home  Extension  Club 
Women  in  Sidney  and  Bayard,  Febr.  5 and 
6,  co-sponsored  by  Nebraska  Heart  Associa- 
tion. Dr.  Jerome  Murphy  of  Omaha  is  to 
be  moderator  of  both  panels.  Panelists  will 
include  Dr.  Douglas  Campbell  of  Scottsbluff 
and  Dr.  C.  B.  Dowart  of  Sidney.  Other  pan- 
elists are  to  be  named  later. 

Dr.  John  D.  Hartigan  of  Omaha  served  as 
consultant  for  the  Nebraska  Heart  Associa- 
tion at  the  regular  quarterly  cardiac  confer- 
ence in  Lexington.  It  was  co-sponsored  by 
the  Lexington  Community  Hospital,  with 


Chief  of  Staff,  Dr.  William  B.  Long,  Lexing- 
ton, handling  arrangements. 

Robert  B.  Crosby,  State  Chairman  of  the 
Nebraska  Heart  Fund,  appealed  for  the  full 
support  of  the  state’s  physicians  in  the  cam- 
paign, Febr.  1-28.  Throughout  the  state 
there  will  be  campaigns  in  more  than  400 
communities  and  every  county,  said  Crosby. 
The  Omaha  Chairman  is  Ralph  E.  Kiplinger, 
President  of  Guarantee  Mutual  Life  Com- 
pany, and  in  Lincoln  the  chairman  is  Eugene 
Ingram,  Assistant  Purchasing  Agent  at  Uni- 
versity of  Nebraska. 

Announcements 

Rheumatic  Diseases  To  Be  Featured  in 
PG  Course  in  Texas — 

The  University  of  Texas  Postgraduate 
School  of  Medicine  will  present  a course  in 
Rheumatic  Diseases — Present-Day  Concepts 
and  Their  Management,  at  Houston,  Texas, 
February  27  through  March  1,  1957.  Drs. 
Joseph  Bunim,  Richard  Freyberg  and  Wil- 
liam P.  Holbrook  will  be  guest  lecturers  and 
will  be  assisted  by  faculty  members  of  the 
Postgraduate  School. 

The  tuition  fee  for  the  course  is  $40.00. 
Application  for  admission  should  be  mailed 
to  the  University  of  Texas  Postgraduate 
School  of  Medicine,  Texas  Medical  Center, 
Houston  25,  Texas,  before  February  18, 
1957. 

University  of  Kansas  Offers  Series 
Of  PG  Courses — 

The  University  of  Kansas  offers  the  fol- 
lowing postgraduate  courses  during  Febru- 
ary and  March. 

Febr.  11-14  inclusive:  Radiology  and  Ra- 
dioactive Isotopes;  Kansas  Medical  Center, 
Kansas  City,  Kansas;  fee,  $45. 

Febr.  25  and  26:  University  of  Kansas 

Medical  Center;  Cardiac  Arrhythmias ; fee, 
$30. 

Febr.  27  and  28 : Problems  Related  to  Dis- 
eases of  the  Nervous  System;  at  the  Medical 
Center;  fee,  $30. 

March  11,  12,  and  13;  Medical  Center: 
Pediatrics;  fee,  $35. 

For  detailed  information,  write  Depart- 
ment of  Postgraduate  Medical  Education, 
University  of  Kansas  School  of  Medicine, 
Kansas  City  12,  Kansas. 
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Mexico  City  the  Site  of  Congress  International 
College  of  Surgeons — 

The  International  College  of  Surgeons  ex- 
tends a cordial  invitation  to  all  physicians, 
medical  personnel  and  their  friends  to  at- 
tend its  Tenth  International  Congress  in 
Mexico  City,  February  24-28. 

In  view  of  the  large  attendance  which  is 
expected,  and  the  shortness  of  time,  reserva- 
tions should  be  made  at  once.  To  simplify 
the  making  of  arrangements,  the  Interna- 
tional Travel  Service,  Inc.,  Palmer  House, 
Chicago  3,  111.,  has  been  chosen  to  handle 
registrations  for  the  congress,  hotel  reserv- 
ations and  travel.  Inquiries  for  further  in- 
formation should  be  directed  to  the  Inter- 
national Travel  Service,  Inc. 

Medical  Program  Combines  With  South 
Dakota  Pheasant  Hunting — 

The  Hunter’s  Fall  Medical  Meeting  spon- 
sored by  the  South  Dakota  State  Medical  As- 
sociation will  be  held  at  Mitchell,  South  Da- 
kota during  the  first  five  days  of  pheasant 
hunting  season  in  October,  1957. 

The  program  is  set  up  for  out-of-state 
doctors  and  will  feature  morning  scientific 
sessions,  afternoon  hunting  and  evening  sci- 
entific and  social  sessions. 

The  registration  fee  is  set  at  $100.00  which 
will  cover  the  out-of-state  hunters  license, 
hunting  guides,  reserved  hunting  areas,  sev- 
eral social  events,  and  the  scientific  program. 
Motel  and  hotel  space  has  been  reserved,  but 
registration  is  limited  to  the  available  hous- 
ing. 

The  affair  is  not  stag,  but  wives  who  hunt 
must  pay  the  full  registration  fee  and  those 
not  hunting,  three-fourths  of  it.  (This  is 
necessitated  by  the  tight  housing  situation). 

For  details  and  information  write  to  John 
C.  Foster,  Executive  Secretary,  South  Da- 
kota Medical  Association,  300  First  National 
Bank  Bldg.,  Sioux  Falls,  South  Dakota. 

With  the  advent  of  the  newer  drugs,  and  the 
great  advance  in  surgery  of  the  lungs,  medical 
progress  has  slowly  converted  tuberculosis  from  a 
killing  to  a chronic  disease.  This  is  a great  achieve- 
ment. But,  in  changing  the  course  from  a killing 
to  a chronic  state,  tuberculosis  handicaps  its  vic- 
tims, thereby  creating  a huge  financial  and  emo- 
tional problem,  which  eventually  threatens,  with  its 
ever  increasing  size,  to  stifle  the  medical  economy 
of  our  communities.  I.  Phillips  Frohman,  M.D., 
Ohio  State  M.J.,  August,  1955. 


Human  Interest  Tales 

Dr.  L.  D.  Lane,  Kearney,  has  been  ap- 
pointed Buffalo  County  physician. 

Dr.  and  Mrs.  Payton  Pratt  and  family, 
Omaha,  spent  the  Christmas  holidays  in 
Florida. 

Dr.  George  T.  Erickson,  Broken  Bow,  has 
been  taken  to  an  Omaha  hospital  with  a se- 
rious illness. 

Dr.  C.  W.  Wilcox,  Broken  Bow,  is  the  new- 
ly elected  president  of  the  Custer  County 
Medical  Society. 

Dr.  D.  D.  Haase,  Stratton,  has  left  this 
community  to  resume  his  practice  in  Silver 
Bay,  Minnesota. 

Dr.  Robert  C.  Smith,  Hastings,  has  been 
certified  as  a diplomate  of  the  American 
Board  of  Surgery. 

Dr.  Thaddeus  P.  Krush,  Omaha,  was  a 
guest  speaker  at  a recent  meeting  of  the  Fre- 
mont Altrusa  Club. 

Dr.  Charles  F.  Moon,  Omaha,  has  been 
named  the  new  president  of  the  Omaha  Mid- 
West  Clinical  Society. 

Dr.  F.  P.  Sucgang,  Alliance,  has  announced 
plans  to  build  a one-story  brick  clinic  build- 
ing this  coming  summer. 

Dr.  Henry  J.  Caes,  Hastings,  is  the  new 
president  of  the  Adams  County  Medical  So- 
ciety for  the  coming  year. 

Dr.  E.  B.  Reed,  Lincoln,  has  been  elected 
president  of  the  staff  at  Bryan  Memorial 
Hospital  for  the  coming  year. 

Dr.  S.  A.  Kerkhoff,  North  Platte,  has 
been  elected  president  of  the  Memorial  Hos- 
pital staff  for  the  coming  year. 

Drs.  A.  J.  Merrick  and  H.  H.  Morrow,  Fre- 
mont, have  announced  plans  to  move  into 
new  medical  offices  in  the  spring. 

Dr.  S.  W.  Shelton,  Ingleside,  a former 
member  of  the  Hastings  State  Hospital  Staff, 
has  opened  his  office  for  private  practice  in 
Hastings. 

The  medical  equipment  used  by  the  late 
Dr.  P.  H.  J.  Carothers  of  Broken  Bow,  has 
been  donated  to  the  Nebraska  State  Histor- 
ical Society. 

Dr.  and  Mrs.  F.  G.  Gillick,  Omaha,  were 
recent  hosts  at  a Christmas  party  for  full- 
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time  employees  of  the  Creighton  University 
School  of  Medicine. 


The  School  of  Nursing  at  the  Bryan  Me- 
morial Hospital  in  Lincoln  has  been  fully 
accredited  by  the  National  League  of  Nurs- 
ing, Inc.,  of  New  York. 


Dr.  H.  B.  Morton,  Lincoln  has  succeeded 
Dr.  N.  Richard  Miller  as  president  of  the 
Lancaster  County  Medical  Society.  Dr.  Fritz 
Teal  is  the  president-elect. 


Dr.  and  Mrs.  C.  W.  Hickey,  Bennington, 
celebrated  their  50th  wedding  anniversary 
on  January  6.  A reception  was  held  at  the 
St.  John’s  Lutheran  Church. 

Dr.  H.  L.  Davis,  Omaha,  presented  a pa- 
per at  the  December  meeting  of  the  Ameri- 
can Association  for  the  Advancement  of 
Science  held  in  New  York  City. 


Dr.  Ronald  Waggener,  Omaha,  has  re- 
ceived a traveling  fellowship  in  radiotherapy 
by  the  American  Cancer  Society.  He  will 
go  to  Europe  for  a year’s  graduate  work. 

Dr.  Maurice  Grier,  Omaha,  has  been 
named  president-elect  of  the  Omaha  Doug- 
las County  Medical  Society.  He  will  succeed 
Dr.  Paul  Reed  who  took  over  as  president 
in  January. 

Dr.  Howard  Hunt,  Omaha,  served  as  mod- 
erator for  a symposium  on  “Management  of 
Advanced  Cancer”  at  a meeting  of  the  Radi- 
ological Society  of  North  America  in  Chicago 
in  December. 


Dr.  William  M.  Sproul,  Des  Moines,  vice 
president  of  the  American  Academy  of  Gen- 
eral Practice,  was  a guest  speaker  at  the 
December  meeting  of  the  Madison  Six-Coun- 
ty Medical  Society,  in  Norfolk. 

Dr.  F.  G.  Gillick,  Omaha,  has  been  named 
chairman  of  the  education  and  public  infor- 
mation committee  and  a member  of  the  ex- 
ecutive committee  of  the  Council  on  Com- 
munity Service  and  Education  of  the  Amer- 
ican Heart  Association. 


The  Woman's  Auxiliary 

Members-at-large  are  very  important 
members  of  the  auxiliary.  The  need  for  in- 
creased interest  and  sincere  support  is 
great  in  order  to  meet  the  increased  respon- 
sibilities of  the  organization.  The  auxiliary 
is  continually  broadening  its  program  of 
service  and  needs  the  support  of  every  physi- 
cian’s wife. 

Although  it  may  not  be  possible  to  become 
a member  of  a county  auxiliary,  the  member- 
at-large  is  valuable  for  her  support  of  the 
many  projects  and  programs  of  the  auxili- 
ary. Through  the  Bulletin  and  other  re- 
source material  available  from  the  national 
and  state  chairmen,  the  member  is  able  to 
acquaint  her  community  with  the  activities 
and  aims  of  the  auxiliary.  She  can  provide 
health  information  to  other  organizations  in- 
terested in  health.  Through  her  member- 
ship on  health  committees  of  women’s  clubs, 
Parent-Teacher  Associations,  etc.,  she  can 
promote  health  education. 

The  promotion  of  Today’s  Health  can  be 
one  of  the  most  important  contributions  of 
the  member.  Her  interest  in  placing  this 
magazine  in  the  reception  room  of  the  physi- 
cian, the  dentist,  the  public  library,  and  in 
the  schools  may  be  invaluable  to  the  medi- 
cal profession. 

There  are  many  other  activities  in  which 
the  member-at-large  can  participate.  She 
may  sponsor  a Future  Nurses’  Club,  coop- 
erate with  the  hospital  auxiliary,  contribute 
to  the  A.M.E.F.,  cooperate  in  promoting 
rural  health  conferences,  promote  home  safe- 
ty programs,  assist  in  civil  defense  activi- 
ties, create  interest  in  the  many  health  car- 
eers, and  aid  in  the  many  voluntary  health 
organizations. 

Our  auxiliary  looks  to  the  members-at- 
large  for  understanding  of  our  aims  with 
the  subsequent  enthusiasm  and  support  of 
the  program  and  projects. 

Mrs.  C.  H.  Farrell  of  Omaha,  second  vice 
president  of  the  state  auxiliary,  will  appre- 
ciate any  inquiries  concerning  membership. 


Dr.  Gordon  Gibbs,  Omaha,  has  announced 
that  the  Department  of  Pediatrics  of  the 
University  of  Nebraska  College  of  Medicine 
has  received  a $500  dollar  grant  from  the 
Mead  Johnson  & Company  for  use  in  ex- 
tending educational  programs  for  residents 
in  pediatrics. 


MRS.  GEORGE  E.  ROBERTSON, 
President. 

The  Omaha-Douglas  County  Medical  Aux- 
iliary held  a membership  tea  at  the  home  of 
Mrs.  Albert  E.  Freed  on  Tuesday,  October  9, 
1956.  Mrs.  George  E.  Robertson,  president 
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of  the  Nebraska  State  Medical  Association 
Auxiliary,  was  the  speaker. 

The  Omaha-Douglas  County  Medical  So- 
ciety held  its  annual  joint  meeting  with  the 
auxiliary  at  the  Hotel  Blackstone  on  Tues- 
day, December  11,  1956.  It  was  a gala  holi- 
day affair  with  no  speeches.  Entertainment 
was  furnished  by  some  of  the  doctors. 

The  Omaha-Douglas  County  Medical  Aux- 
iliary will  hold  a luncheon  at  the  home  of 
Mrs.  Donald  J.  Bucholz  on  Tuesday,  Janu- 
ary 8,  1957.  Mrs.  Russell  Best  will  show 
her  collection  of  Madonnas. 

Mrs.  George  Robertson,  the  state  presi- 
dent, was  guest  speaker  at  a dinner  meeting 
of  Tri  County  II  on  November  12,  1956.  Ac- 
codring  to  Mrs.  Robert  Reeder,  Tri  County 
II  is  following  closely  the  programs  outlined 
for  the  local  auxiliaries  by  the  state  auxiliary 
this  year. 

The  yearly  activities  for  the  Woman’s 
Auxiliary  to  the  Gage  County  Medical  So- 
ciety are  as  follows: 

October  10,  1956:  Slides  of  Europe  were 
shown  by  Mrs.  Clarence  Brott. 

November  14,  1956:  A most  satisfying 

evening  was  spent  at  the  Martin  Luther 
Home  during  which  time  aid  was  given  in 
rehabilitation  of  mentally  retarded  patients. 

January  9,  1957 : A bridge  party  is 

planned. 

February  13,  1957 : Special  meeting  is 

planned  with  husbands. 


Know  Your 
Blue  Shield  Plan 


Ever  since  the  birth  of  the  “Blues,”  the 
big  news  has  been  their  astounding  rate  of 
growth.  Blue  Cross  and  Blue  Shield  have 
“hit  the  jackpot”  in  public  acceptance,  the 
former  now  well  past  the  50  million  mark, 
and  the  latter  expected  to  reach  40  million 
by  the  end  of  1957. 

Occasionally  one  hears  the  suggestion  that 
Blue  Shield  attempt  to  “stabilize”  its  enroll- 
ment and  relax  its  efforts  to  cover  an  ever 
larger  cross  section  of  the  population.  But 
the  demand  for  prepaid  medical  care  is  now 
almost  universal,  and  those  who  have  it  are 
asking  for  broader  coverage  and  better  con- 
tracts. 

Not  only  does  Blue  Shield’s  momentum 
of  growth  permit  no  turning  back,  but  it 
has  grown  so  big  that  the  public  interest  in 
Blue  Shield  has  made  it  a major  item  in 
America’s  program  for  social  progress.  The 
continued  growth  of  Blue  Shield  is  essential 
to  the  best  interests  of  both  medicine  and 
the  public. 

WHY  ESSENTIAL? 

First,  because  Blue  Shield  is  a major  fac- 
tor in  medicine’s  economy.  Whereas  install- 
ment buying  creates  a debt  and  mortgages 
the  future,  medical  prepayment  creates  a 
credit  for  the  patient,  and  protects  his  fu- 
ture. 


March : Recruitment  tea. 

MRS.  CLARENCE  BROTT, 
Publicity  Chairman. 

Aside  from  the  three  conditions,  nephritis,  tuber- 
culosis, and  syphilis,  the  . . . diseases  for  which 
physicians  experience  a more  favorable  mortality 
rate  than  do  white  males  generally,  are  those  which 
are  amenable  to  surgical  intervention.  These  in- 
clude cancer,  appendicitis,  hernia  and  intestinal  ob- 
struction, ulcer  of  the  stomach  or  duod°num.  and 
diseases  of  the  prostate.  This  would  suggest  the 
physician’s  greater  appreciation  of  the  significance 
of  symptoms  and  his  better  opportunity  for  early 
diagnosis  and  prompt  treatment.  Herbert  K.  Ab- 
rams, M.D.,  GP,  Jan.,  1954. 

DOCTOR  . . . Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Again,  Blue  Shield’s  growth  safeguards 
its  actuarial  base  of  operations.  As  risks 
are  spread  ever  more  widely,  the  community 
and  the  doctor  gain  a surer  protection 
against  fluctuations  affecting  the  subscrip- 
tion rates  or  payments  to  physicians. 

A third  benefit  of  Blue  Shield  growth  is 
the  opportunity  to  reduce  operating  costs 
per  person  enrolled.  This  helps  the  plan  to 
broaden  its  services  or  to  raise  its  payments 
to  doctors — or  both. 

Fourthly,  the  greater  the  number  of  pa- 
tients covered  by  prepayment,  the  fewer  for 
whom  the  doctor  has  a collection  problem 
and  the  lighter  his  load  of  free  or  part-pay 
work. 

Medicine’s  most  significant  benefit  from 
the  growth  of  Blue  Shield  is  the  dominant 
influence  of  the  medically  guided  Blue  Shield 
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Plans  on  the  shape  and  destiny  of  the  vol- 
untary health  insurance  movement  as  a 
whole.  Were  it  not  for  Blue  Shield,  the  med- 
ical profession  would  have  no  effective  con- 
trol over  the  basic  economy  of  private  prac- 
tice. 

Blue  Shield  is  big  because  it  has  a big  job 
to  do  for  the  doctor  and  his  patient.  But  the 
size  of  Blue  Shield  is  only  a reflection  of  the 
vision  and  boldness  that  the  American  doc- 
tor has  brought  to  bear  on  this  job. 

Reminder  . . . Here’s  Why  . . . 

The  GROUP  and  AGREEMENT  NUMBER 
should  be  shoivn  on  all  reports  . . . 

Since  over  200,000  people  in  Nebraska 
have  Blue  Shield,  our  files  contain  many 
names  which  are  the  same.  Some  family 
memberships  are  under  the  name  of  the  wife 
and  some  are  under  the  name  of  the  hus- 
band. For  these  reasons,  the  Group  and 
Agreement  numbers  are  the  only  positive 
means  of  identifying  a membership. 

(In  case  a member  has  lost  his  card  or 
does  not  have  it  available,  it  will  help  us  in 
our  search  for  his  membership  record  if  you 
will  tell  us  where  the  member  enrolled,  how 
and  where  he  pays  his  dues,  etc.). 

TUBERCULOSIS  ABSTRACTS 

TUBERCULOSIS  IN  INFANTS  AND 
CHILDREN 

A review  of  tuberculosis  in  the  younger  age 
groups  calls  attention  to  certain  persistent  concepts 
which  seem  to  be  either  erroneous  or  ill-founded. 
It  seems  advisable  here  to  make  preliminary  mention 
of  the  therapy  of  certain  localized  forms  of  tuber- 
culosis for  which  the  methods  of  treatment  may 
have  to  be  revised. 

The  cases  studied  consist  of  101  patients  dis- 
charged from  a pediatric  hospital  between  1949  and 
1955,  of  whom  56  per  cent  were  less  than  three 
years  of  age  when  admitted.  This  group  represents 
a fairly  accurate  cross-section  of  the  tuberculosis 
problem  in  this  area. 

Admission  to  the  hospital  was  based  upon  the 
demonstration  of  significant  tuberculous  disease 
either  in  the  chest  film  or  upon  physical  examina- 
tion. Most  of  these  patients  presented  clear  evi- 
dence of  clinical  illness.  Diagnoses  were  confirmed 
by  biopsy,  culture  methods  or  by  differential  clinical 
study.  Seventy-two  patients  present  unmistakable 
pulmonary  disease.  Eleven  of  the  34  right-sided 
lesions  were  the  result  of  bronchial  obstruction,  19 
patients  presented  bilateral  infiltrations  and  cavita- 
tion was  demonstrable  in  a considerable  number. 
Tuberculosis  pleuritis  in  eight  patients  with  so- 
called  “primary”  disease  is  also  noteworthy. 


Almost  20  per  cent  of  the  children  discharged 
had,  in  association  with  other  tuberculosis,  enlarge- 
ment of  superficial  lymph  nodes,  the  diagnosis  of 
which  was  confirmed  by  biopsy.  In  the  five  chil- 
dren in  whom  tonsillectomy  and  adenoidectomy  were 
performed,  two  were  found  to  have  tuberculosis  of 
these  tissues. 

Children  with  tuberculous  osteoarthritis  are  usual- 
ly sent  to  the  orthopedic  services  and  in  this  series 
there  were  only  seven  children  in  this  category.  Two 
patients  who  have  been  treated  with  protracted 
courses  of  isoniazid-PAS  are  of  interest.  They  had 
received  little  fixation,  immobilization,  or  preven- 
tion of  weight  bearing,  but  one,  an  infant  with  tu- 
berculosis of  the  tibia  and  knee  joint,  now  has  a 
complete  range  of  motion.  The  other,  a six-year-old 
Negro  boy  with  severe  Potts’  disease  and  a large 
abscess  of  the  thigh,  has  little  deformity  and  no 
residual  abscess. 

Miliary  tuberculosis  and  tuberculous  meningitis 
have  received  considerable  notice  recently.  In  this 
series  miliary  tuberculosis  was  limited  to  six  chil- 
dren of  less  than  two  years.  Of  the  21  patients 
with  tuberculous  meningitis,  six  had  no  other  dem- 
onstrable tuberculous  disease.  Our  findings  parallel 
those  of  others  which  indicate  that  the  younger  the 
child,  the  higher  the  incidence  of  meningitis  and 
miliary  tuberculosis,  and  the  worse  the  outlook  for 
recovery. 

Approximately  two  years  ago,  it  was  decided  to 
establish  a basic  drug  regimen  for  all  children. 
This  consists  of  isoniazid,  4 mg.  per  kg.,  and  PAS, 
200  mg.  per  kg.  per  day,  with  both  drugs  admin- 
istered at  least  one  year.  In  children  with  either 
miliary  or  meningeal  infections,  the  practice  had 
been  to  increase  the  dose  of  isoniazid  to  10  mg.  per 
kg.  for  the  first  two  weeks  and  to  give  strepto- 
mycin-PAS  as  well.  This  triple-drug  therapy  has 
been  continued  for  at  least  18  months  after  the 
cerebrospinal  fluid  is  normal. 

For  the  last  four  years  all  children  with  tuber- 
culosis of  the  superficial  lymph  nodes  have  received 
radiation  therapy  in  addition  to  chemotherapy  ex- 
cept those  whose  nodes  were  completely  removed 
and  those  who  could  not  be  moved  to  the  therapy 
unit.  It  is  the  impression  that  nodes  regressed  in 
size  more  rapidly  with  radiation  therapy  plus  drugs 
than  with  drugs  alone.  Radiation  therapy  has  not 
been  used  in  instances  of  tuberculosis  of  mediastinal 
nodes,  nor  as  the  sole  means  of  treatment. 

The  treatment  of  osseous  disease  consists  of 
isoniazid-PAS  in  the  basic  dosage  given  above.  If 
abscesses  are  present,  they  are  drained  surgically. 
Thoracic  surgery  has  been  necessary  in  3 cases. 
Two  resections  were  performed  for  residual  cavita- 
tion and  one  for  persistently  collapsed  middle  lobe 
with  bronchial  disease.  The  procedures  were  toler- 
ated very  well.  No  collapse  measures  have  been 
used. 

The  most  striking  difference  between  this  group 
of  sick  children  and  those  who  have  no  evidence  of 
tuberculosis  other  than  a positive  reaction  to  tuber- 
culin is  the  fact  that  the  former  usually  had  had 
massive  and  intimate  contact.  This  suggests  that 
in  early  life  the  size  of  the  infecting  dose  is  prob- 
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ably  of  prime  importance  in  development  of  dis- 
ease, while  the  age  of  the  child  is  the  most  import- 
ant determinant  of  the  outcome.  The  duration  of 
the  disease  and  the  condition  of  the  child  at  the 
time  of  hospital  admission  are  also  important.  Half 
of  the  mortality  occurred  within  30  days  of  admis- 
sion. In  the  future  the  drug  resistance  of  the 
tubercle  bacilli  may  prove  equally  significant. 

The  widespread  distribution  of  disease  in  both 
lungs  in  20  per  cent  of  this  series  and  the  occa- 
sional occurrence  of  tuberculosis  in  the  tonsils  would 
apparently  point  to  several  sites  of  invasion.  The 
possibility  of  direct  invasion  through  bronchial  and 
bronchiolar  walls  as  well  as  that  at  the  alveolar 
level  has  to  be  recognized.  In  this  series  12  pa- 
tients exhibited  massive  mediastinal  adenopathy 
without  apparent  pulmonary  infiltration. 

Tuberculosis  of  the  superficial  lymph  nodes  is  not 
infrequent  in  the  early  age  groups.  Tuberculosis  of 
the  cervical  lymph  nodes  may  be  the  result  of  drain- 
age from  tonsils.  The  fact  that  in  some  cases  the 
tonsils  are  not  diseased  suggests  that  other  routes 
such  as  through  the  paratracheal  nodes  are  im- 
portant. Present  knowledge  of  lymphatic  drainage 
would  tend  to  incriminate  the  pleura  as  the  source 
of  infection  for  the  axillary  groups. 

The  repeated  occurrence  of  pulmonary  necrosis  in 
what  seems  to  be  the  sites  of  invasion,  the  develop- 
ment of  superficial  implantation  type  of  bronchitis, 
and  the  occurrence  of  effusions,  seem  to  indicate 
that  any  effort  to  divide  tuberculosis  into  primary 
and  secondary  types  is  essentially  meaningless.  To 
one  who  has  been  familiar  with  tuberculosis  in 
adults,  the  most  striking  differences  consist  of  the 
location  of  the  disease  within  the  lung,  the  presence 
of  disease  of  the  mediastinal  nodes,  the  tendency  to- 
ward hematogenous  dissemination,  and  the  rather 
striking  degree  of  recovery.  One  feature  of  gener- 
alized tuberculosis  in  early  life  is  the  absence  of 
renal  disease.  In  the  present  series,  in  spite  of  most 
careful  search,  no  case  of  renal  disease  was  discov- 
ered. 

The  remarkable  outcome  of  isoniazid  therapy  in 
the  two  cases  of  osseous  tuberculosis  calls  for  a 
reconsideration  of  the  methods  of  management.  If 
it  is  possible  to  preserve  the  function  of  a major 
joint,  such  as  the  knee,  and  to  avoid  fixation  with- 
out jeopardizing  the  patient’s  future  welfare,  it  is 
most  advisable  to  study  this  more  extensively. 

Radiation  therapy  in  itself  has  proved  to  be  quite 
effective  over  short-period  follow-up  in  the  treat- 
ment of  superficial  lymph  nodes.  Nevertheless,  the 
young  child,  in  the  face  of  a high  probability  of 
dissemination,  requires  every  possible  prophylaxis 
against  hematogenous  seeding.  This  can  best  be 
accomplished  by  the  use  of  isoniazid-PAS.  The 
drainage  of  tuberculous  pus  and  the  removal  of 
tuberculous  necrotic  material  whenever  it  is  feasible 
and  safe,  is  the  major  desiratum.  The  treatment 
chosen  consists  basically  of  chemotherapy;  to  this 
is  added  excision  of  nodes  when  they  are  accessible 
and  limited  in  number,  the  free  drainage  of  pus 
when  the  nodes  are  fluctuant,  and  the  application 
of  radiation  therapy  when  the  nodes  are  multiple 
or  when  palpable  masses  persist  after  drainage. 

- — By  John  C.  Chapman,  American  Review  of  Tuberculosis, 

March,  1956. 


40  OIL  PAINTINGS  COMMISSIONED  TO 
DEPICT  MAJOR  EVENTS  IN  MEDICINE 
DURING  PAST  5,000  YEARS 

Parke,  Davis  & Company  recently  announced  it 
has  commissioned  40  oil  paintings  of  unprecedented 
scope,  depicting  major  events  and  personalities  in 
the  medical  profession  during  the  past  5,000  years. 

The  unique  project  will  require  at  least  five  years 
for  completion,  the  pharmaceutical  firm  stated,  add- 
ing that  the  idea  for  the  “History  of  Medicine  in 
Pictures”  was  actually  bom  in  1953.  Intensive  re- 
search has  been  underway  for  over  a year. 

Graydon  L.  Walker,  vice  president,  said  the  first 
painting  is  scheduled  for  publication  in  January, 
1957,  in  Therapeutic  Notes,  professional  journal  dis- 
tributed by  Parke-Davis  as  a service  to  the  medical 
profession  since  1894. 

“There  have  been  many  paintings  on  medical  sub- 
jects, of  course,  but  no  consistent  series  of  this  mag- 
nitude on  behalf  of  Medicine  heretofore,”  Walker 
said. 

He  explained  that  the  new  series  would  comple- 
ment the  “History  of  Pharmacy  in  Pictures,”  which 
Parke-Davis  commissioned  in  1951  and  will  be  com- 
pleted at  the  end  of  this  year. 

The  same  “team”  of  editor  and  artist  that  gained 
international  attention  with  the  pharmacy  series 
also  will  do  the  medical  series. 

They  are  George  A.  Bender,  51,  the  editor,  and 
Robert  A.  Thom,  41,  the  artist.  They  have  been 
working  together  since  1949,  teaming  up  on  pains- 
taking research,  then  separating  for  Thom  to  do 
the  actual  painting  and  for  Bender  to  write  the  ac- 
companying story. 

Bender,  a native  of  Osseo,  Wis.,  has  had  30  years 
of  varied  writing  experience  and  close  association 
with  all  branches  of  the  health  professions,  includ- 
ing medicine.  He  was  the  creator  of  the  pharmacy 
series.  A 1921  graduate  of  Webster  (S.D.)  High 
School  and  a 1923  graduate  of  South  Dakota  State 
College,  he  has  been  with  Parke-Davis  since  1947. 
He  is  a member  of  numerous  professional  organiza- 
tions and  lives  in  Grosse  Pointe  Park,  Mich. 

Thom,  born  at  Grand  Rapids,  Mich.,  attended 
Columbus  (O.)  Institute  of  Fine  Arts  and  worked  in 
display  design  and  advertising  layout  for  several 
years  before  opening  a Detroit  studio  in  1945.  He 
is  a member  of  the  New  York  Society  of  Illustrators 
and  the  Scarab  Club  of  Detroit.  He  lives  in  Birm- 
ingham, Mich. 

Serving  as  principal  advisor  in  the  “History  of 
Medicine  in  Pictures”  project  is  Dr.  Erwin  H.  Ack- 
erknecht  of  Madison,  Wis.,  professor  and  chairman 
of  the  Department  of  History  of  Medicine,  Univer- 
sity of  Wisconsin  Medical  School.  He  is  a member 
of  the  executive  committee  of  the  American  Institute 
of  Medical  Historians. 

Research  for  each  painting  requires  months  for 
Bender  and  Thom  to  dig  out  the  facts,  as  well  as 
hundreds  of  miles  for  them  to  get  where  the  facts 
are. 

“When  completed,  the  ‘History  of  Medicine  in  Pic- 
tures’ will  be  the  most  thorough,  accurate  and  dra- 
matic pictorial  record  of  the  medical  profession  that 
it’s  possible  to  compile,”  Walker  said. 
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Many  of  your  patients,  Doctor,  are  among 
the  millions  of  people  who  have  seen  this 
newest  Parke-Davis  advertisement  on  the 
cost  of  today’s  more  effective  medical 
care.  We  believe  that  this  sensible-talking  ad 
—the  latest  in  a continuing  P-D  series  appear- 
ing in  LIFE,  TIME,  SATURDAY  EVENING  POST  and 

today’s  health— dramatically  confirms  our  year- 
long public  service  message  to  your  patients: 
“prompt  and  proper  medical  care  may  well  turn  out  to 
be  one  of  the  biggest  bargains  of  your  life” 


You  may  be  assured  that  Parke-Davis  national  adver- 
tising will  continue  to  be  in  our  mutual  best  interests  . . . designed  to  give  your 
patients  a better  understanding  of  costs  and  a clearer  appreciation  of  the  effec- 
tiveness of  modern  medical  care.  PARKE,  DAVIS  & COMPANY,  Detroit  32,  Michigan. 


imp  Building 


LINCOLN, 

NEBRASKA 


Lincoln's  Largest  Office  Building  and  Medical  Center 


560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


and 


CAR-PARK 

For  the  convenience  of 
physicians,  dentists  and 
their  patients. 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


Close  to  Lincoln's  department 
stores,  theatres  and  leading  hotel. 


More  than  half  of  the  Sharp  Building  is  designed  for  and 
occupied  by  leading  physicians  and  dentists  serving  families 
throughout  Nebraska  and  the  Missouri  Valley. 


We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company, 

W.  K.  Realty  Co.,  Inc..  Owners,  Sharp  Building 


MANAGING 

AGENTS 


HEAD  COLD 


each  coated  tablet: 

Phenacetln  (3  gr.) 194.0  mg. 

Acetylsalicyllc  Acid  (2 V4  gr.)  . 162.0  mg. 
Phenobarbital  (Vi  gr.)  ....  16.2  mg. 

Hyoscyamlne  Sulfate  ....  0.031  mg. 
Prophenpyrldamlne  Maleate  . , 12.5  mg. 


Phenylephrine  Hydrochloride  . 10.0  mg. 


Current  Comment 

(Continued  from  page  4- A) 
count  the  increased  productivity  of  each 
physician  in  the  light  of  new  techniques  and 
other  medical  advances. 

On  the  opening  day  of  the  85th  Congress, 
health  legislation  emerged  as  a poular  sub- 
ject. Of  the  approximately  2,000  bills,  reso- 
lutions and  private  measures  introduced 
that  day,  70  were  marked  for  study  by  the 
Washington  Office  of  the  American  Medical 
Association.  Experience  has  shown  that 
about  3%  of  all  measures  are  of  medical  im- 
portance. 

Many  of  the  bills  were  duplicates  of  those 
in  the  last  Congress,  while  others  were  re- 
vised versions  of  old  favorites.  In  the  latter 
category  were  the  Jenkins  - Keogh  bills 
(again  bearing  the  numbers  of  H.R.  9 and 
H.R.  10)  which  would  provide  tax  defer- 
ment on  money  paid  in  annuity  plans,  and 
the  Bricker  Amendment  for  keeping  inter- 
national treaties  from  affecting  internal  laws 
of  the  U.S. 

The  tax  deferment  proposal  was  changed 
in  several  respects,  the  most  important  being 
a provision  for  withdrawal  of  money  from 
(Continued  on  page  37- A) 
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In  Angina  Pectoris 


The  Attacks  Lessen  and 


The  Patient  Loses  His  Fear 


ach  long-acting  tablet  provides  the  sustained  coronary  vaso- 
dilating effect  of  10  mg.  pentaerythritol  tetranitrate  (PETN) 
as  well  as  the  tranquilizing,  anxiety-relieving  and  pulse-nor- 
malizing action  of  1 mg.  Rauwiloid®  (alseroxylon). 


• Reduces  incidence  of  attacks 


• Increases  exercise  tolerance 


• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for 
fast-acting  vasodilating  drugs 


• Produces  demonstrable  ECG 
improvement 

• Exceptionally  well  tolerated 


• Reduces  tachycardia  • Minimal  side  actions 

• Reduces  blood  pressure  in  hyper-  • Dosage:  one  to  two  tablets  q.i.d., 

tensives,  not  in  normotensives  a.c.  and  h.s. 

And 

for  faster  relief  of  the  acute  attack 

Medihaler-Nitro® 

octyl  nitrite  (1%)  in  aerosol  solution 

For  faster,  safer,  and  more  lasting  relief  of  halation  equivalent  to  1/100  gr.  nitro- 
acute  anginal  attacks  . . . Measured-dose  glycerin  . . . fewer  side  actions  than  amyl 
inhalation  provides  instantaneous  coronary  nitrite  . . . pocket-sized  aerosol  set  . . . each 
vasodilatation  via  the  lungs  . . . one  in-  10  cc.  bottle  delivers  200  metered  doses. 
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Current  Comment 

(Continued  from  page  30-A) 

plans  in  advance  of  age  65,  upon  payment  of 
a tax  penalty.  The  key  section  in  the  pro- 
posed constitutional  amendment  sponsored 
by  the  Ohio  Senator  states  that  “A  provi- 
sion of  a treaty  or  other  international  agree- 
ment not  made  in  pursuance  of  this  Consti- 
tution shall  have  no  force  or  effect.’’ 

One  of  the  few  surprises  in  the  opening 
day  rush  to  the  bill  hoppers  was  a bill  by  Rep. 
Poage  (D.,  Tex.)  to  authorize  the  Secretary 
of  HEW  to  make  long-term,  3% -interest 
loans  to  non-profit  hospitals  for  construction 
and  expansion  of  facilities,  including  nurses’ 
homes.  Certain  sectarian  groups  have  been 
pressing  for  just  such  a plan  in  lieu  of  tak- 
ing federal  grant  money  under  the  Hill-Bur- 
ton program. 

Moving  to  fill  two  major  spots  in  the  De- 
partment of  HEW,  President  Eisenhower 
has  named  as  Assistant  Secretary  36-year- 
old  Elliott  L.  Richardson,  a Boston  lawyer 
and  son  of  the  late  Dr.  Edward  P.  Richard- 
son of  Massachusetts  General  Hospital  and 
Harvard  Medical  School.  Mr.  Richardson 
served  at  one  time  as  law  clerk  to  Judge 


Learned  Hand  and  Justic  Felix  Frankfurter, 
as  assistant  to  Senator  Saltonstall  and  as 
consultant  to  former  Gov.  Christian  Herter, 
now  Under-Secretary  of  State. 

To  succeed  Dr.  Lowell  T.  Coggeshall  as 
special  assistant  for  health  and  medical  af- 
fairs, the  President  appointed  Dr.  Aims  C. 
McGuinness,  a Philadelphia  pediatrician  who 
was  last  in  Washington  as  a clinical  con- 
sultant to  the  United  Mine  Workers  Wel- 
fare and  Retirement  Fund.  He  was  respon- 
sible for  the  medical  staffing  of  the  Fund’s 
10  memorial  hospitals  in  three  mining  states. 
Dr.  McGuinness  was  dean  of  the  University 
of  Pennsylvania  Graduate  School  of  Medi- 
cine and  one-time  director  of  Children’s  Hos- 
pital of  Philadelphia. 

Dr.  Coggeshall,  who  returns  to  the  Univer- 
sity of  Chicago,  was  praised  by  Mr.  Folsom 
for  his  “splendid  work  on  behalf  of  the 
health  of  the  American  people.” 

Physician  Participation  in  Blue  Shield  Plans  High — 

If  all  service  and  indemnity  blue  shield 
plans  are  taken  into  consideration,  eighty- 
four  per  cent  of  the  licensed  physicians  in 
the  areas  served  are  participating  in  Blue 
Shield. 
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NASAL 


Hydro  spray 


SUSPENSION 


(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCIN) 

Anti-inflammatory— 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  A CO..  INC. 
PHILADELPHIA  I.  PA. 


REFERENCE:  1.  Silcox,  L.  E.,  A.M.A.  Arch.  Otolaryng.  60:431,  Oct.  1954. 
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...IN  URINARY  COMPLAINTS 

9f  Sterilizes  urine  in  1 to  3 days 
Relieves  burning  in  minutes 


~)f  Effective  in  93-98%  of  cases 


* 


The  original  Azo-Sulfa  Formula*  • Antibacterial  • Analgesic 

LOCALIZED  MUCOSAL  ANALGESIA 

Phenylazo-diamino-pyridine  HCI— acts  solely  on  the  urogenital  mucosa;  pro- 
vides prompt  relief  from  burning,  pain  and  frequency. 

LOCALIZED  ANTIBACTERIAL  ACTIVITY 

Sulfacetamide— eliminates  mixed  infections  rapidly  because  of  its  unusual 
solubility  in  acid  urine  common  to  bacterial  invasion  of  the  urinary  tract.  No 
renal  damage,  concretions  or  anuria. 


and  when  Spasmolysis  is  essential 


Antibacterial 


Analgesic 


* 


Antispasmodic 


-the  dual  activity  of  SULFID  with  the  well-known  antispasmodic  effect  of 
natural  belladonna  alkaloids. 

Introduced — July,  1954 


COLUMBUS  PHARMACAL  COMPANY  columbus  is.  ohio 


Current  Comment 

New  Rabies  Treatment  Strikingly  Effective — 

The  striking  effectiveness  of  serum  plus 
vaccine  in  preventing  rabies  in  a group  of 
persons  who  were  severely  bitten  by  a rabid 
wolf,  in  Iran  last  year,  and  in  similar  experi- 
ences of  a less  extensive  nature,  were  ac- 
cepted as  clear  demonstrations  of  the  use- 
fulness of  this  method,  by  the  Third  WHO 
Expert  Committee  in  Rabies  which  met  at 
the  Pasteur  Institute  in  Paris,  November  26 
to  December  1. 

Medical  Aspects  of  Accident-Prevention  in 
Motor  Vehicles — 

New  driver  licensing  requirements  have 
been  proposed  by  125  leading  medical  spe- 
cialists from  the  United  States  and  Canada 
and  traffic  safety  authorities  in  government 
and  industry,  who  met  at  New  York  Univer- 
sity on  May  23rd  for  an  All-Day  Workshop 
Conference  on  Medical  Aspects  of  Motor  Ve- 
hicle Accident  Prevention.  These  recommen- 
dations, together  with  an  analysis  of  re- 
search needs,  are  to  be  found  in  a 32-page 
report  of  proceedings  in  the  Dec.  15  issue  of 
the  New  York  Journal  of  Medicine.  Reprints 


are  available  from  the  Center  for  Safety  Edu- 
cation, New  York  University,  Washington 
Square,  New  York,  at  $.50  per  copy. 

Preventable  Diseases  Not  Being  Prevented — 

The  people  of  Nebraska  are  still  being  an- 
noyed and  endangered  by  preventable  dis- 
eases. An  example  of  this  is  given  in  a 
footnote  in  the  “Nebraska  Morbidity  Re- 
port” of  December  15,  1956.  This  footnote 
calls  attention  to  Nebraska’s  fourteenth  case 
of  typhoid  fever  for  the  year.  Last  year 
(1955)  only  four  cases  were  reported  and  the 
year  before  that,  two  cases.  Is  there  no 
way  of  inducing  people  to  be  vaccinated  and 
revaccinated  ? 

Health  Budget  of  Federal  Government  Rises — 

It  seems  customary  that  departmental 
budgets  must  increase  in  any  governmental 
subdivision.  For  fiscal  1957,  the  Medical- 
Health  budget  of  our  Federal  Government 
has  followed  the  same  old  formula  — in- 
creased from  $2,268,826,576  to  $2, 558-plus 
billions.  The  Veterans  Administration  is 
not  a “piker”  in  this  matter.  (See  J.A.M.A. 
for  Dec.  15,  1956,  page  1,493). 
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More  than  just  a “toast” 


to  good  health... 

In  the  light  of  recent  research,*  the  traditional  raising  of  a glass  of  good  cheer — "To  Your  Good 
Health” — has  become  more  than  just  a symbol  of  good  fellowship. 

Wine,  one  of  the  most  ancient  of  dietary  beverages,  now  takes  on  added  lustre  as  a natural-source 
therapeutic  adjuvant  in  many  back-to-health  programs. 


Wine  in  Anorexia — In  the  dietetic  management  of  the  post- 
surgical,  convalescent  or  geriatric  patient,  two  to  three  ounces 
of  dry  table  wine  has  been  found  to  stimulate  appetite1’2’3 
and  increase  caloric  intake.4 


Wine  to  Brighten  the  Sick  Tray — In  the  dull  and  often 
unappealing  dietary  regimen  of  many  patients,  a glass 
of  wine  can  frequently  provide  a touch  of  interest  and 
"elegance” — a psychological  boost  of  inestimable 
value — and  for  just  a few  cents  a day. 


The  Flavorsome  Fine  W ines  of  California — The  fine 
wines  of  California  are  delicious,  and  the  variety  is  so 
wide  that  a wine  can  be  found  to  suit  individual  taste. 


*Uses  of  Wine  in  Medical  Practice,  published  by 
Wine  Advisory  Board,  717  Market  Street, 

San  Francisco,  California. 


1.  Goetzl,  F.R.:  Permanente  Found.  M.  Bull.  8:12  (April)  1950. 

2.  Irvin,  D.L.,  and  Goetzl,  F.R.:  Permanente  Found.  M.  Bull. 
9:119  (Oct.)  1951. 


3.  Irvin,  D.L.;  Durra,  A.,  and  Goetzl,  F.R.:  Am.  J.  Digest.  Dis. 
20:17  (Jan.)  1953. 


4.  Goetzl,  F.R.:  A Note  on  the  Possible  Usefulness  of  Wine  in 
the  Management  of  Anorexia,  unpublished. 


Wine  for  Gentle  Sedation — Described  as  the  safest  of  all 
sedatives,  wine  can  be  used  to  dispel  the  fears  and 
anxieties  of  old  age  and  of  prolonged  illness.  The 
judicious  use  of  dessert  wine  at  bedtime  can  often 
induce  normal  sleep  without  the  use  of  drug  medication. 
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PHYSICIANS  AND  PSYCHIATRISTS  FOR  CALI- 
FORNIA STATE  - STREAMLINED  EMPLOYMENT 
PROCEDURE:  By  interview  only  (no  written  ex- 

aminations). Interviews  held  periodically  in 
California  and  nationwide.  Wide  choice  of  posi- 
tions in  15  large  State  hospitals,  institutions,  and 
veterans  home.  40-hour  week,  liberal  vacation, 
and  other  benefits  including  generous  retirement 
annuities.  Annual  salary  increases.  Three  sal- 
ary groups:  $10,860  to  $12,000;  $11,400  to  $12,- 
600;  $12,600  to  $13,800.  Candidates  must  be 
U.  S.  citizens  and  in  possession  of,  or  eligible 
for,  California  license.  For  full  information  write 
to  Miss  Carmack,  Supervisor,  Medical  Recruit- 
ing, Box  A,  State  Personnel  Board,  801  Capitol 
Avenue,  Sacramento,  California. 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc Each  2.50 

32-103— ANTI-RHo  ( ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  $35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
^SHOEJ^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


! 

j When  You  Need  Medication 

j for  Patients  in  Northeast 
Lincoln,  Call 

| 

| Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 

| Phone  6-2353  2700  North  48th 

| — We  Deliver  — 

(Serving  Our  Community  for  33  Years) 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


Current  Comment 

Hospital  Claims  Under  Medicare  To  Be 
Handled  by  Insurance  Companies — 

The  Defense  Department  awarded  the 
contract  for  administration  of  costs  of  hos- 
pitalization in  seventeen  mid-western  and 
southeastern  states  to  Mutual  of  Omaha. 
Mutual  is  negotiating  with  three  other  in- 
surance companies  in  the  matter  of  subcon- 
tracting this  activity.  In  the  remainder  of 
the  states  it  is  understood  the  hospital  costs 
will  be  administered  by  Blue  Cross. 

Vacation -Time  Fellowships  for  Medical  Students — 

In  1951,  the  National  Foundation  for  In- 
fantile Paralysis  instituted  a program  for 
utilizing  the  summer  vacations  of  medical 
students  who  had  completed  one  year  toward 
the  degree,  M.D.  Eighty-two  medical  schools 
have  participated,  and  1,163  fellowships 
have  been  awarded  to  medical  students. 
Each  student  receives  a stipend  of  $200  per 
month  for  a minimum  of  two  and  maximum 
of  three  months.  Further  information  may 
be  had  by  writing  the  National  Foundation, 
120  Broadway,  New  York  5. 

International  Sanitary  Regulations  Effective — 

Since  World  War  II,  there  has  been  a dra- 
matic decrease  in  influx  of  “quarantinable 
diseases” — cholera,  plague,  typhus,  relapsing 
fever,  smallpox,  and  yellow  fever,  under  the 
International  Sanitary  Regulations  of  WHO. 
Since  the  regulations  went  into  effect  in  Oc- 
tober, 1952,  no  epidemic  of  any  of  these  dis- 
eases has  occurred  as  a result  of  internation- 
al travel.  Only  45  ships  and  one  aircraft 
have  been  reported  as  infected. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

J.  M.  Woodward,  Lincoln President 

Russell  R.  Best,  Omaha President  Elect 

L.  S.  McNeill,  Campbell Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — J.  D.  McCarthy,  Omaha;  Earl  F.  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  D.  B.  Steenburg,  Aurora 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

Clarence  Minnick Cambridge 

COMMITTEES 

Education 

Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

Blood  Products 

J.  R.  Schenken,  Chm Omaha 

D.  H.  Morgan,  Sr McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

F.  A.  Mountford Davenport 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

R.  B.  Adams Lincoln 

C.  R.  Brott Beatrice 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

General  Education  Committee 
John  Thomas,  Chm Omaha 

D.  B.  Steenburg Aurora 

E.  B.  Reed Lincoln 

Hospital  and 
Professional  Relations 

John  Schenken,  Chm Omaha 

Howard  B.  Hunt Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

Fay  Smith Imperial 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publications 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm. Norfolk 

W.  C.  Harvey,  Jr Gering 

P.  J.  Huber Crete 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


Earle  G.  Johnson Grand  Island 

Max  Gentry Gering 

Fay  Smith Imperial 

M.  A.  Johnson Plainview 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz -Alliance 

John  Hartigan Omaha 

Horace  Munger Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm. Nebr.  City 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

H.  D.  Kuper Columbus 

Prepayment  Medical  Care 

John  Brush,  Chm. Omaha 

John  T.  McGreer,  Jr Lincoln 

B.  R.  Farner Norfolk 

Public  Relations 

Houghton  F.  Elias,  Chm._Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebr.  City 

Geo.  Hoffmeister Hastings 

D.  B.  Wengert Fremont 

LeRoy  Lee : Omaha 

Rural  Medical  Service 

Charles  Ashby,  Chm Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Scientific  Assembly 

Lee  Stover,  Chm Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

R.  B.  Adams Lincoln 

E.  L.  MacQuiddy,  Jr Omaha 

Paul  Peterson Lincoln 

H.  D.  Runty DeWitt 

Speakers  Bureau 
Robert  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neil Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
Paul  Maxwell,  Chm Lincoln 

A.  J.  Schwedhelm Norfolk 

Ralph  Moore Omaha 

B.  R.  Bancroft Kearney 

L.  S.  Campbell Omaha 

R.  E.  Garlinghouse Lincoln 


Veteran  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

Horace  Munger Lincoln 

R.  0.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

Isaiah  Lukens Tekaman 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

O.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Diabetes 

Morris  Margolin,  Chm Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

L.  E.  Dickinson,  Jr McCock 

Fracture 

Chester  Waters,  Jr.,  Chm.  _Omaha 

John  Heinke Scottsbluff 

Frank  Stone Omaha 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Donald  Vroman Omaha 

Harold  Harvey Lincoln 

Mental  Hygiene 

Robert  J.  Stein,  Chm Lincoln 

Charles  G.  Ingham Norfolk 

J.  Whitney  Kelley Omaha 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm Omaha 

M.  C.  Howard Omaha 

John  M.  Thomas Omaha 

Public  Health 

H.  C.  Stewart,  Chm._Pawnee  City 

E.  A.  Rogers Lincoln 

O.  R.  Hayes Kearney 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Donald  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

William  F.  Novak Omaha 
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PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

★ Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  F oo.‘.T' 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company/  Oconomowoc,  Wis. 

i A Division  of  Musebeck  Shoe  Company 
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WITH  US: 

Average  per  capita  incidence  of  suits 
1937-1946  58%  lower  than  1927-1936 
1947-1956  24%  lower  than  1937-1946 


S fee  cialtj&d  SesuUce 

oust  ct&ct&i 

T-HEj 


Fort.Wawe,  Ijitdiamav 

Professional  Protection  Exclusively 
since  1899 


OMAHA  Office: 

Bert  Davis,  Representative 
Hillcrest  Apts.  103,  Ralston 
Omaha  Tel.  MArlcet  4200 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  colmun  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following-  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

GENERAL  PRACTICE — Eastern  Nebraska,  town 
1,000,  ten  minutes  to  hospital.  Gross  $20,000,  in- 
creased $4,000  past  year.  Excellent  building  and 
complete  facilities.  Investment  $17,000.  Make  of- 
fer. Brick  home  available  on  terms.  Specializing 
June  1957.  Write  Box  2,  Nebraska  State  Medical 
Journal,  1315  Sharp  Bldg.,  Lincoln  8,  Nebraska. 

FOR  LEASE — A total  of  1,900  square  feet  will  be 
available  for  lease  to  a physician  or  physicians  in 
a new  medical-dental  clinic  at  140  So.  27th  Street, 
Lincoln,  Nebraska.  Construction  will  begin  May 
15  and  ready  for  occupancy  December  1,  1957.  Build- 
ing provides  private  entrance  for  medical  offices  and 
ample  off-street  parking.  Remainder  of  building 
to  be  occupied  by  pedodontist  and  orthodontist. 
Floor  plans  can  be  incorporated  in  construction  if 
received  by  March  1st.  Good  transportation  facili- 
ties nearby  and  all  Lincoln  hospitals  within  10  min- 
utes driving  time.  Minimum  lease  600  sq.  ft.  For 
full  details  write  the  Nebraska  State  Medical  Jour- 
nal, Box  3,  1315  Sharp  Building,  Lincoln,  Nebraska. 

FOR  SALE — Ritter  electric  operating  table  ap- 
proximately 4 years  old — excellent  condition — explo- 
sion proof  motor.  Will  sell  reasonably  or  trade  for 
an  American  Sterilizer  operating  table.  Call  or 
write  Jack  F.  Hensley,  Administrator,  Asbury  Hos- 
pital, Salina,  Kansas. 


Current  Comment 

“Rehabilitation”  Coming  of  Age — 

It  is  not  many  years  since  the  word  re- 
habilitation began  to  be  heard  more  and 
more  frequently  in  medical  circles.  Now,  we 
see  in  Chronic  Illness  Newsletter: 

“The  Conference  of  Rehabilitation  Cen- 
ters, Inc.,  has  announced  an  Institute  on  Re- 
habilitation Center  Planning,  to  be  held  at 
the  Morrison  Hotel  in  Chicago  from  Feb- 
ruary 25  through  March  1 . . The  objec- 
tive of  the  Conference  is  to  guide  those  in- 
terested in  the  development  of  comprehen- 
sive rehabilitation  centers. 

Negro  Doctor  President  Tennessee  County 
Medical  Society — 

We  see  by  Secretary’s  Letter  No.  386  that 
Giles  County  (Tennessee)  Medical  Society 
recently  elected  Doctor  Wm.  A.  Lewis,  an 
eighty-year-old  Negro  physician  as  president 
of  the  society.  Doctor  Lewis  has  practiced 
medicine  fifty  years,  lives  in  Pulaski,  and 
is  the  second  Negro  physician  known  to 
have  been  elected  to  such  an  office. 
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PERCENTAGE  OF  NONRESISTANT  STRAINS 


OF  STAPHYLOCOCCUS  AUREUS 
SENSITIVE  TO  CHLOROMYCETIN 

AND  THREE  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 

PER  CENT  SENSITIVE 

0 20  40  60  80  100 


YEARS  STUDIED 
1950-1953 


CHLOROMYCETIN 


1955 


ANTIBIOTIC  A 


1950-53 


ANTIBIOTIC  C 


1955  | 


NO.  OF  STRAINS: 
1950-1953:  120 
1954:  107 
1955:  135 


*This  graph  is  adapted  from  a five-year  study  by  Rantz  and  Rantz.*1 
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Current  Comment 


Policies  for  Education  As  Prizes — 

Policies  for  education  will  be  issued  this 
year  to  forty-nine  winners  of  a national 
scholarship  contest  conducted  by  Johnson  & 
Johnson.  The  policies  will  be  issued  by  The 
Mutual  Benefit  Life  Insurance  Company  and 
paid  for  by  Johnson  & Johnson.  The  $75,000 
will  be  provided  by  the  Annual  Youth  Schol- 
arship Fund  which  was  set  up  by  Johnson 
& Johnson  to  give  greater  educational  op- 
portunities to  students  in  the  field  of  their 
own  choice. 

Tobacco  Research  Funds  Reach  $2.2  Million  Mark — 

New  appropriations  of  $700,000  for  re- 
search into  tobacco  use  and  health  raise  to 
$2,200,000  the  funds  provided  by  the  Tobac- 
co Industry  Research  Committee  since  its 
start  in  1954. 

From  these  funds,  research  grants  of  over 
$566,000  were  awarded  during  1956,  upon 
recommendation  of  the  Scientific  Advisory 
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Board  to  the  Committee.  More  than  60  in- 
dependent scientists  working  in  hospitals 
and  research  institutions  throughout  the 
country  are  now  carrying  forward  their 
medical  research  under  Tobacco  Industry  Re- 
search Committee. 

Mental  Illness  Is  Not  Hopeless — 

The  National  Association  for  Mental 
Health  reminds  us  that  “The  mentally  ill  can 
come  back.”  Modern  science  and  the  latest 
treatment  techniques  have  proven  that  this 
statement  is  true.  It  is  maintained  that 
thousands  of  mentally  ill  people  are  in  our 
institutions  today  who  should  not  have  to  be 
there.  They  are  there  because  of  insuffi- 
cient personnel  to  administer  the  new  drugs 
and  the  latest  treatment  methods ; because  of 
insufficient  research;  because  only  about  20 
million  dollars  is  spent  per  year  to  investi- 
gate more  than  100  kinds  of  mental  disease, 
whereas  $20  million  is  being  spent  in  one 
week  to  take  care  of  these  people  in  institu- 
tions. The  newer  drugs  and  methods  are  a 
great  step  forward,  but  the  last  word  can  not 
be  said  without  much  more  research. 
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Figure  1.  Nebraska  Unicameral  Legislature  in  session, 


EDITORIAL 

OUR  LEGISLATURE* 

The  Nebraska  State  Legislature  is  unique 
in  several  aspects.  The  first  is  that  it  is  the 
only  unicameral  legislature  in  the  United 
States.  The  idea  of  creating  such  a legisla- 
tive body  was  discussed  and  promoted  for 
twenty  years.  It  reached  fruition  on  No- 
vember 6,  1934,  when  the  people  adopted  an 
initiative  amendment  to  our  constitution  sub- 
stituting the  unicameral  for  the  two-house 
form  of  legislature. 

Another  unique  aspect  of  our  legislature 
is  that  it  is  nonpartisan — one  member,  elect- 
ed on  a nonpartisan  ballot  from  each  of  for- 
ty-three districts.  In  the  beginning,  this 
unicameral,  nonpartisan  legislative  body  was 
spoken  of  as  a “political  experiment,”  but 
after  more  than  twenty  years  there  seems  to 
be  no  important  agitation  for  a return  to  the 
two-house  system.  There  seems  to  be  a little 
grumbling  about  the  nonpartisan  aspect. 

Another  aspect  of  our  legislature  that 
seems  unusual  has  little  or  nothing  to  do 
with  the  kind  of  political  body  but  with  the 
kind  of  men  who  compose  this  body.  It  is 
most  impressive  to  doctors  that  our  unicam- 
eral legislature  has  quite  consistently  upheld 
high  standards,  whether  it  be  in  education  in 
general,  medical  education,  in  all  the  laws 

♦Photographs  by  Dick  Hufnagle,  Lincoln. 


Figure  2.  Electric  Roll  Call  System  used  by  the  Legislature. 
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relating  to  the  practice  of  medicine,  or  in 
other  fields. 

Thanks  to  our  legislature,  Nebraska  has 
one  of  the  best,  if  not  the  very  best,  medical 
practice  acts  to  be  found  in  our  Country. 
This  act  serves  as  a model  toward  which 
other  states  have  striven  with  only  partial 
success.  All  efforts  to  amend  this  act  in 
any  way  that  would  diminish  its  effective- 
ness in  maintaining  high  standards  of  med- 
ical practice  have  been  defeated.  The  pro- 
tection of  the  people  against  inferior  medical 
practices  supplied  by  our  medical  practice 
act  has  induced  many  fine  young  physicians 
to  come  to  Nebraska  to  work  and  live. 

Nebraska’s  basic  science  law  was  passed 
by  the  old  bicameral  legislature.  It  also,  is 
aimed  at  keeping  the  practice  of  medicine  on 
a high  plane.  While  this  law  is  a thorn  in 
the  side  of  the  person  who  can’t  pass  the  ex- 
aminations, young  doctors  seek  to  pass  and 
to  be  certified  by  our  board.  A certificate 
of  proficiency  in  the  basic  sciences  that 
comes  from  Nebraska  is  a golden  key  in  other 
states  having  this  type  of  law.  This  law, 
also,  has  been  protected  from  any  tampering 
that  would  weaken  its  effect. 

The  generous  appropriations,  by  the  ses- 
sion of  1953,  for  the  eventual  building  of  a 
fine  medical  center  at  the  University  of  Ne- 
braska College  of  Medicine  is  just  one  more 
testimony  to  the  habit  of  the  Nebraska  State 
Legislature  of  strict  adherence  to  high 
standards. 

Like  other  public  servants,  our  Senators 
probably  hear  about  their  mistakes  more 
often  than  their  good  work.  We  want  to 
thank  them  for  a job  well  done. 
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Figure  5.  The  Public  Works  Committee  at  work. 
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Figure  3.  Governor  Victor  E.  Anderson  at  his  desk. 


Figure  4.  The  Budget  Committee  in  session. 


The 

HAZARDS 

of 


Multiparity* 


This  author  sets  forth  the  facts  concerning  the 
increasing  risk  of  multiparity  to  mother  and  baby, 
and  carefully  documents  the  proof  of  his  state- 
ments. The  following  sentence  expresses  the 
meat  of  the  situation:  'Too  often  the  physician 

assumes  an  attitude  of  complacency  in  handling 
the  routine  multipara.''  While  multiparity  may 
soothe  the  patient  and  the  physician  into  compla- 
cency, it  actually  increases  the  chance  of  both 
medical  and  obstetrical  complications  and  leads 
to  increased  maternal  and  infant  mortality. 

—EDITOR 

Reproduction  is  normal  and 

natural,  and  is  necessary  for 
the  maintenance  of  the  human 
race.  Nevertheless,  the  repeated  bearing  of 
children  increases  the  risk  for  the  mother 
and  for  the  baby,  and  one  pregnancy  offers 
no  immunity  against  the  possible  risks  of 
subsequent  pregnancies.  In  discussing  some 
of  the  factors  that  create  and  increase  these 
hazards,  it  is  convenient  to  classify  multi- 
parity as  grand  and  routine.  A grand  multi- 
para is  a patient  who  is  having  or  has  had 
her  eighth  child.  The  routine  multipara 
has  had  one  or  more  children.  “Having  a 
baby,”  however,  is  never  routine  to  any 
woman,  and  it  should  never  become  routine 
to  the  physician  who  is  caring  for  her. 

THE  GRAND  MULTIPARA 

The  mortality  rate  in  the  grand  multipara 
is  16  per  cent,  and  there  is  a sharp  rise  in 
morbidity  with  each  subsequent  pregnancy. 
In  the  Minnesota  Maternal  Study1  the  death 
rate  for  patients  over  45  years  of  age  was 
24.6  per  cent.  Hendricks2  found  that  the 
proportion  of  malformations  in  the  infants 
born  to  45-year-old  patients  was  26  per  1,000 
live  births,  over  four  times  that  in  women 
aged  25  to  29  years.  In  the  woman  who  has 
had  many  previous  pregnancies,  complica- 
tions of  pregnancy  and  delivery  are  much 
more  serious  in  outcome  for  both  the  mother 
and  the  baby  than  in  the  primiparous  pa- 
tient. 

THE  ROUTINE  MULTIPARA 

The  largest  group  of  obstetrical  patients 
is  made  up  of  routine  multiparas.  The  in- 

♦Presented  before  Annual  Convention  Nebraska  State 
Medical  Association,  May  15,  1956. 


G.  KEITH  FOLGER.  M.D. 

Senior  Clinical  Instructor, 

Department  of  Obstetrics  and  Gynecology, 
Western  Reserve  University  School  of  Medicine 
Cleveland,  Ohio 

cidence  of  the  various  complications  is  the 
same,  regardless  of  parity,  but  in  the  multi- 
para these  complications  become  a much 
greater  hazard.  Fetal  mortality  is  higher, 
regardless  of  the  type  of  complication,  ex- 
cept in  the  case  of  breech  presentation3. 
Chesley’s  work4’5’6  on  toxemia  shows  the 
much  graver  outcome  for  the  multiparous 
patient  than  for  the  woman  having  her  first 
child.  Emboli  of  all  types,  i.e.,  air,  hemato- 
genous, or  amniotic  fluid,  are  almost  always 
seen  in  the  multipara.  Varicosities  of  the 
lower  extremities  and  of  the  pelvis  are  a 
frequent  source  of  trouble.  Lacerations 
from  precipitous  labors  as  a cause  of  afi- 
brinogenemia are  encountered  only  in  the 
multipara.  Blood  incompatibilities  of  the 
major  groups,  Rh  sensitizations  and  hemo- 
lytic disease  of  the  newborn  also  are  prob- 
lems confined  to  the  multiparous  patient. 

Attitude  of  the  Physician  — Too  often  the 
physician  assumes  an  attitude  of  compla- 
cency in  handling  the  routine  multipara.  In 
the  Maternal  Mortality  Study  in  Franklin 
County,  Meiling  and  Ruppersberg7  reported 
that  laxity  on  the  part  of  the  professional  at- 
tendant was  responsible  for  62.3  per  cent  of 
the  cases,  while  only  16.4  per  cent  were  due 
to  the  patients’  own  negligence  or  error. 
Many  times  the  physician  fails  to  pay  suffi- 
cient attention  to  a history  of  previous  dif- 
ficulties in  labor  or  of  a postpartum  hemor- 
rhage, and  neglects  to  take  extra  precautions 
to  prevent  a recurrence  of  these  difficulties. 
If  the  patient  has  been  under  his  care  pre- 
viously, there  is  a tendency  to  rely  upon  the 
examination  made  during  a prior  pregnancy. 
It  must  be  remembered  that  pelvic  measure- 
ments that  were  adequate  for  a 6-pound 
baby,  may  not  be  adequate  for  one  that 
weighs  9 pounds.  As  parity  advances,  the 
size  of  the  babies  often  increases. 

Physicians  exhibit  a tendency  to  induce 
labor  more  frequently  in  multiparas,  and 
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their  decision  to  do  so  is  often  influenced  by 
the  desires  of  the  patient.  Many  times,  also, 
in  attempting  delivery,  operative  procedures 
are  used  with  less  hesitancy  than  they  would 
be  in  the  primipara.  In  precipitous  labors, 
sedation  often  is  not  administered  promptly 
enough  nor  in  sufficient  quantity  to  ease 
the  force  of  the  contractions  and  thereby  to 
prevent  lacerations  that  may  lead  to  hemor- 
rhage or  to  amniotic  fluid  embolus.  The 
phrase,  “ catching  a baby,”  is  expressive  of 
the  nonchalance  with  which  the  multiparous 
delivery  is  frequently  regarded.  This  im- 
plication that  the  delivery  of  a second,  third 
or  fourth  child  is  so  simple  that  anyone  can 
handle  it  presents  a definite  and  real  hazard 
to  the  multipara. 

Attitude  of  the  Patient  — The  patient  her- 
self often  contributes  to  the  dangers  of 
multiparity.  For  her,  pregnancy  may  have 
lost  its  thrill,  she  is  overworked  and  over- 
tired caring  for  the  children  she  already 
has,  and  she  is  not  enthusiastic  about  hav- 
ing another  one.  With  such  an  attitude,  she 
tends  to  delay  reporting  for  examination, 
and  often  omits  her  'postpartum  check-up. 
She,  too,  assumes  a more  nonchalant  attitude 
toward  her  pregnancy.  She  feels  that  she 
can  “cut  a few  corners”  in  the  matter  of 
diet,  medication  and  treatment,  especially  if 
these  entail  added  expense  or  frequent  trips 
to  the  doctor’s  office.  Sexual  activity  is 
usually  not  so  rigidly  restricted  as  it  was 
during  the  first  pregnancy.  The  tendency 
is  not  to  watch  her  weight  so  carefully.  In 
fact,  the  patient’s  weight  has  probably  in- 
creased with  each  pregnancy.  The  multi- 
parous patient  often  exhibits  much  more  ap- 
prehension concerning  the  delivery  than  she 
did  in  her  first  pregnancy,  because  of  her 
worry  about  her  family,  because  of  previous 
unpleasant  experiences,  and  perhaps  partly 
because  she  is  conscious  of  her  own  remis- 
sions and  laxity  in  following  instructions. 

Physical  Changes  in  the  Patient  — Gener- 
ally speaking,  each  pregnancy  and  delivery 
results  in  some  physical  changes  in  the  pa- 
tient. The  multipara  has  lost  some  of  the 
tone  and  strength  of  her  supporting  struc- 
tures. The  fascia  of  the  pelvis  has  been 
stretched  or  torn.  Muscles  of  the  abdomen 
and  pelvis  are  more  flaccid  and  not  so  effi- 
cient as  they  were  originally.  Varicosities 
of  the  vessels  of  the  lower  extremities  and 
of  the  vulva  are  frequently  noted.  The  bear- 
ing-down sensations  in  the  pelvis  from  dis- 
tended veins  are  more  noticeable.  Bladder 


symptoms  may  be  distressing  and  cause  dis- 
turbance of  rest  during  the  night.  Vaginal 
discharge  is  more  troublesome.  Fatigue  is 
greatly  increased  as  the  work  load  has  be- 
come much  heavier  in  the  home.  The  patient 
is  older — often  ten  years  older — than  she 
was  at  the  time  of  her  first  delivery,  and 
hence  cannot  stand  complications  nearly  so 
well  as  when  she  was  young.  In  older  multi- 
paras,  malignant  disease  of  the  genital  tract 
and  breast  becomes  a distinct  possibility. 

MULTIPARITY  AND  MORBIDITY 

Medical  complications  of  pregnancy  in- 
crease in  frequency  as  the  patient  grows 
older.  Heart  lesions  that  were  compensated 
during  the  first  pregnancy  may  fail  in  sub- 
sequent pregnancies,  probably  not  only  be- 
cause the  disease  has  advanced,  but  also  be- 
cause the  work  load  has  increased.  Gall- 
bladder disturbances  frequently  produce 
much  distress  during  pregnancy.  Anemia 
from  blood  loss  caused  by  metrorrhagia  or 
by  hemorrhoids  before  conception  may  fail 
to  respond  to  otherwise  adequate  treatment. 
Tumors  of  the  uterus  usually  increase  in 
size  with  each  pregnancy. 

During  a 15-year  period,  records  of  the 
Department  of  Obstetrics  and  Gynecology 
at  University  Hospitals,  Cleveland,  revealed 
74  patients  for  whom  hysterectomy  was  re- 
quired at  term ; 45  per  cent  of  these  patients 
were  between  the  ages  of  35  and  45  years; 
10  per  cent  were  para  6 to  8.  In  patients 
whose  complications  were  of  sufficient  se- 
verity to  warrant  interruption  of  pregnancy, 
80  per  cent  were  aged  35  to  45,  and  41  per 
cent  were  in  the  fifth  to  eighth  pregnancy. 
Most  of  these  patients  were  seen  ten  or  more 
years  ago  before  medical  treatment  had  ad- 
vanced to  its  present  level,  which  leaves  few 
indications  for  therapeutic  abortion. 

MULTIPARITY  AND  MALIGNANCY 

During  the  past  three  years,  twelve  in- 
stances of  malignancy  have  been  diagnosed 
in  the  Prenatal  Clinic  at  University  Hos- 
pitals. Eight  of  these  cases  were  of  carci- 
noma in  situ  and  two  were  invasive  car- 
cinomas of  the  uterine  cervix.  One  instance 
of  malignant  tumor  of  the  breast  and  one 
of  choriocarcinoma  were  found.  Age  and 
parity  of  this  group  of  patients  are  shown 
in  Tables  1 and  2.  Four  were  under  30  years 
of  age  and  seven  of  the  twelve  were  under 
35.  Four  were  in  their  third  pregnancy, 
while  nine  fell  in  the  range  of  para  2 to  4. 
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These  observations  demonstrate  the  value  of 
routine  cytologic  study  of  vaginal  smears 
during  the  prenatal  examination.  This 
should  be  repeated,  if  the  first  examination 
raises  any  doubt  or  supsicion  of  malignant 
change. 

TABLE  1 

MULTIPARITY  AND  MALIGNANCY 

Age  20-25  25-30  30-35  35-40  40-45 

Patients  1 3 3 4 1 

TABLE  2 

MULTIPARITY  AND  MALIGNANCY 

Parity  I II  III  IV  V VI  plus 

Patients  ... . 0 4 3 2 0 3 

MULTIPARITY  AND  MATERNAL 
MORTALITY 

During  the  two-year  period,  1954-1955  in- 
clusive, there  were  26  maternal  deaths  in  the 
greater  Cleveland  area,  excluding  abortions 
and  ectopic  pregnancies.  It  is  immediately 
apparent  that  16  of  the  26  deaths  resulted 
from  blood  loss  caused  by  hemorrhagic  con- 
ditions or  accidents  to  the  vascular  system 
(Table  3).  Nine  patients,  or  34  per  cent, 
were  para  4 or  over. 


recent  years  and  hence  has  been  stressed  in 
the  medical  literature),  instead  of  looking 
for  the  more  common  mechanical  causes  of 
postpartum  bleeding.  Lacerations,  rupture 
of  the  uterus  and  atony  of  the  uterus  are 
much  more  frequent  causes  of  hemorrhage 
postpartum  than  are  hematologic  disorders. 

Rupture  of  the  uterus  as  the  result  of 
trauma  occurred  in  two  cases  in  the  Cleve- 
land series.  In  our  experience,  50  per  cent 
of  uterine  ruptures  follow  precipitous  labors 
in  the  multiparous  patient.  This  does  not  in- 
clude patients  who  have  had  previous 
cesarean  sections. 

Bleeding  in  the  third  trimester  of  preg- 
nancy is  always  a warning  of  trouble  to 
come.  It  can  never  be  ignored  without  in- 
viting tragedy.  Two  fatalities  occurred  in 
the  Cleveland  series  by  failure  to  heed  this 
warning.  Any  patient  who  experiences 
uterine  bleeding  in  the  third  trimester  must 
be  hospitalized  until  delivery.  Blood  must 
be  available,  in  sufficient  quantities,  at  all 
times,  to  replace  the  loss  by  hemorrhage. 

Deaths  due  to  eclampsia  often  follow  too 
long  a period  of  temporizing  and  delay  in 
treatment  and  delivery  of  the  patient. 


TABLE  3 

MULTIPARITY  AND  MATERNAL 
MORTALITY* 


o3  ctf  ctf  d 

73  73  *0  *0 

Cause  of  Death  2 2 2 £ Sj* 

e o ^ o o a 

Anesthesia  2 1 

Toxemia  2 

Hepatitis  1 

Embolus  114 

Heart  disease  ....  1 1 

Cerebral 

hemorrhage  ....  1 1 

Eclampsia  1 1 

Abdominal 

hemorrhage  ....  1 

Placenta  previa  1 

Post  partum 

hemorrhage  ....  11 

Afibrino- 
genemia   1 1 

Rupture  of 

uterus  1 1 

♦Greater  Cleveland  area,  1954-1955  inclusive. 


With  regard  to  hemorrhage,  there  seems 
to  be  a current  tendency  to  think  in  terms 
of  defects  in  the  clotting  mechanism  of  the 
blood  (perhaps  because  knowledge  regard- 
ing this  factor  has  expanded  so  rapidly  in 


Anesthesia  was  judged  to  be  responsible 
for  three  deaths  in  this  study.  The  choice 
and  manner  of  administering  an  anesthetic 
is  never  more  important  than  in  the  obstet- 
rical patient. 

FETAL  SALVAGE  AND  MULTIPARITY 

Except  for  breech  presentation,  the  out- 
come for  the  infant  is  always  much  more 
doubtful  for  every  type  of  complication  in 
the  multipara  than  in  the  primipara.  Dur- 
ing a one-year  period,  of  4,047  infants  deliv- 
ered in  the  Obsterical  Department  of  Uni- 
versity Hospitals,  278  were  transferred  to 
the  Department  of  Pediatrics  for  special 
treatment;  144  were  prematures  and  66 
were  full-term.  Fifty  of  these  succumbed; 
18  were  still  in  the  hospital  at  completion  of 
the  study,  and  the  remaining  210  had  been 
sent  home.  A comparison  of  results  in  a 
group  of  babies  born  of  primiparous  moth- 
ers and  a group  borne  by  multiparas  is  in- 
structive. It  showed  that  23  per  cent  of  the 
infants  referred  for  pediatric  care  were  from 
mothers  with  four  or  more  children  (Table 
4).  This  group  produced  31.9  per  cent  of 
the  premature  infants,  30  per  cent  of  the 
full-term  births,  and  28  per  cent  of  the 
deaths.  In  contrast,  among  30  per  cent  of 
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the  infants  born  to  primiparas  were  47.9 
per  cent  of  the  prematures,  21  per  cent  of  the 
term  infants,  and  mortality  was  11  babies  or 
22  per  cent  of  the  50  that  died.  This  becomes 
even  more  significant  in  view  of  the  relative- 
ly few  infants  delivered  by  mothers  with  the 
highest  parity.  In  this  series,  the  diagnosis 
of  prematurity  added  to  any  other  diagnosis 


any  place  yet  devised.  Pitocin,  intramus- 
cularly or  by  intravenous  drip,  should  not 
be  given  to  a multipara  who  is  having  fre- 
quent ineffective  pains.  Greenhill8  states 
that  this  drug  should  never  be  given  before 
delivery  to  a woman  who  has  had  more  than 
four  children.  Sedation,  rather  than  pitocin, 
is  the  proper  measure. 


TABLE  4 

MULTIPARITY  AND  FETAL  SALVAGE 
(4,047  LIVE  BIRTHS)* 


Total 

Para.  I 

Para  IV  plus 

Number 

Number 

Per  Cent 

Number 

Per  Cent 

Infants  transferred  to 

Pediatrics  Service  

......  278 

83 

30.0 

66 

23 

Premature  infants  

......  144 

71 

49.2 

46 

31 

Full-term  infants  

......  66 

12 

21.0 

20 

30 

Infant  deaths  

50 

11 

22.0 

14 

14 

Infants  sent  home 

......  210 

Infants  still  in  hospital 

......  18 

♦Covering  a one-year  period  at  University  Hospitals,  Cleveland. 


greatly  increased  the  infant  mortality  rate. 
The  problems  of  hemolytic  disease,  diabetic 
mothers,  atelectasis,  and  congenital  ano- 
malies were  much  more  prevalent  in  the 
multiparous  patients. 

THERAPEUTIC  PRECAUTIONS  FOR 
THE  MULTIPARA 

When  a multipara  first  presents  herself 
for  treatment  instructions  to  the  patient 
should  be  meticulous;  all  laboratory  tests 
should  be  carried  out,  as  in  a first  preg- 
nancy, and  physical  examination  should  be 
complete.  These  measures  will  convince  the 
patient  that  her  pregnancy  is  not  “routine” 
to  the  physician. 

When  the  uterus  is  larger  than  normal, 
pelvic  measurements  should  be  rechecked. 
Roentgenographic  pelvimetry  should  be  done 
in  all  cases  in  which  the  head  cannot  be 
pushed  down  into  the  inlet  of  the  pelvis.  If 
hydramnios  is  suspected,  the  possibility  of 
postpartum  hemorrhage  must  be  kept  in 
mind.  Multiple  pregnancy  must  also  be 
ruled  out  in  such  cases. 

Eclampsia  can  be  prevented.  A patient 
with  threatened  eclampsia  should  be  seen 
frequently,  hospitalized  if  unimproved,  and 
delivered  by  the  easiest  method,  as  soon  as 
the  condition  is  stabilized. 

The  best  treatment  of  false  labor  is  to 
send  the  patient  home.  The  labor  room  can 
produce  more  fatigue,  anxiety,  dehydration 
and  delay  in  the  onset  of  normal  labor  than 


A precipitous  labor  should  be  slowed  with 
ether  inhalations  until  sedatives  given  intra- 
muscularly or  intravenously  have  had  time 
to  become  effective. 

If  a malposition  of  the  fetus  is  present, 
early  consultation  should  be  sought,  and 
traumatic  delivery  should  be  avoided.  De- 
livery by  section  should  be  considered  as  the 
method  probably  best  serving  the  interests 
of  the  mother  and  of  the  infant.  Delivery 
through  an  incompletely  dilated  cervix 
should  never  be  attempted,  even  if  a pro- 
lapsed cord  is  present. 

An  anesthetic  should  never  be  admin- 
istered to  a normal  patient  who  is  delivering 
the  head  over  the  perineum.  No  patient 
ever  died  from  the  pain  of  childbirth,  but 
many  have  lost  their  lives  because  of  inju- 
dicious or  poorly  controlled  anesthetic  pro- 
cedures. 

When  bleeding  has  occurred  in  the  third 
trimester,  it  is  essential  that  the  patient’s 
blood  has  already  been  typed  and  cross- 
matched,  in  anticipation  of  the  need  for 
transfusion.  As  already  mentioned,  such 
patients  should  be  hospitalized  until  deliv- 
ery. In  case  of  premature  separation  of  the 
placenta,  the  pregnancy  should  be  terminat- 
ed immediately.  Afribrinogenemia  must  be 
recognized  early  and  must  be  treated 
promptly  and  adequately  by  administration 
of  fibrinogen,  followed  by  transfusion  for 
replacement  of  blood  loss.  At  least  eight 
ampules  (8  grams)  of  commercial  fibrinogen 
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should  be  immediately  available  at  all  times 
for  emergency  use.  This  is  especially  im- 
portant in  all  precipitous  labors  and  in  pre- 
mature separation  of  the  placenta,  or  placen- 
ta previa. 

In  long,  exhausting  labors,  intravenous 
glucose  should  be  started  in  the  second  stage. 
If  bleeding  occurs  after  delivery,  pitocin 
may  quickly  be  added  to  the  glucose.  When 
the  uterus  is  atonic,  any  tendency  to  bleed 
after  delivery  of  the  placenta  should  be  vig- 
orously counteracted.  When  replacing  lost 
blood  by  the  use  of  transfusions,  one  ampule 
of  pitocin  may  be  added  to  each  unit  of  blood 
until  the  uterus  regains  its  tone.  Glucose 
and  saline  solutions  should  never  be  relied 
on  to  maintain  pressure  following  hemor- 
rhage. Plasma  expanders  should  be  used  un- 
til blood  is  available  for  transfusion.  It  is 
axiomatic  that  loss  of  blood  in  obstetrical 
hemorrhages  is  always  greater  than  esti- 
mated. 

After  delivery,  the  vagina  and  cervix 
should  always  be  inspected  for  lacerations. 
This  is  especially  important  after  all  precipi- 
tous deliveries.  Prompt  repair,  when  indi- 
cated, reduces  the  danger  of  puerperal  hem- 
orrhage, both  immediate  and  delayed. 

If  the  simple  precautions  here  enumerated 
were  universally  followed  by  all  physicians 
who  attend  women  in  childbirth,  the  mor- 
bidity and  mortality  in  multiparous  women 
could  probably  be  greatly  reduced. 

SUMMARY 

The  hazards  of  multiparity  become  great- 
er as  the  age  of  the  patient  increases.  Physi- 
cal changes,  such  as  increased  weight,  loss 
of  muscular  and  fascial  supports,  varicosi- 
ties, anemia,  medical  complications,  higher 
incidence  of  malignancy  contribute  to  the 
seriousness  of  complications  and  increase 
the  morbidity  and  mortality  in  multiparous 
women.  Carelessness  or  failure  to  seek  and 
follow  medical  advice  on  the  part  of  the  pa- 
tient is  a substantial  hazard  for  which  the 
patient  herself  is  responsible.  The  attitude 
of  complacency  and  false  security  on  the 
part  of  the  physician  adds  to  these  dangers. 
He  is  often  less  meticulous  in  his  examina- 
tion and  instructions  to  the  patient  who  has 
had  previous  pregnancies,  especially  if  she 
has  been  under  his  care.  He  often  attempts 
operative  procedures  on  the  multipara  with 
less  hesitancy  than  in  primiparas,  sometimes 
without  sufficient  preparation  or  assistance. 


The  most  frequent  causes  of  death  in  the 
multiparous  patient  are  hemorrhages  aris- 
ing from  rupture  of  the  uterus,  lacerations, 
atony,  placenta  previa,  placental  separation, 
or  from  defects  in  the  blood  clotting  mechan- 
ism. Certain  routine  precautions  during 
multiparous  pregnancies  and  deliveries 
might  greatly  reduce  the  hazards  in  these 
patients. 
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Current  Comment 

Oral  Polio  Vaccine  Effective  But  Dangerous — 

While  the  feeding  of  vaccines  prepared  by 
attenuating  the  viruses  of  polio  lead  to  the 
production  in  the  body  of  immune  bodies,  a 
question  has  been  raised  as  to  the  safety 
of  this  method  of  vaccination.  Doctor  G. 
W.  A.  Dick,  of  Queens  University,  Belfast, 
northern  Ireland,  reported  to  the  New  York 
Academy  of  Sciences  at  a recent  meeting  that 
two  attenuated  strains  of  living  polio  virus 
reverted  to  and  were  excreted  as  a virulent 
form.  He  said  ‘‘The  attenuated  virus  went 
in  like  a lamb  and  came  out  like  a lion.”  He 
declared  it  was  cytopathogenic,  neurotrophic, 
and  not  readily  distinguished  from  wild  vi- 
rus as  it  left  the  body. 

Tularemia  in  Nebraska — 

Tularemia  is  not  a common  disease  in  Ne- 
braska. One  case  was  reported  in  1954,  four 
in  1955,  and  one  in  1956.  The  1956-case 
was  that  of  a 60-year-old  laborer  who 
skinned  a rabbit  in  early  November.  Ten 
days  later  he  was  beset  by  chills,  fever,  and 
general  malaise.  An  enlarged  axillary  node 
and  a positive  agglutination  test  confirmed 
the  clinical  diagnosis  of  tularemia. 
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Antibodies : 


FACTS  and  FACETS* 


The  author  provides  the  reader  of  this  article 
with  a valuable  condensation  of  the  present 
knowledge  and  concepts  of  the  antigen-antibody 
mechanism  of  the  human  body.  His  comments 
are  sufficiently  slanted  toward  the  clinical  appli- 
cation of  this  knowledge  to  make  them  interest- 
ing and  practically  applicable  in  practice. 

—EDITOR 

ANTIGEN  is  a foreign  material 
which  causes  a specific  reac- 
tion when  introduced  into  the 
living  organism.  The  organism  reacts  by 
manufacturing  a protein  material  which  has 
the  capacity  to  combine  with  the  antigen. 
This  material  is  antibody. 

This  union  between  antigen  and  antibody 
may  be  beneficial.  This  is  seen  in  acquired 
resistance,  wherein  neutralization  of  infec- 
tivity  or  toxicity  takes  place.  This  union 
between  antigen  and  antibody,  on  the  other 
hand,  may  be  injurious.  In  states  of  hyper- 
sensitivity, by-products  of  this  union  may 
cause  harmful  effects  on  body  tissues,  and 
neutralization,  if  it  occurs  with  the  par- 
ticular antigen  in  question,  is  a side  issue. 
The  various  manifestations  of  serum  sick- 
ness ranging  from  acute  anaphylactic  shock 
to  delayed  serum  sickness  are  examples. 

Despite  these  differences,  the  immunologic 
principles  governing  the  production  and 
elimination  of  antibodies  of  these  contrary 
types  are  basically  the  same.  It  is  believed 
that  these  antibodies  are  globulins,  derived 
from  the  inoculated  host,  and  modified  by 
the  inoculated  material.  Electrophoretic 
studies  of  the  globulin  spectrum  during  the 
processes  of  active  immunization  support 
this  theory.  The  immunologic  insufficiency 
of  patients  with  globulin  insufficiency 
(agammaglobulinemia)  lend  credence  to  this 
concept.  Plasma  cells,  formed  in  response 
to  antigenic  stimulation,  and  possibly  de- 
rived from  multiple  sources  in  the  organism, 
apparently  elaborate  the  antibodies.  The 
role  of  the  lymphocyte  as  a possible  source 
of  antibody  is  not  eliminated  from  consid- 
eration. 

Some  antigens  are  relatively  simple.  Some 
antigens  are  relatively  complex.  The  sim- 
plicity or  complexity,  in  both  quality  and 
number,  are  reflected  in  the  corresponding 

*Presented  before  the  Omaha  Mid-West  Clinical  Society  at 
its  Annual  Session  in  Omaha,  October,  1955. 
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antibodies.  Diphtheria  and  tetanus  anti- 
bodies would  be  the  immunologic  response 
to  their  corresponding  relatively  simple  anti- 
gens. The  antibodies  of  vaccinia,  influenza, 
and  mumps  would  represent  the  immunologic 
response  to  their  corresponding  relatively 
complex  antigens. 

Immunologically,  the  factors  governing 
the  actions  of  antibodies,  whether  protective 
or  injurious,  are  multiple.  Both  the  amount 
and  their  location  are  significant  determi- 
nants of  their  effect.  In  reference  to  protec- 
tive antibodies,  those  of  influenza  must  be 
on  mucous  membrane  surfaces  in  order  to 
bestow  immunity.  Consequently,  isolation 
of  influenza  antibodies  to  the  blood  stream, 
although  in  significant  amount,  may  fail  to 
induce  clinical  immunity.  In  poliomyelitis, 
wherein  viremia  is  significant— at  least  in 
terms  of  the  aims  of  passive  or  active  im- 
munization— efforts  are  directed  toward  in- 
ducing appropriate  levels  of  specific  anti- 
body in  the  blood  stream.  The  problems  of 
tetanus  and  diphtheria  are  somewhat  sim- 
ilar. These  statements  do  not  ignore  the  im- 
portance of  cellular  immunity  wherein  clin- 
ical resistance  following  an  attack  of  a given 
disease  may  prevail  despite  a low  level  of 
demonstrable  circulating  antibody.  In  re- 
spect to  the  antibodies  of  allergic  import- 
ance, the  site  of  fixation  governs  the  form 
of  clinical  expression.  Thus,  in  guinea-pig 
anaphylaxis  the  bronchiolar  musculature  ap- 
parently fixes  allergic  antibody.  In  canine 
anaphylaxis  the  liver  is  the  site  where  fixed 
antibody  is  significant.  This  series  of  state- 
ments recognizes  that  acute  anaphylactic 
phenomena  in  human  beings  may  represent 
the  interaction  of  antigen  with  antibody 
fixed  at  more  than  one  significant  area  in 
the  body.  The  organs  in  which  antibody 
of  allergic  nature  become  fixed,  predisposing 
to  local  reaction,  are  termed  the  shock  or- 
gans. 

Antibodies,  once  formed  by  the  host,  may 
persist  for  variable  periods  ranging  from 
months  to  a lifetime.  When  induced  by  ar- 
tificial means,  as  in  the  case  of  tetanus  or 
diphtheria,  maintenance  of  significant  anti- 
body levels  requires  repeated  artificial  stim- 
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illation  by  corresponding  toxoids.  When  in- 
duced by  natural  means,  as  in  yellow  fever 
and  smallpox,  and  possibly  the  exanthemata 
of  childhood  (measles,  German  measles, 
chickenpox),  immunity  may  be  life-long  in 
the  absence  of  demonstrable  antigenic  stim- 
ulation. The  theory  that  antigen  lies  hidden 
in  the  tissues,  possibly  in  altered  form,  is 
but  a hypothesis. 

The  development  of  antibodies,  following 
the  introduction  of  antigen,  requires  a period 
of  preparation.  The  body  becomes  adapted 
to  the  antigen.  The  period  of  preparation 
represents  an  initial  period  of  adjustment 
of  the  host  to  the  antigen.  Although  a high- 
ly conflicting  body  of  experimental  evidence 
has  accumulated  concerning  the  effect  of 
ACTH  and  cortisone  or  related  steroids  on 
antibody  production,  it  may  be  stated  that 
in  human  beings  no  definite  effect  on  the 
manufacture  of  antibodies  has  been  demon- 
strated. This  applies  to  both  protective  and 
allergic  antibodies. 

Following  the  period  of  preparation  is 
the  phase  of  production.  On  some  occa- 
sions one  dose  of  antigen  is  adequate  to  com- 
plete the  total  cycle  beginning  with  prepara- 
tion and  culminating  in  production.  The  im- 
munization of  animals  with  one  injection  of 
rabies  vaccine  is  an  example  in  the  field  of 
protection.  The  emergence  of  serum  sick- 
ness after  one  dose  of  foreign  serum  is  an 
example  in  the  field  of  allergic  hypersensi- 
tivity. On  the  other  hand,  frequently  multi- 
ple injections  of  antigen  are  needed  to  ini- 
tiate and  complete  the  immunologic  cycle. 
Examples  wherein  repeated  antigenic  stimu- 
lations are  needed  are  in  active  immuniza- 
tion for  diptheria,  typhoid,  and  others. 

Just  as  parents  may  interfere  with  the 
development  of  their  offspring,  persistent 
antigen  may  interfere  with  maximal  produc- 
tion of  corresponding  antibody.  As  the  anti- 
gen disappears  from  the  body,  the  antibody 
level  rises.  Appreciation  of  this  principle 
is  important  for  various  reasons.  First,  it 
affords  an  indirect  method  of  measuring 
the  rate  of  emergence  of  antibodies.  In- 
stead of  using  the  rate  of  antibody  appear- 
ance, one  can  employ  the  rate  of  antigen 
disappearance  as  a measure  of  immunologic 
response.  Second,  this  phenomenon  might 
explain  the  paradoxical  reaction  wherein  ex- 
cessive amounts  of  antigen  interfere  with  the 
development  of  antibody  titers  of  detectable 
magnitude.  This  problem  is  discussed  in  ref- 
erence to  immunologic  refractoriness  later. 


Antibody  is  destroyed  by  metabolic  pro- 
cesses (catabolism).  When  present  alone, 
antibody  is  catabolized  at  the  same  rate  as 
nonspecific  globulin.  However,  in  the  pres- 
ence of  corresponding  antigen,  the  antibody- 
antigen  complexes  are  rapidly  catabolized. 
This  fact  is  presented  as  evidence  against 
the  hypothesis  that  persistent  antibody  for- 
mation emanates  from  chronic  antigenic 
stimulation  from  hidden  sources  in  the  body, 
as  in  yellow  fever,  smallpox,  and  chicken- 
pox. 

In  the  development  of  antibodies  on  virgin 
soil,  i.e.,  wherein  previous  experience  with 
specific  antigens  has  not  occurred,  quantita- 
tive factors  exercise  a definite  role.  This 
applies  to  protective  and  allergic  antibodies. 
The  role  of  dosage  is  seen  in  one  of  two 
ways:  (a)  increase  in  the  amount  of  anti- 
body in  terms  of  increase  in  the  amount  of 
antigen;  (b)  decrease  in  the  amount  of  anti- 
body when  the  amount  of  antigen  becomes 
excessive.  Thus,  the  incidence  of  delayed 
serum  sickness  following  diphtheria  anti- 
toxin (in  horse  serum)  increases  directly  as 
the  square  root  of  the  volume  injected.  Like- 
wise, protective  antibodies  are  increased 
when  the  amount  of  antigen  is  increased. 
The  percentage  of  the  high  tetanus  antibody 
titers  is  significantly  greater  among  the 
subjects  given  two  large  doses  of  combined 
(tetanus-diphtheria)  toxoid  than  among 
those  given  one-half  this  amount.  The  sec- 
ond of  these  effects,  i.e.,  decrease  in  the 
amount  of  antibody  when  the  optimal  amount 
of  antigen  is  exceeded,  is  reflected  in  the 
suppression  of  allergic  antibody  formation, 
when  excessive  amounts  are  employed. 

Quantitative  variants  of  this  phenomenon 
may  occur  in  situations  wherein  decrease, 
rather  than  complete  absence,  of  allergic 
antibodies  appears  when  the  antibody  mech- 
anism is  completely  or  partially  overwhelmed 
by  inordinately  large  amounts  of  antigen. 
A satisfactory  term  for  this  phenomenon 
would  be  immunologic  refractoriness. 

Although  quantitative  factors  are  import- 
ant, as  already  indicated,  total  dosage  cannot 
be  considered  alone.  Repeated  small  doses 
of  a given  antigen,  appropriately  spaced,  can 
elicit  the  formation  of  antibodies  with  total 
amounts  of  antigen  lower  than  those  re- 
quired when  a limited  number  of  larger 
amounts  is  employed.  This  represents  an 
accepted  fact  in  the  field  of  clinical  immun- 
ology. Thus,  four  doses  of  0.1  cc.  of  alum- 
precipitated  diphtheria-tetanus  toxoid  result- 
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ed  in  the  emergence  of  a high  titer  of  tetanus 
antitoxin.  This  does  not  occur  when  the 
total  amount  is  given  as  one  dose.  This 
cumulative  effect  of  repeated  minute  doses 
is  termed  immunologic  momentum.  Its  ap- 
plication to  the  elaboration  of  protective 
antibodies  for  agents  of  infection  and  for 
agents  causing  allergic  sensitivity  minimizes 
the  incidence  of  undesirable  reactions  attend- 
ing therapeutic  injections. 

Thus  far  attention  has  centered  on  the 
production  of  antibodies  in  virgin  soil.  How- 
ever, the  phenomena  following  later  anti- 
genic stimulation  must  be  classified  as 
recall , or  booster  responses.  Facilitation 
describes  the  capacity  to  respond  productive- 
ly to  a minute  dose  of  antigen.  Thus,  in 
the  case  of  tetanus  and  diphtheria,  a dose 
of  0.1  cc.  or  less  will  stimulate  a prompt  and 
significant  rise  in  antibody  titer  in  a sub- 
j ect  previously  prepared  to  react  to  this 
antigen.  Apparently  no  time  limit,  other 
than  too  small  an  interval,  limits  this  type 
of  response.  The  recent  literature  indicates 
that  intervals  up  to  10  or  13  years  do  not 
lessen  the  efficiency  of  this  immunologic  re- 
sponse. The  same  principle  applies  to  the 
production  of  allergic  antibodies  in  a previ- 
ously sensitized  individual.  Acceleration  is 
a term  employed  to  describe  the  more  rapid 
production  of  antibodies  in  response  to  a re- 
call injection  of  antigen.  In  the  case  of 
tetanus,  an  adequate  titer  is  attained  in 
about  5 days  after  the  booster  injection. 
Augmentation  is  a term  used  to  describe  the 
increased  antibody  production,  usually  many- 
fold,  over  the  previously  attained  maximal 
levels.  Although  a ceiling  level  must  be 
reached  ultimately,  the  application  of  this 
concept  to  the  practical  problem  of  develop- 
ing a hyperimmune  serum  of  human  origin 
for  tetanus  is  challenging.  Prolongation  is 
a term  which  delineates  the  successive  pro- 
longations of  the  active  immunity  which  fol- 
lows recall  injections.  The  recent  literature 
places  considerable  emphasis  on  the  pro- 
longed active  immunity  subsequent  to  multi- 
ple recall  injections  of  tetanus  toxoid.  In 
this  respect,  however,  it  is  to  be  advised 
that  statistical  considerations  aside,  it  is  ad- 
visable to  administer  a small  booster  dose 
of  tetanus  toxoid  when  indicated  rather 
than  to  rely  too  much  on  “prolongation.” 

In  respect  to  allergic  antibodies,  it  is 
appropriate  to  point  out  that  the  Unitarian 
theory  of  serum  sickness  correlates  the  vari- 
ous forms  of  the  disease.  This  theory  states 


that  all  forms  of  the  disease  result  from 
the  interaction  of  allergic  antigen  and  anti- 
body. In  accord  with  this  postulate,  the 
time  and  intensity  of  the  reaction  are  gov- 
erned by  the  availability  or  non-availability 
of  allergic  antibody.  At  the  one  extreme  is 
the  delayed  form  of  serum  sickness  which  is 
mediated  by  the  slow  emergence  of  actively 
acquired  antibodies,  in  soil  for  the  first  time 
injected  with  antigen.  At  the  other  extreme 
is  the  acute  reaction  wherein  allergic  anti- 
bodies from  previous  stimulation  are  alerted 
for  prompt  reaction  with  antigen.  In  be- 
tween lie  the  reactions  dependent  on  allergic 
antibodies  formed  in  response  to  recall  in- 
jections of  allergic  antigen. 

The  cutaneous  and  ophthalmic  tests  are 
used  to  detect  the  immediate  presence  of 
allergic  antibodies.  They  are  not  used  to 
predict  the  appearance  of  the  delayed  form 
of  serum  sickness.  Negative  tests  merely 
indicate  that  allergic  antibody  is  not  avail- 
able at  the  site  of  testing.  Consequently, 
negative  cutaneous  and  ophthalmic  tests 
merely  indicate  that  antibodies  are  absent  at 
one  place,  but  not  necessarily  absent  every- 
where. They  may  still  exist  in  the  bronchial 
musculature,  the  liver,  or  elsewhere.  In 
similar  manner,  the  detection  of  allergic 
antibodies  by  cutaneous  and  ophthalmic 
tests  does  not  necessarily  mean  that  acute 
allergic  signs  will  follow  the  injection  of 
corresponding  foreign  serum. 

As  intimated  by  Ratner,  one  cannot  pre- 
dict the  occurence  of  immediate  or  acceler- 
ated serum  reactions  in  the  individual  case 
in  terms  of  the  interval  between  first  and 
later  injections  of  foreign  serum.  However, 
the  graphic  presentation  of  these  two  dif- 
ferent reactions,  according  to  Pirquet  and 
Shick,  aids  immunologic  orientation.  This 
shows  that  there  is  a period  of  basic  sensi- 
tization which  requires  an  incubation  period. 
There  then  follows  a period  during  which 
immediate  reaction  is  very  likely  to  appear 
because  allergic  antibodies  are  immediately 
available  for  reaction  with  reinjected  serum. 
Then  follows  a period  of  relatively  lower  in- 
cidence because  there  is  a gradual  decline 
in  antibody  titers  as  time  passes.  Different, 
however,  is  the  situation  regarding  the  so- 
called  accelerated  reactions.  These  depend 
on  the  recall  of  antibodies  following  their 
disappearance.  The  capacity  to  respond  to 
recall  injections  persists  for  a number  of 
years.  Sometimes  this  capacity  lasts  a life- 
time. There  is  an  overlapping  of  these  reac- 
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tion  patterns.  Sometimes,  when  allergic  an- 
tibody remains  in  the  body,  an  immediate  re- 
action follows,  and  later  an  accelerated  reac- 
tion when  antibodies  are  recalled  by  the 
booster  injection  of  foreign  serum.  This  con- 
stitues  a biphasic  reaction. 

The  role  of  allergic  antibodies  in  the  acute 
allergic  reaction,  i.e.,  acute  anaphylactic 
shock,  is  seen  experimentally  in  both  the  ac- 
tively and  passively  induced  reactions. 

The  period  of  temporary  protection 
against  anaphylactic  shock  following  an  at- 
tack is  seen  experimentally.  This  is  a tem- 
porary phase.  Its  explanation  is  not  clear. 
It  may  be  related  to  the  phenomenon  of  im- 
munologic refractoriness,  end-organ  fatigue, 
or  other  possible  states. 

The  slow  and  cautious  administration  of 
serum  is  indicated  in  the  event  of  acute  re- 
actions. The  basic  principle  of  desensitiza- 
tion, or  better,  hyposensitization,  is  the  ef- 
fecting of  slow  union  between  introduced 
antigen  and  available  antibody.  This  rep- 
resents, actually,  mimicry  of  natural  mech- 
anisms, as  observed  in  late  serum  sickness, 
wherein  slow  neutralization  of  antigen  by 
antibody  takes  place  with  a relative  mini- 
mum of  physiologic  disturbance  to  the  host. 

Antihistaminic  agents  are  of  importance 
in  the  prevention  and  treatment  of  all  forms 
of  serum  sickness.  The  blood  pressure 
should  be  assessed  carefully  during  their  ad- 
ministration, because  they  may  augment  de- 
creases already  present  as  a result  of  the  va- 
rious serum  reactions.  The  fact  that  anti- 
histaminic agents  may  suppress  otherwise 
positive  skin  reactions  is  important. 

The  adrenal  corticosteroids  are  effective 
in  the  slowly  developing  forms  of  serum 
sickness.  These  forms  of  serum  sickness  are 
the  late  or  the  accelerated  forms.  They  are 
not  effective  in  inhibiting  acute  serum  re- 
actions. This  fact  does  not  countermand 
their  empirical  use  in  the  presence  of  acute 
anaphylactic  shock.  The  exact  mechanism 
of  suppression  by  adrenal  corticosteroids  is 
unknown,  although  blocking  of  the  reaction 
in  the  end-organ  (antiphlogistic  action)  is 
considered  a plausible  mechanism. 

In  the  event  of  acute  serum  reactions 
(acute  anaphylactic  shock),  antihistaminic 
compounds,  epinephrine  hydrochloride,  anti- 
shock  measures  (plasma,  norepinephrine, 
inhalation  therapy),  and  purely  empirical 


adrenal  corticosteroid  therapy  are  to  be  con- 
sidered. 

As  already  indicated  in  reference  to  the 
prophylaxis  of  tetanus,  the  duration  of  pas- 
sive immunity  is  governed  by  the  amount 
of  antibody  administered.  The  importance 
of  giving  one  adequate  dose  of  serum,  to  pro- 
tect against  a given  episode,  as  in  tetanus, 
resides  in  effecting  adequate  protection 
against  adverse  reactions  from  repeated  in- 
jections of  serum.  Thus,  the  recommenda- 
tion to  employ  at  least  10,000  or  more  units 
of  tetanus  antitoxin,  rather  than  small  re- 
peated doses,  accomplishes  the  double  pur- 
pose of  protecting  against  the  disease  and 
against  acute  anaphylactic  reactions  of  a 
relatively  controllable  type. 


Current  Comment 

If  You  Were  President  of  the  A.M.A. — 

“News  Notes”  from  the  A.M.A.  reveal  the 
following:  Five  hundred  individual  physi- 
cians here  and  there  in  the  U.S.A.  were  ques- 
tioned. They  were  asked  to  suggest  the 
changes  they  would  make  in  the  A.M.A. 
Briefly,  these  are  the  suggestions: 

— About  20  per  cent  think  the  A.M.A. 
should  have  closer  ties  with  individual  physi- 
cians ; 

— A smaller  number  believe  there  should 
be  a greater  representation  of  young  doc- 
tors within  the  association ; 

— Fourteen  per  cent  called  for  improved 
public  relations  and  greater  public  informa- 
tion ; 

— Nine  per  cent  pressed  for  social  security 
or  pensions  for  doctors; 

— Five  per  cent  wanted  liberalized  hospital 
affiliation  requirements  and  an  equal  num- 
ber suggested  higher  standards  for  hospital 
practice ; 

— Three  per  cent  wanted  increased  oppo- 
sition to  government  medicine ; 

— Two  per  cent  called  for  elimination  of 
fee-splitting ; 

— Two  per  cent  suggested  increased  post- 
graduate training; 

— Ten  per  cent  thought  the  A.M.A.  satis- 
factory as  it  is. 


March,  1957 


115 


INTESTINAL  Pg/*/ OfClt /OH 

Associated  with  Corticosteroid  Therapy * 


One  rarely  forgets  that  corticosteroid  therapy 
may  lead  to  perforation  of  any  part  of  the  gastro- 
intestinal tract  that  is  the  site  of  ulceration. 
These  authors,  however,  draw  attention  to  the 
fact  that  previously  normal  bowel  may  undergo 
necrosis  and  perforation  under  this  form  of 
therapy.  Furthermore,  neither  the  usual  peri- 
toneal reaction  nor  the  symptoms  and  signs 
usually  associated  with  peritonitis  may  be  elicit- 
ed. They  present  records  of  three  cases  to 
illustrate  their  theses. 

—EDITOR 

TN  THE  COURSE  of  one  year 
in  the  Omaha  Veterans  Admin- 
istration Hospital,  three  pa- 
tients receiving  cortisone  or  corticotropin 
(ACTH)  were  discovered  to  have  developed 
perforations  of  the  gastrointestinal  tract. 
Two  perforations  were  in  the  cecum  and  one, 
a particularly  huge  destruction  of  the  duo- 
denum. Although  perforations  of  a diseased 
portion  of  bowel  during  cortisone  therapy 
have  been  reported  and  warned  against,  the 
possibility  of  bowel  perforations  without 
antecedent  disease  is  not  as  well  known. 

As  the  use  of  corticotropin  and  cortisone 
has  expanded,  the  possibility  of  perforating 
an  already  diseased  gastrointestinal  tract 
has  been  pointed  out.  The  dangers  in  such 
a situation  are  further  complicated  by  the 
fact  that  administration  of  the  drugs  may 
seriously  mask  the  clinical  signs  and  symp- 
toms of  peritonitis.  In  unsuspected  perfora- 
tions, this  is  usually  a fatal  oversight.  If 
there  is  no  antecedent  disease  of  the  bowel, 
the  possibility  of  overlooking  a cortisone  in- 
duced perforation  becomes  exceptionally 
good.  The  following  three  cases  are  there- 
fore reported  to  emphasize  this  hazard  in 
corticosteroid  therapy. 

CASE  REPORTS 

No.  1 — H.R.J.  A 33-year-old  white 
male  was  admitted  to  the  hospital  on 
April  28,  1952,  complaining  of  pain  in 
the  left  popliteal  space  and  both  calves. 
He  had  been  treated  some  months  be- 
fore at  another  hospital  for  thrombo- 
phlebitis. Since  then  he  had  had  con- 
tinous  pain  in  the  calves,  in  the  left 
chest  and  in  the  back. 

*From  the  Medical  and  Surgical  Services  of  the  Veterans 
Hospital,  Omaha,  Nebraska. 


W.  P.  KLEITSCH,  M.D.;  C.  P.  TRANISI,  M.D., 
and  J.  R.  WALSH.  M.D. 

Omaha,  Nebraska 

He  had  been  diagnosed  as  having  dia- 
betes, in  1950.  Other  complaints  in- 
cluded bitemporal  headaches,  inability 
to  focus  the  eyes,  and  blurring  of  vision 
not  relieved  by  glasses.  He  had  gained 
20  pounds  since  his  discharge  from  the 
Army  in  1943  and  this  weight  was  pri- 
marily distributed  about  his  trunk.  In 
the  past  few  years  there  had  been  a loss 
of  libido. 

Physical  examination  revealed  a well 
developed,  obese  white  male  who  had 
rounded,  puffy  facies  and  prominent 
girdle  obesity.  The  extremities  were 
thin.  Examination  of  the  heart  revealed 
no  murmur,  arrhythmias  or  other  ab- 
normalities. The  blood  pressure  was 
145/110.  Numerous  purple  striae  were 
noted  in  the  skin  of  the  lower  abdomen. 
This  skin  also  seemed  to  be  unusually 
thin.  There  was  an  increased  fat  de- 
posit in  the  mons  pubis  and  a “buffalo 
hump”  was  present.  A diagnosis  of 
Cushing’s  syndrome  was  made. 

Laboratory  findings  were  consistent 
with  the  diagnosis  revealing  4+  sugar 
in  the  urine,  leukocytosis  with  an  in- 
creased number  of  polymorphonuclear 
leukocytes,  and  a hematocrit  of  55.  In 
addition,  a diabetic  glucose  tolerance 
curve  was  discovered,  and  the  insulin 
tolerance  test  showed  resistance.  On 
repeated  examinations  he  had  a very 
low  total  eosinophil  count;  17  ketoster- 
oids  were  increased;  but  the  electrolyte 
studies  were  within  normal  limits. 

Hospital  Course:  In  November,  1953, 
a course  of  deep  roentgen  therapy 
(2000  r)  was  directed  to  the  pituitary 
gland  with  no  clinical  effect.  During 
his  hospitalization  he  experienced  mi- 
gratory thrombophlebitis,  particularly 
in  the  legs  and  arms.  He  was  prepared 
for  adrenalectomy  by  the  use  of  corti- 
sone, 100  mg.  intramscularly  every 
six  hours,  the  last  dose  being  given  two 
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hours  prior  to  the  operation.  On  March 
4,  a left  adrenalectomy  and  subtotal 
right  adrenalectomy  were  done.  Dur- 
ing the  first  postoperative  day,  a high 
fever  developed  but  the  blood  pressure 
which  had  been  labile  on  the  day  of 
operation  became  stable.  The  febrile 
course  peristed  and  became  complicated 
by  marked  abdominal  distention  consid- 
ered to  be  an  ileus  due  to  retroperitoneal 
manipulation  during  the  operation.  An 
electrolyte  survey  revealed  no  abnorm- 
alities. Increased  doses  of  cortisone 
and,  in  addition,  DOCA  were  admin- 
istered. Regular  insulin  was  admin- 
istered cautiously  and  potassium  ther- 
apy was  instituted.  Prostigmine  was 
used  because  of  the  ileus.  On  one  occa- 
sion the  patient  complained  of  a sharp, 
cramping  epigastric  pain  which  was 
controlled  by  narcotics.  On  March 
13,  1954,  the  patient  was  noted  to  be 
hyperventilating,  and  he  was  irrational 
and  weak.  The  next  day  the  bowel 
sounds  were  hyperactive  and  he  had 
three  bowel  movements.  On  March  15, 
after  apparently  doing  well  during  the 
day,  the  patient  suddenly  became  un- 
conscious and  died. 

Autopsy 

At  autopsy,  the  small  intestine  and 
ascending  colon  were  found  to  be  very 
distended.  The  ascending  colon  was 
about  17  cm.  in  diameter.  Fibrinous 
adhesions  existed  between  the  ascend- 
ing colon,  omentum  and  a loop  of  ileum. 
Upon  separation  of  the  adhesions  in 
this  area,  an  irregular  cavity  lined  by 
granular  yellow-white  tissue  was  dis- 
covered surrounding  a perforation  of  a 
markedly  dilated  cecum.  The  perfora- 
tion was  sealed  by  omentum  and  loops 
of  bowel  and  had  produced  only  a local- 
ized peritonitis.  The  degree  of  periton- 
itis was  believed  to  be  less  than  could 
have  been  expected  in  a cecal  perfora- 
tion. In  addition,  a small  basophil  tu- 
mor of  the  pituitary  was  found. 

No.  2 — E.V.D.  A 67-year-old  white 
male  was  admitted  to  the  hospital  July 
11,  1954,  in  a state  of  complete  disorien- 
tation. The  history,  obtained  from 
neighbors,  revealed  that  he  was  known 
to  be  a heavy  wine  drinker  and  had  suf- 
fered a “stroke”  six  months  prior  to  ad- 
mission. The  stroke  resulted  in  transi- 
tory paralysis  of  the  left  arm  and  leg 


lasting  about  a month.  There  had  also 
been  progressive  dyspnea  and  swelling 
of  the  feet.  On  July  8,  1954,  the  patient 
became  confused,  dyspneic  and  would 
doze  off  periodically  into  a coma-like 
sleep. 

The  physical  examination  revealed  an 
obese  white  male  in  acute  distress  with 
dyspnea,  tachycardia,  fever  and  marked 
diaphoresis.  He  was  semicomatose,  the 
face  was  dusky,  and  the  respiratory 
rate  was  44.  There  was  decreased  tho- 
racic resonance  bilaterally  on  percus- 
sion. Moderately  coarse  moist  rales 
were  heard  in  the  bases.  The  heart  rate 
was  130  and  the  rhythm,  regular. 
There  were  no  murmurs,  rubs  or  thrills 
noted.  The  blood  pressure  was  110/60. 
The  abdominal  examination  revealed 
obesity  and  moderate  distention.  A 
rounded  liver  edge  was  palpable  three 
finger  breadths  below  the  right  costal 
margin  and  this  area  was  tender,  but 
there  was  no  rebound  tenderness  or 
rigidity.  A mild  pitting  edema  was 
present.  There  was  a questionably  posi- 
tive Babinski  on  the  left,  and  the  left 
side  of  the  mouth  was  noted  to  sag. 
Knee  and  ankle  reflexes  were  absent  bi- 
laterally. A diagnosis  of  cirrhosis  of 
the  liver  with  impending  hepatic  coma 
was  made. 

Hospital  Course:  After  admission  the 
patient  was  placed  on  bed  rest,  digital- 
ized, given  oxygen  and  the  usual  sup- 
portive measures.  Because  he  was  in 
hepatic  coma,  corticotropin,  40  mg., 
was  administered  intramuscularly  every 
six  hours  daily  beginning  July  16,  1954. 
This  produced  great  improvement  al- 
most  immediately ; however,  he  re- 
mained confused  and  disoriented.  The 
dose  was  reduced  to  35  mg.  every  6 
hours  on  July  21,  and  to  30  mg.,  July 
24.  On  July  24,  a roentgenogram  of 
the  chest  incidentally  revealed  free  air 
below  the  diaphragm.  There  were  no 
signs  or  symptoms  referable  to  the  ab- 
domen which  was  remarkably  soft  and 
non-tender.  The  patient  was  trans- 
ferred to  the  surgical  service  for  treat- 
ment of  a perforated  hollow  viscus. 

At  laparotomy  (July  24),  two  cecal 
perforations  exuding  fecal  material 
were  discovered.  The  perforations 
were  sutured  and  an  appendectomy  was 
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done.  The  striking  feature  of  the  ab- 
dominal process  was  that  in  spite  of  the 
open  perforations,  no  peritoneal  reac- 
tion was  demonstrable  except  for  a mod- 
erate amount  of  serosanguineous  fluid. 
Postoperatively,  the  patient  was  gradu- 
ally taken  off  ACTH  by  reducing  by  5 
mg.  the  amount  given  at  each  injection. 
He  was  continued  on  intensive  antibi- 
otic therapy.  On  the  second  postoper- 
ative day,  a wound  dehiscence  developed 
which  was  closed  by  suture  and  a blood 
transfusion  was  given.  By  the  third 
postoperative  day,  his  general  condition 
was  considered  to  be  satisfactory.  On 
July  31  (sixth  postoperative  day)  the 
wound  was  noted  to  be  draining  peri- 
toneal fluid.  The  patient  had  never  be- 
come lucid  postoperatively  and  on  this 
date  became  semicomatose,  responding 
only  to  stimulation.  The  withdrawal 
course  of  the  corticotropin  had  been 
completed.  The  prognosis  became  al- 
most hopeless.  The  next  day  (August 
1)  a tremor  of  the  hands  characteristic 
of  hepatic  coma  was  noted.  Because  of 
this,  corticotropin  therapy  was  reinsti- 
tuted. On  the  following  day  the  tremor 
had  become  more  pronounced  and  tarry 
stools  were  reported.  His  condition 
became  terminal  and  he  died  August  3, 
1954. 

The  hormone  therapy  administered 
to  this  patient  was  ACTH  40  mg.  every 
six  hours  daily  beginning  July  16,  1954; 
on  the  day  of  operation  (July  24),  the 
hormone  was  given  intramuscularly, 
35  mg.  every  six  hours.  Postoperative- 
ly this  was  reduced  by  5 mg.  daily  until 
the  withdrawal  course  had  been  com- 
pleted. On  July  31  the  ACTH  was  re- 
started, 5 mg.  being  given  every  six 
hours  intramscularly  and  on  August  1 
it  was  increased  to  25  mg.  every  six 
hours. 

Autopsy 

At  autopsy,  500  cc.  of  clear  dark- 
yellow  peritoneal  fluid  was  found  and 
the  colon  was  distended.  Numerous 
friable  fibrous  adhesions  were  present, 
being  most  marked  in  the  right  lower 
quadrant  of  the  peritoneal  cavity.  The 
omentum,  especially  in  its  lower  portion, 
showed  evidence  of  acute  inflammation. 
The  gastrointestinal  tract  contained  old 
blood,  the  greatest  quantity  being  in  the 
region  of  the  cecum  and  terminal  ileum. 


The  appendix  was  absent.  A surgically 
sutured  defect  measuring  1.5  cm.  in 
diameter  was  found  in  the  cecum.  It 
was  believed  that  the  peritoneal  reac- 
tion was  less  than  could  be  expected 
following  perforation  of  the  cecum. 

No.  3 — H.W.A.  A 42-year-old  white 
male  was  admitted  to  the  hospital  on 
February  6,  1955,  with  complaints  of 
anorexia,  chills  and  fever,  pain  in  the 
lower  back,  weakness,  unsteadiness,  and 
diarrhea.  The  patient  had  previously 
been  hospitalized  for  Laennec’s  cir- 
rhosis. He  had  been  an  enthusiastic 
alcoholic  since  1946  and  admitted  drink- 
ing as  much  as  one  pint  of  whiskey  and 
four  bottles  of  beer  daily.  After  his 
first  hospitalization  he  returned  to  work 
but  continued  drinking.  He  developed 
recurrent  attacks  of  morning  nausea, 
vomiting,  and  tremor.  A low  backache 
persisted  and  intermittent  bouts  of  jaun- 
dice became  associated  with  his  drink- 
ing sprees.  He  finally  became  unable 
to  eat  more  than  one  meal  a day,  and 
two  weeks  prior  to  admission  noted 
diplopia. 

The  physical  examination  revealed  a 
rather  young  appearing,  white  male 
with  a ruddy  complexion  who  was  ex- 
tremely tremulous  and  confused.  He 
had  the  characteristic  hepatic  tremor 
of  the  hands  and  numerous  purpuric 
spots  on  the  lower  back,  thighs,  elbows, 
and  knees.  A pronounced  fetor  hepa- 
ticus  was  detected.  Numerous  spider 
angiomata  were  present  on  the  neck 
and  shoulders.  Scleral  icterus  was  pres- 
ent. The  temperature  was  100,  the  pulse 
rate  was  100,  and  the  rhythm  irregular. 
The  blood  pressure  was  190/90.  Aus- 
cultation of  the  heart  revealed  a grade 
II  systolic  murmur  most  intense  in  the 
second  interspace  to  the  left  of  the  ster- 
num. Examination  of  the  lungs  re- 
vealed no  abnormalities.  Abdominal  ex- 
amination discovered  distention  and  a 
liver  palpable  to  the  level  of  the  umbili- 
cus. Splenomegaly  and  ascites  were 
present.  Examination  of  the  extrem- 
ities revealed  a moderate  edema. 

Hospital  Course:  Upon  admission  he 
was  given  40  mg.  of  corticotropin  by 
venoclysis  supplemented  with  80  units 
intramuscularly.  Penicillin  and  strep- 
tomycin were  administered.  During 
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this  period  the  patient  had  two  episodes 
of  delirium  tremens.  A tarry  stool  was 
noted  shortly  after  admission,  but  no 
further  evidence  of  bleeding  was  found. 
It  was  thought  that  the  patient  had 
esophageal  varices,  but  a bleeding  pep- 
tic ulcer  could  not  be  excluded  from  con- 
sideration. On  February  16,  1955,  the 
distention  of  the  abdomen  was  more 
marked,  but  palpation  did  not  reveal 
pain  or  tenderness.  He  was  transfused 
to  restore  his  blood  elements.  Esopha- 
geal varices  could  not  be  demonstrated 
radiographically,  and  further  studies 
were  not  done.  A bleeding  peptic  ulcer 
was  then  seriously  considered  and  an 
ulcer  diet  and  amphojel  were  prescribed. 
Hydrocortisone,  150  mg.  intravenously 
was  administered  on  February  18  and 
100  mg.  intravenously  on  February  19. 
The  ACTH  had  been  discontinued.  On 
the  18th  of  February  the  patient  be- 
came more  lethargic  and  lapsed  into  he- 
patic coma.  The  coma  persisted,  be- 
came more  intense,  and  on  February  20 
the  patient  was  pronounced  dead. 

His  hormone  therapy  consisted  of  120 
mg.  of  corticotropin  given  daily  (12 
days)  until  February  18,  1955,  when  it 
was  discontinued  and  hydrocortisone 
was  given  February  18  (150  mg.  intra- 
venously) and  on  February  19  (100  mg. 
intravenously) . 

Autopsy 

At  autopsy,  the  peritoneal  cavity  was 
found  to  contain  3000  cc.  of  cloudy  red- 
dish-yellow fluid  containing  flecks  of 
pus.  The  omentum  was  slightly  adher- 
ent to  the  adjacent  viscera  in  the  region 
of  the  stomach.  The  peritoneal  surfaces 
were  dull,  and  the  liver,  hobnailed.  The 
esophagus  contained  areas  of  superficial 
mucosal  erosions  near  the  cardia,  but 
these  ulcers  were  not  attended  by  a 
noteworthy  amount  of  edema,  and  the 
bases  were  shallow  and  not  covered  by 
exudate.  The  mucosa  of  the  duodenum 
was  congested,  and  5 cm.  from  the  py- 
lorus, in  its  medial  aspect,  a perforation 
was  found  measuring  5.5  by  2.5  cm. 
which  completely  eroded  the  wall  ex- 
posing the  lower  portion  of  the  head  of 
the  pancreas.  Although  some  tissue  re- 
action in  the  form  of  superficial  necro- 
sis, vascular  congestion,  and  fat  ne- 
crosis was  evident  in  this  area,  it  was 
surprisingly  mild  for  the  size  of  the  per- 


foration. The  edges  of  the  ulcer  were 
indolent  and  suppuration  was  almost 
absent.  There  was  no  erosion  of  the 
pancreas.  The  inflammatory  reaction 
in  the  peritoneum  appeared  to  be  mild 
considering  the  size  of  the  perforation 
and  the  amount  of  peritoneal  fluid.  The 
The  mild  reactive  inflammation  was 
confirmed  histologically. 

DISCUSSION 

The  seriousness  of  bowel  perforations  dur- 
ing corticosterone  therapy  is  aggravated  by 
the  fact  that  the  usual  inflammatory  re- 
sponses of  the  peritoneum  are  modified  by 
the  action  of  the  hormones.  Bowel  perfor- 
ations may  therefore  develop  and  proceed  to 
fatal  termination  without  producing  clinical 
symptoms.  It  is  imperative,  therefore,  that 
this  possibility  be  kept  in  mind  in  all  pa- 
tients receiving  such  hormones.  Flat  roent- 
genograms of  the  abdomen  in  a left  lateral 
decubitus  position  to  demonstrate  intraperi- 
toneal  gas  should  be  obtained  promptly  even 
if  abdominal  complaints  are  slight  and  physi- 
cal findings  minimal. 

Although  the  mechanism  of  peptic  ulcera- 
tions of  the  duodenum  is  explained  on  the 
basis  of  stimulation  of  acid  and  pepsin  secre- 
tion by  the  stomach,  the  mechanism  for  for- 
mation of  cecal  perforations  is  not  as  clear. 
In  the  first  case  reported,  the  immense  dila- 
tation of  the  cecum  and  colon  suggested  that 
the  ulcer  and  perforation  may  have  occurred 
as  a result  of  the  distention  secondary  to  an 
ileus.  On  the  other  hand,  the  distention  and 
ileus  may  well  have  been  secondary  to  the 
perforation.  Whatever  the  mechanism,  the 
fact  should  be  kept  in  mind  that  these  per- 
forations do  occur  in  an  otherwise  grossly 
normal  bowel. 

SUMMARY 

Three  cases  of  perforations  of  the  gastro- 
intestinal tract  which  occurred  during  the 
administration  of  corticosterones  are  report- 
ed. Two  of  these  perforations  took  place  in 
the  cecum  and  one  in  the  second  portion  of 
the  duodenum.  In  no  cases  was  there  a his- 
tory or  evidence  of  antecedent  disease  in 
these  areas. 
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INFECTION  with 

Brucella  Melitensis: 

A Case  Report 


This  author  herein  presents  a proven  instance 
of  brucillosis.  He  stresses  source  of  infection, 
differential  diagnosis,  laboratory  findings,  and 
current  ideas  of  therapy.  The  therapy  adopted 
in  this  case  was  notably  successful. 

—EDITOR 

THREE  hundred  forty-two  pa- 
tients with  brucellosis  have  been 
reported  to  the  Nebraska  State 
Health  Department  during  the  years  1944  to 
1955,  inclusive.  A considerable  number  of 
these  were  reported  in  1946  to  1949.  Nine- 
ty-five and  eighty-nine  patients  were  report- 
ed in  1947  and  1948,  respectively.  Three 
were  reported  in  1952,  and  the  same  number 
in  1953.  There  were  thirty  - two  patients 
with  brucellosis  reported  in  1954,  and  8,  in 
1955.  Thus,  brucellosis  remains  a fairly 
common  disease  in  this  state.  Although  in- 
fection in  the  patient  under  discussion  prob- 
ably occurred  elsewhere,  this  report  affords 
an  opportunity  to  review  some  of  the  fea- 
tures of  this  disease. 

CASE  REPORT 

History : A 26-year-old  Mexican  male 
was  admitted  to  the  Student  Health 
Hospital  at  the  University  of  Nebraska 
on  April  26,  1953.  For  one  week  prior 
to  entry,  he  had  had  pain  in  the  right 
gluteal  region.  The  distress  occurred 
mainly  with  movement  of  the  trunk  and 
lower  extremity.  It  had  become  increas- 
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ingly  severe  at  the  time  of  admission, 
and  he  was  able  to  move  only  with  the 
aid  of  crutches. 

He  reported  no  previous  serious  ill- 
nesses. He  had  been  in  the  Student 
Health  Center  April  4,  1953,  with  an 
acute  tonsillitis,  which  lasted  three  days. 
He  received  penicillin  for  this  illness. 

He  came  from  Mexico  to  this  Univer- 
sity on  January  13,  1953,  and  enrolled 
in  graduate  work  at  the  College  of  Ag- 
riculture. His  work  here  has  been  with 
plants.  The  only  dairy  products  used 
while  here  in  Lincoln  were  purchased 
in  local  stores,  all  of  which  sell  only  pas- 
teurized products.  He  pointed  out  that 
there  are  no  disease  control  methods 
practiced  in  his  home  area.  He  reported 
that  his  family  boiled  their  milk  before 
consumption. 

Physical  Examination:  He  weighed 
168  pounds  and  his  height  was  68  inches. 
There  were  no  skin  lesions.  The  throat 
was  not  injected  and  there  was  no 
lymphadenopathy.  The  lungs  were  res- 
onant to  percussion  and  the  breath 
sounds  were  normal.  The  blood  pres- 
sure was  118  systolic  and  70  diastolic; 
the  pulse  was  90.  The  heart  was  not  en- 
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larged  to  percussion.  The  cardiac 
rhythm  was  regular,  and  there  were  no 
murmurs.  The  abdomen  was  soft,  and 
there  were  no  areas  of  tenderness. 
There  were  no  masses,  and  the  liver, 
kidneys,  and  spleen  were  not  palpated. 
The  neurological  examination  was  nor- 
mal. There  was  some  tenderness  to  pal- 
pation in  the  right  gluteal  region  and 
he  complained  of  severe  pain  in  this 
region  with  movement  of  the  right  low- 
er extremity. 

Laboratory  Examination:  Numerous 
urine  specimens  were  examined.  The 
specific  gravity  was  within  the  normal 
range.  The  microscopic  examinations 
were  normal  and  the  tests  for  glucose 
were  negative.  Albumin  was  present 
as  a trace  to  2 plus  (the  latter  during 
the  febrile  episode).  The  hemoglobin 
was  15.5  gm.  per  100  cc. ; the  red  blood 
cell  count  was  5.06  million;  and  the 
white  cell  count  was  7,600  per  cu.  mm. 
The  latter,  on  one  occasion,  was  12,100. 
Differential  counts  were  normal  except 
for  the  eosinophils  which  varied  from  1 
to  12  per  cent.  The  sedimentation  rate 
was  7 mm.  in  30  minutes  (Cutler  meth- 
od). Agglutination  studies  were  posi- 
tive for  Brucella  melitensis  and  Bru- 
cella abortus,  in  a titer  of  1 :160.  One 
week  later  the  titer  had  risen  to  1 :320. 
A blood  culture  was  positive  for  Bru- 
cella melitensis.  Blood  smears  for  ma- 
laria were  negative.  Stool  specimens 
were  negative  for  occult  blood,  ova,  and 
parasites.  A chest  X ray  was  negative. 
X rays  of  the  right  hip  and  lumbosac- 
ral spine  showed  no  abnormalities. 
These  were  repeated  in  six  days  with  no 
defects  noted. 

Course:  The  temperature  was  nor- 

mal for  the  first  six  days  in  the  hos- 
pital. On  May  3,  1953,  a temperature  of 
100  degrees  F.  was  recorded.  The  next 
few  days,  the  fever  consisted  of  spikes 
up  to  102  degrees  F.  Blood  was  ob- 
tained for  culture  and  agglutination 
studies  on  May  4,  1953.  Chlortetracy- 
cline  in  the  dosage  of  1,000  mg.  daily 
was  begun  on  May  6,  1953.  Two  days 
later  the  highest  temperature  was  99.4 
and  by  May  11,  1953,  it  was  normal  and 
remained  so  thereafter.  He  was  dis- 
missed on  May  16,  1953,  feeling  well. 
He  still  complained  of  slight  pain  upon 
motion,  but  he  was  able  to  walk  quite 


well  without  crutches.  On  his  return  to 
the  clinic  on  June  1,  1953,  he  reported 
that  he  felt  “fine.”  The  distress  had 
completely  disappeared.  He  was  last 
seen  on  September  18,  1953,  and  he  re- 
ported that  he  was  feeling  well.  He  had 
no  symptoms  or  signs  of  disease. 

COMMENT 

Since  coming  to  Nebraska,  this  patient  has 
had  no  contact  with  animals,  and  he  has  used 
only  pasteurized  dairy  products.  Human  bru- 
cellosis exists  in  his  home  country  almost  as 
an  epidemic  disease  and  it  is  due  almost  en- 
tirely to  Brucella  melitensis 3,  therefore,  the 
incubation  period  in  this  patient  was  preum- 
ably  about  three  months.  Usually  the  incu- 
bation period  in  brucellosis  is  about  two 
weeks ; it  can  vary,  however,  “from  one  week 
to  three  months  or  possibly  longer.1” 

A definite  diagnosis  of  brucellosis  depends 
upon  the  demonstration  of  the  organisms. 
The  specimen  for  culture  may  be  obtained 
from  the  blood,  urine,  bone  marrow,  cerebro- 
spinal fluid,  or  from  a lymph  node.  Since 
the  brucella  organisms  are  slow-growing,  the 
cultures  should  not  be  discarded  for  from 
four  to  six  weeks.2  The  agglutination  test 
aids  in  the  diagnosis.  A titer  above  1 :100  is 
considered  significant.  A rising  titer  dur- 
ing the  course  of  the  illness  is  impressive 
diagnostic  evidence  for  brucellosis.  Even 
without  the  positive  blood  culture  in  this 
case,  the  agglutination  titer  of  1 :160  with  a 
rise  during  the  illness  to  1 :320  would  be  con- 
sidered significant.  There  are  a small  num- 
ber of  cases  in  which  antigenic  cross  reac- 
tions occur.  These  have  been  reported  in 
individuals  with  tularemia  and  in  persons 
who  have  been  vaccinated  for  cholera.  Dif- 
ferentiation in  these  instances  is  accom- 
plished by  means  of  agglutination  absorp- 
tion tests.3 

Other  than  the  presence  of  the  organisms, 
the  peripheral  blood  shows  no  striking  devia- 
tions from  normal.  It  is  unusual  to  have  a 
white  blood  cell  count  over  10,000.  A rela- 
tive lymphocytosis  is  common.  These  fea- 
tures aid  in  differentiating  this  illness  from 
one  produced  by  organisms  eliciting  a neu- 
trophilic leucocytosis.  The  eosinophilia  in 
this  patient  remains  unexplained.  There  was 
no  history  of  allergic  disease.  Numerous 
stool  specimens  were  reported  negative  for 
pathogens.  One  stool  specimen  was  reported 
positive  for  the  eggs  of  trichiuria.  Eosino- 
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philia  has  been  reported  in  children  infected 
with  this  organism.4 

“The  skin  test  is  an  unreliable  method  for 
detecting  active  cases  of  brucellosis,  and  its 
routine  use  is  not  recommended.”3  Like  the 
tuberculin  test,  a positive  skin  test  indicates 
only  past  activity  of  the  disease.  The  anti- 
gen will  also  cause  an  agglutinin-response  in 
normal  individuals  and  a titer  of  over  1 :100 
may  result. 

One  can  only  speculate  on  the  relation- 
ship, if  any,  of  the  main  complaints  in  this 
case  to  the  pathologic  process  of  brucellosis. 
The  morbid  anatomy  of  infection  with  these 
organisms  consists  of  a granulomatous  re- 
action. This  most  often  involves  the  reticu- 
loendothelial system.  Since  the  organisms 
invade  the  blood  stream,  any  organ  of  the 
body  can  be  involved.  The  granulomatous 
reaction  conceivably  could  have  been  present 
in  the  tissues  of  the  gluteal  region.  The  fe- 
brile portion  of  the  illness  perhaps  occurred 
when  the  organisms  reinvaded  the  blood 
stream.  The  course  and  response  to  therapy 
suggests  this  concept. 

The  dose  of  chlortetracycline  used  in  this 
case  is  smaller  than  recommended.  The 
antibiotic  was  started  before  the  laboratory 
data  were  known.  Since  the  clinical  re- 
sponse seemed  satisfactory,  this  amount  of 
medicine  was  continued.  Such  treatment  is, 
however,  not  usually  deemed  adequate  for 
brucellosis.  The  recommended  dosage  for 
chlortetracycline  is  500  mg.  every  six  hours 
for  two  to  three  weeks.  Some  physicians  ad- 
vise using  chlortetracycline  or  oxyetratacy- 
cline  combined  with  streptomycin  or  dihy- 
drostreptomycin5. The  relapse  rate  in  this 
disease,  however,  remains  high,  even  with 
the  newer  antibiotics.  A completely  satis- 
factory therapeutic  agent  for  brucellosis  is 
as  yet  unknown. 

SUMMARY 

A patient  with  an  infection  due  to  Bru- 
cella melitensis  has  been  presented. 

The  laboratory  findings  in  brucellosis  have 
been  featured. 

Current  ideas  of  therapy  have  been  brief- 
ly reviewed. 
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Current  Comment 

Great  Britain’s  Doctors  Asking  Raise  in  Pay — 

Just  when  insolvent  Great  Britain  is  hav- 
ing to  cut  down  sharply  on  important  items 
such  as  arms-spending,  forty  thousand  of  her 
doctors  are  asking  for  a pay  raise  of  24  per 
cent.  The  average  income  for  doctors  under 
the  National  Health  Service  is  said  to  be 
$7,715.  If  the  practitioner  were  able  to  get 
and  to  take  care  of  the  full  allowance  of  3,- 
500  people  on  his  panel,  he  could  make  a 
maximum  of  about  $8,530  per  year.  Nine- 
ty per  cent  or  more  of  the  general  practi- 
tioners in  England,  Wales,  and  Scotland  are 
participating  in  the  National  Health  Serv- 
ice. The  average  income  of  physicians  in 
the  United  States  is  estimated  to  be  be- 
tween $15,000  and  $20,000.  Besides  our  ad- 
vantage in  financial  income,  we  are  still  able 
to  practice  our  medicine  with  a minimum  of 
third-party  interference.  Perhaps  our  free- 
dom is  worth  more  to  us  than  our  greater  in- 
come. 

From  the  Nebraska  City  News-Press — 

The  Scotts  Bluff  County  Medical  Society 
has  voted  down  a Junior  Chamber  of  Com- 
merce proposal  that  a mass  anti-polio  in- 
oculation clinic  be  held  here. 

A committee  from  the  society  planned  to 
meet  with  the  Jaycees  to  work  out  a program 
for  encouraging  more  persons  to  have  inocu- 
lations through  regular  channels. 

From  the  Omaha  World-Herald — 

The  Nebraska  Heart  Fund  has  approved 
heart  research  grants  totaling  $1,450  to  two 
Nebraska  scientists. 

Drs.  William  D.  Angle  and  Jerome  P.  Mur- 
phy, both  of  Omaha,  have  been  awarded 
$950  and  five  hundred  dollars  respectively. 
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Megaloblastic  Anemia  of  Pregnancy* 


Doctors  Koszewski  and  Duffy  have  selected  one 
of  the  non-Addisonian  megaloblastic  anemias  for 
discussion — the  megaloblastic  anemia  of  preg- 
nancy. This  disease  is  rare  in  the  temporate 
zone  and  is  seen  less  frequently  in  the  United 
States  than  some  other  countries  such  as  India 
and  Great  Britain.  The  authors  have  discussed 
this  entity  from  the  usual  standpoints,  clinical 
manifestations  and  laboratory  findings,  but  have 
dwelt  at  greater  length  on  the  theories  of  etiology 
and  the  known  aspects  of  therapy.  They  stress 
the  need  for  early  recognition  and  prompt 
treatment. 

—EDITOR 

AMONG  the  less  common,  but 
none  the  less  important  ane- 
mias, are  the  various  megalo- 
blastic anemias.  They  can  be  classified  into 
two  distinct  groups:  (1)  Addisonian  perni- 
cious anemia  and  (2)  the  non-Addisonian 
megaloblastic  anemias  including  the  megalo- 
blastic anemia  of  infancy,  nutritional  meg- 
aloblastic anemia,  the  megaloblastic  anemia 
of  sprue,  megaloblastic  anemia  associated 
with  Diphyllobothrium  infestation,  post-gas- 
trectomy megaloblastic  anemia,  megaloblas- 
tictic  anemias  accompanying  cirrhotic  pro- 
cesses in  the  liver,  and  megaloblastic  anemia 
of  pregnancy1’2-3.  These  two  groups  vary 
to  some  extent  in  their  clinical  manifesta- 
tions and  more  notably  in  their  response  to 
therapy.  Moreover  those  in  the  second  group 
exhibit  subtle  differences  which  make  them 
individual  entities. 

One  of  these  disorders  is  the  megaloblastic 
anemia  of  pregnancy.  Diagnosis  and  treat- 
ment of  this  disease,  as  well  as  theories  con- 
cerning its  etiology  will  be  discussed  in  this 
paper. 

HISTORY  AND  INCIDENCE 

© © MEGALOBLASTIC  ANEMIA  of 
pregnancy,  or  as  it  was  formerly  known, 
pernicious  anemia  of  pregnancy,  has  been 
recognized  as  a clinical  entity  for  over  100 
years,  apparently  being  first  described  by 
Channing  in  1842,  when  he  reported  ten  fatal 
cases4* 5.  Osier6  recognized  it  as  being  differ- 
ent from  Addisonian  pernicious  anemia,  but 
little  more  was  accomplished  until  fairly  re- 
cently, the  investigation  of  it  more  or  less 
“tagging  along”  after  the  research  on  Addi- 
sonian pernicious  anemia. 

♦From  the  Department  of  Medicine,  the  Creighton  Univer- 
sity School  of  Medicine. 


JOHN  P.  DUFFY,  M.D. 
and 

B.  J.  KOSZEWSKI,  M.D. 

Omaha,  Nebraska 

It  is  generally  agreed  that  the  disease  is 
rare,  or  at  least  relatively  so,  in  the  temper- 
ate zones.  However,  Lawson,  et  al1  suggest 
that  many  of  the  cases  of  anemia  in  preg- 
nancy which  are  usually  considered  as  being 
physiological,  may  actually  be  very  early 
megaloblastic  anemia.  Judging  from  the 
histories  and  the  response  to  therapy,  meg- 
aloblastic anemia  of  pregnancy  appears  to 
differ  in  various  parts  of  the  world.  The  in- 
cidence of  the  disease  seems  to  be  somewhat 
higher  in  the  British  Isles  than  in  the  United 
States  and  certainly  a relatively  higher  pro- 
portion of  cases  has  been  reported  from  India 
than  from  other  countries.  The  anemia  oc- 
curring in  the  majority  of  the  cases  reported 
from  India  should  more  properly  be  called  a 
nutritional  megaloblastic  anemia  complicat- 
ing pregnancy,  at  least  when  compared  with 
what  is  generally  considered  as  megalo- 
blastic anemia  of  pregnancy  in  this  country 
and  in  the  British  Isles. 

THE  CLINICAL  PICTURE 

© © THE  CLINICAL  PICTURE  of  the 
patient  with  megaloblastic  anemia  of  preg- 
nancy is  fairly  constant.  Typically  the  dis- 
ease occurs  in  the  age  group  of  21  to  41 
years,  with  the  mean  being  about  30  years. 
The  patient  is  most  commonly  a multigrav- 
ida in  her  second  or  third  pregnancy,  and  the 
disease  usually  develops,  or  at  least  becomes 
apparent,  in  the  third  trimester,  although  it 
it  is  not  infrequently  first  diagnosed  in  the 
early  postpartum  period.  There  is  rarely  a 
history  of  previous  occurrence  of  the  dis- 
ease8. 

Symptoms.  Characteristically  the  patient 
complains  of  weakness,  fatigue,  lethargy, 
and  dyspnea,  as  in  any  severe  anemia.  More- 
over, she  usually  has  had  anorexia,  nausea 
and  vomiting  and  not  uncommonly  some  di- 
arrhea4. A sore  tongue,  some  ankle  edema, 
and  headaches  are  also  common  complaints. 

Physical  Findings.  The  physical  findings 
show  a marked  pallor  with  either  a waxy, 
nearly  white  appearance  or  a yellow  tint  to 
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the  skin9.  Purpura  may  be  observed  in  some 
cases.  Pyrexia  without  evidence  of  a septic 
process  is  a rather  constant  finding,  as  is 
glossitis  with  or  without  atrophy  of  the  pap- 
illae. Hemic  murmurs  are  frequently  found, 
but  this  is  usually  dependent  on  the  severity 
of  the  anemia9.  Splenomegaly  and  hepato- 
megaly may  be  present,  however  not  neces- 
sarily. Neurologic  disturbances  are  very 
rarety  found  and,  if  present,  cast  doubt  on 
the  diagnosis. 

Laboratory  Findings.  The  hemoglobin  lev- 
el is  usually  found  to  be  below  6.5  grams 
per  cent  and  the  erythrocyte  count  below  2.5 
million  per  cubic  millimeter.  The  mean  cor- 
puscular volume  may  be  either  normal  or 
slightly  high  and  the  mean  corpuscular  hemo- 
globin concentration  normal  or  low.  Sund- 
berg  et  al10  and  Gillespie  et  al 11  report  that 
the  leukocyte  count  is  usually  low,  but  may 
be  normal,  whereas  Davidson  et  al12> 13  re- 
port that  a leukocytosis  may  be  present. 

The  peripheral  blood  films  may  be  similar 
to  those  of  Addisonian  pernicious  anemia 
showing  macrocytosis,  poikilocytosis,  and 
anisocytosis  and  even  megaloblasts  to  be 
present,  but  these  features  are  usually  less 
marked  than  in  pernicious  anemia4.  How- 
ever, not  infrequently  the  blood  films  reveal 
a normocytic,  normochromic  or  even  a micro- 
cytic, hypochromic  picture14- 15.  The  latter  is 
especially  true  if  there  is  a coexistent  iron- 
deficiency-anemia.  Davidson  et  alu  have 
termed  this  the  “dimorphic  picture”  when 
it  is  combined  with  the  finding  of  megalo- 
blasts in  the  bone  marrow.  Thompson  et  al1G 
have  observed  that  the  granulocytes  consist- 
ently show  multiple  lobing. 

Examination  of  the  bone  marrow  discloses 
a megaloblastic  hyperplasia  that  is  indistin- 
guishable from  that  found  in  Addisonian 
pernicious  anemia5.  However,  Scott  et  al 17 
have  shown  that  the  cases  presenting  a di- 
morphic picture  have  fewer  megaloblasts  in 
the  marrow  than  the  cases  in  which  the 
peripheral  blood  is  macrocytic.  Changes  in 
the  white  cell  series  in  the  bone  marrow  con- 
sisting of  giant  segmented  myelocytes, 
metamyelocytes,  and  macropolycytes  have 
also  been  reported16-18. 

With  regard  to  evidence  of  increased  red 
cell  destruction,  there  is  an  increased  rate 
of  elimination  of  transfused  normal  erythro- 
cytes16. 

Gastric  analysis  characteristically  reveals 


the  presence  of  free  hydrochloric  acid, 
though  occasionally  a case  showing  hista- 
mine-fast achlorhydria  is  found12. 

DIAGNOSIS 

° © THE  DIAGNOSIS  of  megaloblastic 
anemia  of  pregnancy  depends  on  the  clinical 
findings,  certainly,  but  even  more  on  the  lab- 
oratory findings.  A complete  history  and 
physical  examination  is  a necessity,  and  the 
findings  should  be  compatible  with  those 
described  earlier.  Examination  of  the  peri- 
pheral blood  film  may  reveal  a macrocy- 
tosis, but  is  unreliable  in  establishing  the  di- 
agnosis19. The  finding  of  megaloblasts  in 
the  bone  marrow  is  diagnostic  of  the  disease, 
and  most  authors  agree  that  a definitive  di- 
agnosis of  megaloblastic  anemia  of  preg- 
nancy can  be  made  only  on  the  basis  of  bone 
marrow  studies13'16.  If  the  gastric  analysis 
reveals  histamine-fast  achlorhydria,  or  the 
clinical  examination  shows  evidence  of  com- 
bined posterolateral  column  disease,  true  Ad- 
disonian pernicious  anemia  must  be  ruled 
out.  Davidson  et  al 20  have  suggested  that 
patients  showing  either  or  both  of  these 
should  be  followed  closely  for  at  least  two 
years  after  the  puerperium. 

Early  diagnosis  is  important  both  for  the 
benefit  of  the  mother  and  the  child21.  Davis 
et  al 22  suggest  that  in  any  severe  anemia  oc- 
curring in  the  later  months  of  pregnancy 
which  is  not  clearly  due  to  an  iron-deficien- 
cy, examination  of  the  bone  marrow  should 
be  undertaken.  Lawson  et  al1  have  suggest- 
ed that  a very  early  diagnosis  can  be  made 
in  patients  showing  an  anemia  which  is  at 
the  lower  limits  of  what  is  generally  con- 
sidered physiological.  Their  diagnostic  cri- 
teria are  the  finding  of  irritability,  burden- 
someness of  the  pregnancy,  a hemoglobin 
level  of  10  grams  per  cent  or  less,  mild  mac- 
rocytosis and  anisocytosis,  and  an  absolute 
lymphopenia.  These  authors  interpret  the 
lymphopenia  as  being  indicative  of  a minor 
folic  acid  deficiency  and  they  state  that  the 
degree  of  the  lymphopenia  is  proportionate 
to  the  amount  of  the  deficiency.  At  this 
stage  of  the  disease7  the  bone  marrow  can- 
not be  relied  upon  for  diagnosis. 

TREATMENT 

© © MANY  SUBSTANCES  have  been  em- 
ployed in  the  treatment  of  megaloblastic  ane- 
mia of  pregnancy  in  an  attempt  to  find  one 
which  is  effective.  Of  the  various  liver  prep- 
arations, proteolyzed  liver  and  crude  liver 
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or  its  extracts,  by  mouth  have  been  found  to 
be  effective,  whereas  the  refined  liver  ex- 
tracts have  produced  no  response.  This 
anemia  is  also  refractory  to  vitamin  B12,  al- 
though Chaudhuri23  and  Patel  et  al 24  have 
reported  good  results  in  India  with  large 
doses.  Holly25  has  treated  four  cases  suc- 
cessful with  a combination  of  vitamin  B12 
and  ascorbic  acid. 

It  is  now  generally  agreed  that  folic  acid 
is  the  treatment  of  choice,  the  response  in 
most  cases  being  almost  specific26'32.  The 
recommended  oral  dose  is  10  to  20  milli- 
grams per  day  and  should  he  continued  for 
two  months  after  the  blood  values  become 
normal.  Clark34  further  recommends  that 
the  folic  acid  be  supplemented  by  iron. 
Israels  et  alS5  point  out  that  if  it  is  necessary, 
folic  acid  may  be  administered  intramuscu- 
arly,  30  milligrams  per  day  for  three  days 
or  intravenously,  100  milligrams  diluted  in 
250  milliliters  of  normal  saline.  This  paren- 
teral administration  should  be  followed  by 
an  oral  maintenance  dose  of  20  milligrams 
per  day  until  the  blood  values  have  been  nor- 
mal for  one  to  two  months.  Spies36  has  sug- 
gested that  2 to  5 milligrams  of  folic  acid 
per  day  be  given  prophylactically  in  the  last 
trimester  of  pregnancy  to  prevent  this  ane- 
mia. 

Both  penicillin  in  oral  doses  not  to  exceed 

200.000  units  per  day,  or  a maximum  of 

400.000  units  intramuscularly  and  animal 
protein  factor,  which  contains  26  milligrams 
of  aureomycin  per  gram,  in  doses  of  2 grams 
per  day,  have  been  reported  by  Foy  et  al37-39 
as  being  used  with  good  results.  However, 
this  finding  is  probably  more  important  from 
the  viewpoint  of  etiology  than  therapy,  since 
folic  acid  is  almost  specific. 

It  would  also  be  well  to  note  here  that 
because  the  disease  undergoes  spontaneous 
remission  once  the  puerperium  is  past,  thera- 
py which  is  begun  late  is  difficult  to  evalu- 
ate39’ 40. 

PROGNOSIS 

o o The  PROGNOSIS  in  megaloblastic 
anemia  of  pregnancy  is  good  if  there  is 
prompt  and  adequate  treatment  with  folic 
acid.  The  mortality  rate,  which  was  for- 
merly quite  high,  has  now  declined  to  prac- 
tically zero.  The  occurrence  of  the  disease 
in  subsequent  pregnancies  is  relatively  rare, 
and  Clark34  has  pointed  out  that  its  occur- 
rence in  one  pregnancy  does  not  contra- 
indicate another  pregnancy.  However,  he  is 


quick  to  add  that  the  patient  should  have  ade- 
quate prenatal  care  and  that  the  blood 
should  be  examined  at  regular  intervals. 

ETIOLOGY 

o o THE  ETIOLOGY  of  the  megaloblast- 
ic anemia  of  pregnancy  is  unsettled.  Many 
hypotheses  have  been  presented,  but  none 
has  been  shown  definitely  to  be  correct41-42. 
It  has  been  recognized  for  a number  of  years 
that  the  basic  underlying  cause  is  a deficien- 
cy of  one  or  more  of  the  essential  hemo- 
poietic principles.  However,  the  exact  na- 
ture of  this  principle  has  not  as  yet  been 
demonstrated. 

The  hypothesis  which  was  in  vogue  a num- 
ber of  years  ago  that  the  cause  of  this  anemia 
was  a decreased  production  of  the  intrinsic 
factor  of  Castle,  has  fallen  into  disrepute.  As 
Davidson  et  alls,  have  pointed  out,  among 
the  chief  objections  to  this  hypothesis  is  the 
fact  that  the  decrease  in  the  gastric  secre- 
tion in  pregnant  women,  which  was  the 
basis  of  this  hypothesis,  is  demonstrable  in 
the  majority  of  them,  yet  megaloblastic  ane- 
mia occurs  in  relatively  few.  Moreover,  Ba- 
denoch  et  al4S  have  recently  reported  that 
they  have  not  been  able  to  demonstrate  any 
abnormalities  in  the  secretion  of  intrinsic  fac- 
tor in  patients  with  this  type  of  anemia. 

At  the  present  time  it  is  generally  believed 
that  folinic  acid  is  the  essential  missing  fac- 
tor44, and  that  this  deficiency  is  brought 
about  by  a lack  of  folic  acid  or  its  conju- 
gates39. However,  here  all  agreement  abrupt- 
ly ends,  and  one  finds  numerous  reasons 
being  proposed  for  this  deficiency  of  folic 
acid. 

Dietary  deficiency  of  folic  acid  or  its  con- 
jugates has  been  propounded,  but  seems  un- 
likely. Malabsorption  and  occult  steator- 
rhea have  both  been  suggested  and  discarded. 
Failure  to  metabolize  the  folic  acid  conju- 
gates, increased  demands  by  the  fetus  for 
hemopoietic  factors,  changes  in  the  bacterial 
flora  in  the  intestine,  sex  hormonal  disturb- 
ances, ascorbic  acid  deficiency44,  and  resist- 
ance to  vitamin  B12  or  folic  acid  or  some  un- 
known hemopoietic  factor  have  all  been  set 
forth  as  possibilities46.  All  apparently  have 
some  merit,  but  none  has  gained  general  ac- 
ceptance, and  the  question  remains  in  a re- 
markable state  of  uncertainty. 

Although  the  deficiency  of  folic  acid  is 
apparently  not  due  to  a grossly  evident  di- 
etary deficiency,  Clark  et  al 45  and  Lawson 
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et  al 7 have  suggested  that  an  obscure  defi- 
ciency of  folic  acid  in  an  apparently  ade- 
quate diet  may  be  the  cause.  It  is  interesting 
to  note  that  in  a large  number  of  the  report- 
ed cases,  where  the  information  is  given,  the 
anemia  developed  in  the  months  of  the  year 
when  the  foodstuffs  rich  in  folic  acid  and  as- 
corbic acid  are  more  difficult  to  obtain. 

By  feeding  them  on  a milk  diet  low  in  folic 
acid  and  deficient  in  ascorbic  acid,  Sundberg 
et  al 10  were  sucessful  in  producing  a megal- 
oblastic anemia  in  monkeys.  In  their  paper 
they  state  that  this  experimentally  produced 
megaloblastic  anemia  was  similar  to  those 
seen  in  infancy,  pregnancy,  sprue,  and  the 
post-gastrectomy  patient.  This,  along  with 
Holly’s25  successful  therapy  with  vitamin 
B12  and  ascorbic  acid  in  megaloblastic  ane- 
mia of  pregnancy  and  Gottlieb’s47  successes 
in  treating  a macrocytic  anemia  associated 
with  scurvy  with  ascorbic  acid,  serves  to 
suggest  that  an  ascorbic  acid  deficiency  may 
be  related  in  some  manner  to  the  production 
of  megaloblastic  anemia  of  pregnancy. 

The  possibility  of  abnormal  production  of 
sex  hormones  or  the  presence  of  an  abnormal 
steroid  has  been  suggested  by  Ungley8  and 
Day  et  alAe  as  their  patients  showed  a marked 
decrease  in  the  excretion  of  17-ketosteroids. 
Ungley  suggests  that  folic  acid  may  possibly 
be  rendered  less  available  by  the  presence 
of  an  inhibitor  or  an  antagonist  arising  from 
a variant  of  one  of  the  steroid  hormones. 
He  offers  the  suggestion  that  this  might 
also  account  for  the  hemolytic  component 
which  is  apparent  in  some  cases  of  megalo- 
blastic anemia  of  pregnancy.  The  role  of 
steroids  in  the  production  of  this  anemia  is 
worthy  of  further  investigation. 

The  reports  of  Foy  et  al 48  that  they  have 
successfully  treated  megaloblastic  anemia  of 
pregnancy  by  using  limited  doses  of  anti- 
biotics are  most  interesting  and  informative. 
They  propose  that  these  antibiotics  produce 
their  effect  by  acting  on  an  altered  bacterial 
flora  of  the  intestine,  either  by  inhibiting 
the  growth  of  bacteria  which  compete  for  the 
essential  hemopoietic  factors  and  leaving  a 
clear  field  for  those  which  synthesize  these 
factors,  or  by  destroying  in  some  manner  a 
folic  acid  inhibiting  bacterial  toxin49.  Scott 
et  al50  also  mention  that  changes  in  the  in- 
testinal flora  may  be  important. 

Watson  et  al 51  have  reported  the  experi- 
mental production  of  a macrocytic  anemia  in 
rats  by  forming  a blind  pouch  or  stagnant 


loop  in  the  upper  part  of  the  small  intestine. 
The  bone  marrow  studies  showed  no  cells 
which  could  definitely  be  called  megaloblasts, 
but  there  were  cells  which  were  very  similar. 
The  anemia  responded  to  folic  acid  and  also 
to  aureomycin  but  not  to  liver  extract  or 
vitamin  B12.  They  believe  that  the  anemia 
was  a result  of  an  alteration  in  the  intestinal 
flora  in  the  blind  loop,  but  are  uncertain  of 
the  exact  mechanism.  They  suggest  that  it 
may  be  concerned  with  the  absorption  or 
utilization  of  hemopoietic  substances. 

DISCUSSION 

© © THE  MEGALOBLASTIC  ANEMIA 
of  pregnancy  seems  to  be  a direct  result  of  a 
lack  of  sufficient  folinic  acid  for  hemopoiesis 
to  progress  in  a normal  fashion.  This  lack 
of  folinic  acid  is  due  to  a deficiency  of  folic 
acid  which  may  be  brought  about  by  a two- 
fold mechanism:  (1)  minor  dietary  defi- 
ciency of  folic  acid  because  of  a seasonal  de- 
crease in  the  intake  of  foods  rich  in  it,  and 
(2)  the  production  of  a folic  acid  antagonist. 
The  minor  dietary  deficiency  seems  not  to  be 
present  and  the  folic  acid  antagonist  may  be 
the  only  operating  cause.  The  alteration  of 
the  bacterial  flora  in  the  small  intestine  due 
to  a partial  stagnation  similar  to  the  experi- 
ments of  Watson  et  al51,  may  be  the  patho- 
genic mechanism,  the  stagnation  being  the 
result  of  an  abnormal  displacement  of  the 
gut  by  the  enlarging  uterine  body. 

The  intermittent  anorexia,  nausea,  vomit- 
ing, and  diarrhea  are  compatible  with  a par- 
tial intestinal  obstruction  or  stagnation.  The 
fever  could  be  the  result  of  either  the  bac- 
teria themselves  or  of  the  metabolic  disorder. 
The  folic  acid  antagonists  are  known  to  cause 
a megaloblastic  arrest  and  a pancytopenia. 
The  rarity  of  the  occurrence  of  this  anemia 
could  be  due  to  the  fact  that  ordinarily  in 
pregnancy  the  intestine  is  displaced  in  an 
orderly  manner,  whereas  in  these  cases  it  is 
not  and  becomes  looped  or  caught  in  some 
unusual  way  causing  the  partial  obstruction. 
This  would  also  explain  the  spontaneous  re- 
mission of  the  anemia  following  delivery  and 
the  postpartum  period,  for  with  relief  of 
the  obstruction  by  delivery,  the  flora  would 
return  to  normal.  To  be  accepted,  this  theory 
needs  the  experimental  support  of  finding 
antifolic  substances  in  the  stool  of  the  pa- 
tients. 

SUMMARY 

© © CRITERIA  FOR  DIAGNOSIS  and 
treatment  of  megaloblastic  anemia  of  preg- 


126 


Nebraska  S.  M.  J. 


nancy  have  been  presented.  This  form  of 
anemia  shows  several  peculiarities  making  it 
unique.  The  effective  treatment  consists  of 
folic  acid  in  doses  of  20  mg.  per  day  for  2 
to  3 months.  Etiology  of  the  disease  is  ob- 
scure. Changes  in  the  bacterial  flora  of  the 
intestine  seem  to  be  the  most  attractive 
theory. 
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Arthritic  Pain  Relieved  by  Cocktail — 

“A  cocktail  before  dinner”  can  do  much 
to  relieve  the  pain  of  rheumatoid  arthritis, 
according  to  Dr.  Russell  L.  Cecil,  medical  di- 
rector of  the  Arthritis  and  Rheumatism 
Foundation.  Dr.  Cecil  made  this  statement 
at  a forum  sponsored  here  by  the  Virginia 
chapter  of  the  national  foundation. 

Author  of  the  standard  “Textbook  of  Med- 
icine,” Dr.  Cecil  is  a long-standing  believer 
in  the  therapeutic  usefulnes  of  alcoholic  bev- 
erages in  moderation.  He  has  also  stated 
that  “a  small  drink  of  whiskey  will  do  much 
to  brighten  the  end  of  the  day  for  the  ar- 
thritic patient  and  usually  gives  definite  re- 
lief from  pain.” 
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Radioactive  Iodine  (|131> 

in 

Refractory  Heart  Disease: 

REPORT  OF  EIGHT  CASES 


Angina  and  the  symptoms  of  congestive  cardiac 
failure  may  not  be  adequately  relieved  by  a 
standard  medical  regimen.  In  some  of  these 
patients  relief  may  be  obtained  by  reduction  in 
the  requirement  of  the  body  for  oxygen.  This 
reduction  is  attained  by  depressing  the  activity 
of  the  thyroid  gland.  These  authors  recount  the 
physiologic  mechanisms  involved,  discuss  the 
reasons  for  choosing  radioactive  iodine  as  the 
thyroid-depressing  agent,  and  present  eight  cases 
treated  with  this  agent. 

—EDITOR 

IT  HAS  long  been  recognized 
that  angina  pectoris  or  conges- 
tive failure  occurring  in  a hy- 
perthyroid patient  may  be  relieved  when 
the  overactivity  of  the  patient’s  thyroid  has 
been  brought  under  control.  This  realiza- 
tion eventually  led  to  attempts  to  reduce  the 
function  of  normal  thyroid  glands  in  per- 
sons with  severe  angina  or  with  congestive 
failure,  and  some  favorable  results  were  re- 
ported. Irradiation  of  the  gland  was  effec- 
tive in  some  cases,  but  there  were  objection- 
able sequelae.  Surgical  thyroidectomy  was 
reported  as  beneficial  to  these  patients,  in 
1933. 1 However,  such  patients  were  a poor 
surgical  risk.  Attempts  to  depress  normal 
thyroid  function  with  propylthiouracil  re- 
quired large  doses,  and  toxic  effects  some- 
times overshadowed  any  cardiac  improve- 
ment1. Next  came  the  use  of  radioactive 
iodine  in  the  euthyroid  cardiac  patient.  This 
work  was  pioneered  by  Blumgart  and  his  as- 
sociates, in  1947.  Wolferth  gave  an  account 
of  its  use  in  twenty-eight  patients,  in  1951. 
Jaffe  and  his  associates  reported  their  early 
results  in  JL951.2 

The  rationale  of  treatment  with  radio- 
active iodine  (I131)  in  euthyroid  cardiac  pa- 
tients is  as  follows.3-4  Lowering  the  total 
metabolism  of  the  body  reduces  its  circula- 
tory requirements  so  that  they  come  within 
the  limits  of  the  body's  cardiac  reserve.  The 
heart  in  hypothyroidism  performs  less  work, 
and  at  a lower  level  of  oxygen  consumption. 
If  a euthyroid  cardiac  patient  is  rendered 
hypothyroid,  he  should  then  be  able  to  with- 
stand an  increase  in  activity  before  reaching 
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the  limit  of  cardiac  capacity.  The  natural 
affinity  of  thyroid  tissue  for  iodine  allows 
this  tissue  to  take  up  radioactive  iodine  rap- 
idly and  to  hold  it.  Radioactive  iodine  pro- 
duces the  desired  hypothyroidism  by  irradia- 
tion destruction  of  the  gland.  Autopsies 
conducted  upon  previously  euthyroid  cardiac 
patients,  who  had  died  from  various  causes, 
have  been  reported.5  These  patients  ex- 
pired at  known  intervals  after  the  adminis- 
tration of  radioactive  iodine.  The  thyroid 
glands  disclosed  acute  stages  of  central  de- 
struction of  the  thyroid  within  14-24  days 
after  a sizeable  dose  of  I131,  and  progressive- 
ly greater  amounts  of  fibrous  changes,  ar- 
teriolar thickening  and  follicular  destruction 
in  those  who  survived  longer. 

In  January,  1955,  Blumgart4  reported  the 
results  in  1,070  patients  with  angina  pectoris 
or  congestive  failure  treated  with  I131.  Of 
these,  87  were  his  own  cases,  and  983  were 
reported  through  the  cooperation  of  49 
other  sources.  The  results  showed  that  75 
per  cent  of  720  patients  with  angina  pectoris 
obtained  worthwhile  improvement  (half  of 
these  were  markedly  improved,  and  half  ob- 
tained satisfactorily  good  results),  and  that 
60  per  cent  of  350  patients  with  congestive 
failure  showed  worthwhile  improvement 
(20  per  cent  of  these  marked  improvement, 
and  40  per  cent  moderate  improvement).  In 
October,  1955,  Jaffe6  reported  very  similar 
results  in  231  patients.  Those  patients  with 
combined  angina  and  congestive  failure 
showed  a lesser  percentage  of  excellent  re- 
sults than  those  with  either  condition  alone. 
Patients  with  angina  alone  showed  the  best 
results  in  both  studies.  The  results  were 
classified  according  to  Blumgart4- 6 who  de- 
scribed an  excellent  result  as  one  in  which 
the  patient  was  markedly  improved  over  his 
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pretreatment  status  with  either  no  recur- 
rence of  symptoms,  or  a marked  decrease  in 
frequency  and  severity  of  angina  or  conges- 
tive failure,  despite  activity  greater  than 
that  possible  before  treatment.  A good  re- 
sult was  considered  to  be  one  in  which  the 
patient  experienced  a definite  decrease  in 
severity  and  frequency  of  attacks  on  the 
same  activity,  or  was  able  to  do  consider- 
ably more  with  no  increase  in  angina  or  con- 
gestive failure. 

Most  patients  with  angina  or  congestive 
failure  are  successfully  treated  with  the 
available  medical  measures ; however,  a 
small  group  remains  disabled  and  chronical- 
ly uncomfortable  despite  medical  therapy. 
It  is  this  group  in  which  radioactive  iodine 
is  most  useful.  Certain  types  of  patients 
are  more  likely  to  benefit  than  others.  The 
patients  in  whom  the  best  results  are  ex- 
pected are  those  whose  angina  or  congestive 
failure  has  remained  at  the  same  level,  or  has 
progressed  only  slightly  during  the  months, 
or  better,  years  prior  to  treatment4- 6.  Many 
physicians  consider  rapidly  progressive  car- 
diovascular disease  a contraindication  to 
this  treatment;  others  are  more  lenient  in 
this  respect7.  Most  groups  insist  that  the 
candidate  for  treatment  be  euthyroid,  ac- 
cording to  the  usual  criteriae  (B.M.R.,  chol- 
esterol, I131  uptake  and  possibly  protein 
bound  iodine) ; however,  some  do  not  feel 
that  an  initially7'  high  cholesterol  is  sufficient 
reason  to  deny  treatment4-6’7. 

The  use  of  propylthiouracil  or  thyroid 
stimulating  hormone  to  effect  quicker  or 
•greater  radioactive  iodine  uptake  with  more 
complete  or  rapid  destruction  of  the  thyroid 
is  thought  to  be  hazardous.  Propylthioura- 
cil, however,  has  been  used  to  release  iodine 
from  the  thyroid  of  persons  whose  uptake 
of  radioactive  iodine  was  abnormally  low 
because  of  previous  ingestion  of  iodine  or 
from  previous  intravenous  pyelography  or 
cholecystography 6 . 

The  preferable  mode  of  treatment  with  I131 
seems  to  be  that  of  small  doses  (1-20  me) 
at  weekly  intervals  until  the  desired  amount 
has  been  given.  When  single,  large  doses  of 
I131  have  been  given  to  initiate  therapy,  a 
number  of  instances  of  marked  radiation 
thyroiditis  have  been  observed,  resulting  in 
several  deaths.  It  is  believed  that  large 
amounts  of  thyroid  hormone  were  released  in 
these  instances.  Even  with  smaller  dosage, 
mild,  transitory  thyroid  discomfort  and  ten- 


derness may  be  encountered,  and  there  may 
be  a period  of  increased  metabolism  in  the 
second  or  third  week  after  treatment.  The 
severe  reactions,  however,  are  avoided  by  the 
smaller  dosage2-4.  The  effect  of  the  initial 
therapy  is  ascertained  at  various  subsequent 
intervals  by  I131  uptake  studies,  clinical  eval- 
uation, and  laboratory  data.  Additional  I131 
may  be  given  at  those  times,  if  needed.  Usu- 
ally two  to  six  months  are  required  before 
the  hypometabolic  state  is  reached.  Im- 
provement of  the  angina,  or  of  dyspnea  be- 
gins as  clinical  and  laboratory  data  begin 
to  show  evidence  of  lowered  metabolism4-6. 
In  fact,  Wolferth  and  his  associates1  ob- 
served that  cardiac  symptoms  may  often  be 
improved  when  the  only  signs  of  lessened 
thyroid  function  are  a diminished  I131  up- 
take and  a modest  increase  in  cholesterol.  If 
the  patient  eventually  becomes  uncomfort- 
able because  of  frank  myxedema,  small  doses 
(6-30  mg.  daily)  of  dessicated  thyroid  may 
be  started  orally.  Dosage  is  adjusted  so  that 
the  patient  is  more  comfortable,  yet  does  not 
have  a return  of  the  cardiac  symptoms  to 
any  appreciable  extent.  Chapman8  sug- 
gests that  the  patient  be  maintained  at  a 
B.M.R.  of  — 20  to  — 25,  a protein  bound 
iodine  of  2-3  gamma  per  cent  and  an  I131  up- 
take of  10-20  per  cent  in  48  hours. 

Treatment  of  these  patients  with  radio- 
active iodine  is  not  thought  to  be  in  any  way 
curative,  but  rather  an  attempt  to  relieve 
symptoms.  On  the  other  hand,  the  hypothy- 
roidism which  has  been  produced  has  not 
given  evidence  of  furthering  atherosclerosis 
by  causing  an  elevated  cholesterol  level,  nor 
has  it  seemed  to  bring  about  the  condition 
of  “myxedematous  heart.”  It  appears  that 
the  lives  of  patients  carefully  treated  with 
If1  have  not  been  shortened,  and  some  may 
have  been  prolonged3-4-6. 

The  following  cases  are  presented  as  ex- 
amples of  this  form  of  therapy : 

Case  I — Mrs.  F.H.,  age  58,  was  di- 
agnosed chronic  glomerulonephritis  with 
nephrotic  syndrome,  in  1948.  In  the 
latter  part  of  1949,  a moderate  anemia 
developed.  The  patient  then  began  to 
complain  of  angina,  and,  within  a short 
period,  of  angina  at  rest.  Relief  from 
angina  was  obtained  only  when  transfu- 
sions brought  the  blood  count  to  a nor- 
mal level.  From  that  time  onward  the 
patient  was  hospitalized  and  given 
transfusions  with  increasing  frequency. 
By  early  1954,  the  patient  was  being 
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hospitalized  every  one  to  three  weeks. 
On  November  19,  1954,  the  patient  was 
sent  to  a radiologist  for  radioactive  iodine 
therapy.  Small  doses  (8  millicuries)  of 
I131  were  given  at  weekly  intervals  for 
three  weeks.  By  January  19,  1955,  the 
patient  could  definitely  state  that  the 
angina  had  decreased.  Another  dose  of 
I181  was  given  at  that  time,  bringing  the 
total  amount  to  36  millicuries.  Between 
January  and  March  of  1955,  angina  was 
almost  forgotten,  although  the  blood 
count  continued  to  fall  to  the  same  low 
levels  as  previously.  Hospitalizations 
became  more  widely  spaced.  This  clin- 
ical improvement  was  definite,  although 
in  March,  1955,  the  cholesterol  was  only 
309  mg.  per  cent  and  the  I131  uptake 
had  only  dropped  from  33  per  cent  in  24 
hours  (Nov.  ’54)  to  25  per  cent  (March 
’55).  As  time  went  on,  the  skin  became 
dry,  the  reflexes  sluggish,  and  puffiness 
appeared  about  the  eyes  and  face.  In 
October,  1955,  the  cholesterol  was  432.5 
mg.  per  cent.  Myxedematous  features 
have  progressed  only  slightly  since  that 
time.  The  patient  is  not  taking  thyroid 
extract.  There  is  great  increase  in  her 
activity,  yet  no  significant  angina.  Hos- 
pitalizations are  months  apart.  The  pa- 
tient is  at  present  visiting  relatives  in 
another  city.  She  has  been  greatly  im- 
proved. 

Case  II  — S.J.,  age  61,  performed 
considerable  outdoor  work.  She  was 
first  examined  in  October,  1954.  At 
that  time  she  gave  a history  of  exertion- 
al angina  beginning  in  1950.  There  had 
been  slightly  greater  frequency  of  an- 
gina in  the  year  prior  to  examination, 
and  nocturnal  angina  and  nocturnal 
dyspnea  had  occurred  in  the  previous 
three  or  four  months.  The  blood  pres- 
sure was  215/125.  The  patient  was 
placed  on  the  usual  medical  therapy,  but 
did  not  do  well.  She  was  taking  nitro- 
glycerin frequently  throughout  the  day 
and  night  (30-40  tablets).  In  July, 
1955,  the  patient  was  sent  for  radio- 
active iodine  therapy.  The  I131  uptake 
was  42  per  cent  in  24  hours,  and  she 
was  given  a treatment  dose  of  10  milli- 
curies. The  patient  soon  went  home, 
and  did  not  return  until  September, 
1955.  At  that  time,  she  stated  that 
she  had  had  considerable  relief  of  an- 
gina. She  was  doing  a great  deal  more 


work  than  was  previously  possible,  and 
only  averaged  about  one  nitroglycerin 
tablet  every  three  days.  At  that  time, 
the  I131  uptake  was  21.8  per  cent  in  24 
hours  and  a treatment  dose  of  2.8  milli- 
curies was  administered.  In  February 
of  1956,  the  patient  was  seen,  primarily 
because  of  herpes  ophthalmica,  but  it 
was  evident  that  she  was  also  in  a state 
of  advanced  myxedema.  The  cholesterol 
was  759  mg.  per  cent,  the  protein  bound 
iodine  0.8  micrograms  per  cent.  The 
patient  was  placed  on  U.S.P.  thyroid 
extract,  15  milligrams  twice  daily.  In 
two  weeks  the  cholesterol  was  550  mg. 
per  cent,  the  face  was  less  puffy,  and 
the  patient  more  comfortable.  The  pa- 
tient was  seen  in  April,  1956,  at  which 
time  she  had  no  clinical  signs  of  myx- 
edema. The  angina,  which  had  actual- 
ly been  absent  since  the  visit  in  Septem- 
ber, 1955,  had  not  returned,  although 
thyroid  extract  was  continued  in  the 
same  dosage.  She  was  greatly  improved 
by  the  use  of  I131. 

Case  III  — Mrs.  H.W.,  age  75,  had  ar- 
teriosclerotic-hypertensive heart  dis- 
ease, with  auricular  fibrillation.  Exer- 
tional angina  was  first  apparent  in 
1952.  By  December  of  1953,  there  were 
episodes  of  angina  at  rest,  associated 
with  rapid  fibrillation.  During  1954, 
the  patient  suffered  frequent  attacks  of 
severe  nocturnal  angina.  Although  she 
was  practically  bed  ridden,  the  patient 
refused  hospitalization,  except  on  rare 
occasions.  In  January,  1955,  she  was 
hospitalized  because  of  pulmonary  em- 
boli. In  February,  1955,  the  patient  was 
sent  for  I131  therapy.  The  I131  uptake 
was  33.2  per  cent  in  24  hours,  and  a 
treatment  dose  of  10  millicuries  was 
given  by  the  radiologist.  In  March, 
there  was  hospitalization  for  angina  and 
cholecystitis ; however,  within  eight 
weeks  from  the  time  of  I131  therapy,  the 
number  of  severe  anginal  attacks  had 
been  lessened.  In  three  or  four  months, 
she  was  out  of  bed  most  of  the  day,  and 
was  beginning  to  take  short  walks  out 
of  doors,  without  angina.  In  Septem- 
ber, 1955,  angina  had  begun  to  recur, 
and  the  patient  was  given  8 millicuries 
I131.  Mild  thyroiditis  occurred  for  sev- 
eral days  afterward.  In  December, 
1955,  an  additional  9.9  millicuries  of 
I131  were  given.  Since  that  time,  im- 
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provement  again  has  been  marked. 
With  the  exception  of  several  routine 
office  visits,  no  medical  attention  has 
been  required  by  the  patient  in  the  past 
ten  months. 

Case  IV  — Mrs.  I.G.,  a 58-year-old 
nurse,  began  to  experience  anginal  pain 
on  slight  exertion  in  February,  1955. 
This  was  felt  to  be  a preocclusive  type 
of  angina,  and  the  patient  was  hospital- 
ized for  anticoagulant  therapy.  Angina 
at  rest  was  noticed  in  the  hospital,  but 
gradually  subsided.  At  the  end  of  one 
month  the  patient  was  out  of  bed  most 
of  the  day,  with  only  occasional  mild 
chest  or  arm  distress.  She  was  dis- 
charged from  the  hospital  on  anticoagu- 
lant therapy.  Her  tolerance  for  activ- 
ity improved  somewhat  at  home.  In 
July,  1955,  however,  the  patient  had  a 
recurrence  of  rather  marked  chest  pain, 
and  was  hospitalized  for  coronary  insuf- 
ficency.  Angina  continued  at  rest.  On 
July  31,  1955,  it  was  felt  that  some- 
thing further  was  needed,  and  the 
patient  was  sent  for  I131  studies.  The 
I131  uptake  was  47.8  per  cent,  and  a 10 
millicurie  dose  was  administered.  In 
September,  1955,  a second  dose  in  the 
amount  of  5 millicuries  was  given.  Mild 
thyroiditis  was  experienced  for  three 
days  after  this  dose.  Three  weeks  after 
this,  the  patient  left  the  hospital,  still  on 
anticoagulants.  Anginal  pain  became 
less  frequent  at  home,  until  January  of 
1956,  when  the  pain  seemed  to  gain  mo- 
mentum again.  More  I131  was  given  at 
this  time,  bringing  the  total  to  23.5  mil- 
licuries. Improvement  was  noted  with- 
in a short  time,  and  the  patient  became 
active  again.  In  February,  the  choles- 
terol was  457  mg.  per  cent  as  compared 
to  the  original  157  mg.  per  cent.  In 
April  the  I131  uptake  was  13.2  per  cent, 
and  the  patient  was,  clinically,  in  a state 
of  mild  myxedema.  Angina  has  been 
absent  since  February,  1956,  and  the  pa- 
tient is  at  present  vacationing  on  the 
east  coast.  No  thyroid  medication  has 
been  given. 

Case  V — Mr.  B.,  age  72,  gave  a his- 
tory of  angina  over  a six-year  period. 
In  March,  1955,  he  stated  that  angina 
was  occurring  on  exertion,  after  meals, 
and  occasionally  at  night.  The  sever- 
ity and  frequency  of  pain,  however,  had 
increased  only  gradually  through  the 


years.  Actually,  the  most  urgent  prob- 
lem at  the  time  of  examination  was 
that  of  marked  congestive  heart  failure, 
which  was  complicated  by  prostatic  ob- 
struction. The  patient’s  congestive  fail- 
ure responded  well  to  medical  and  uro- 
logical measures,  but  the  angina  con- 
tinued. Radioactive  iodine  was  admin- 
istered in  the  amount  of  4.6  millicuries 
on  October  19,  1955.  By  December, 
1955,  there  was  considerable  relief  from 
pain.  Some  of  the  distress  returned, 
however,  in  January,  1956.  In  the  early 
part  of  February,  the  patient  was  seen 
for  a rather  severe  urinary  tract  infec- 
tion and  he  complained  at  the  time  of 
almost  hourly  anginal  pain.  Early  the 
following  morning  he  died  suddenly  of 
coronary  thrombosis.  It  was  felt  he 
gained  some  relief  from  angina  by  the 
use  of  I131. 

Case  VI  — Mr.  F.K.,  age  65,  com- 
plained in  March,  1954,  of  increasing 
exertional  dyspnea.  Examination  dis- 
closed signs  of  moderate  congestive 
heart  failure.  The  patient  responded  for 
a time  to  the  usual  medical  measures, 
but  within  a few  months  the  previous 
signs  and  symptoms  began  to  recur. 
Periodic  injections  of  diuretics  became 
necessary.  A few  episodes  suggesting 
anginal  pain  occurred.  In  November, 
1955,  it  was  decided  that  the  patient 
should  have  radioactive  iodine  therapy, 
because  he  was  chronically  uncomfort- 
able. At  that  time  he  was  given  2 milli- 
curies of  I131.  The  objective  signs  of 
congestive  failure  have  not  been  great 
since  that  time,  and  his  subjective  symp- 
toms have  improved  slightly.  Further 
treatment  with  radioactive  iodine  will 
probably  be  employed. 

Case  VII  — Mr.  W.T.,  age  51,  gave  a 
history  of  angina  pectoris  dating  back 
to  March,  1953.  It  was  rapidly  progres- 
sive so  that,  in  August  of  that  year,  he 
had  a myocardial  infarction.  Angina 
continued  with  about  equal  severity  aft- 
er this,  so  that  pain  was  produced  by  a 
very  small  amount  of  exertion,  and  it 
awakened  him  two  or  three  times  at 
night.  He  was  taking  many  nitrogly- 
cerin tablets,  and  was  hardly  able  to 
work.  In  August,  1955,  the  patient  had 
another  myocardial  infarction.  In  Oc- 
tober, 1955,  the  patient  was  given  an 
intial  dose  of  6 millicuries  of  I131.  His 
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I131  uptake  at  that  time  was  28.9  per 
cent.  By  November,  there  was  less  an- 
gina. In  fact,  nitroglycerin  intake  had 
been  cut  to  one-third  of  the  previous 
amount.  In  December  the  patient  stat- 
ed that  there  was  still  less  angina  dur- 
ing the  day,  and  no  night  pain,  although 
his  activity  had  been  greatly  increased. 
In  April,  1956,  after  a period  of  com- 
plete freedom  from  distress,  the  patient 
reported  that  he  had  noticed  the  re- 
appearance of  very  mild  chest  pain  on 
exertion  over  the  previous  three  weeks. 
He  was  sent  for  further  radioactive 
iodine  therapy,  and  received  3 milli- 
curies.  The  patient  has  again  obtained 
relief. 

Case  VIII  — Mr.  H.B.,  age  74,  was 
first  seen  in  April,  1953.  At  that  time, 
he  was  in  marked  congestive  heart  fail- 
ure. There  was  a history  of  coronary 
thrombosis  on  two  occasions  in  the  pre- 
ceding year.  The  patient  responded 
quite  well  to  a medical  regimen.  In  Feb- 
ruary, 1954,  he  was  hospitalized  with  a 
mild  increase  in  congestive  failure.  The 
heart  was  fibrillating  slowly.  There 
was  infrequent  angina.  As  had  previ- 
ously been  the  case,  the  patient  respond- 
ed to  medical  treatment,  but  chest 
films  showed  persistent  cardiac  enlarge- 
ment and  pulmonary  congestion.  In 
early  December,  1955,  hospitalization 
was  required  for  more  pronounced  con- 
gestive failure.  The  heart  showed  gal- 
lop rhythm.  At  this  time  the  radiolo- 
gist determined  the  radioactive  iodine 
uptake  and  the  patient  was  given  10 
millicuries  of  I131.  In  the  latter  part  of 
December,  1955,  the  patient  still  had 
nocturnal  dyspnea,  but  in  January,  1956, 
he  felt  well.  In  January,  the  original 
I131  uptake  had  already  been  reduced  by 
14  per  cent,  hence,  no  further  therapy 
was  given.  In  early  February  the  pa- 
tient returned  with  rapidly  progressive 
congestive  failure,  and  he  expired  on 
February  14,  1956.  It  was  not  felt  that 
radiation  therapy  was  detrimental  to 
this  patient. 

SUMMARY 

It  may  be  noted  that,  prior  to  treatment 
with  radioactive  iodine,  all  of  these  cases  had 
certain  common  characteristics.  All  of  the 
patients  had  reached  certain  plateaus  in 
their  illnesses;  had  been  greatly  disabled; 


and  had  failed  to  obtain  comfortable  exist- 
ence on  the  usual  medical  therapy.  As  might 
be  expected,  after  a review  of  the  literature, 
those  cases  with  angina  alone  received  the 
most  benefit  from  I131.  Those  cases  with  con- 
gestive failure,  or  congestive  failure  plus  an- 
gina showed  less  dramatic  results.  The  re- 
sponse to  radioactive  iodine  in  those  eight 
cases,  hovrever,  has  been  sufficiently  prom- 
ising to  warrant  consideration  of  its  use  in 
similar  situations. 
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Current  Comment 

Timken  Roller  Bearing  Company  Provides 
Free  Transfusions — 

The  Timken  Roller  Bearing  Company 
started  a blood  bank  in  1948,  under  the  di- 
rection of  the  plant  physician,  Dr.  E.  M.  Fei- 
man.  Ninety-five  per  cent  of  the  8,712  em- 
ployees are  members.  No  fees  are  charged, 
but  each  member  must  contribute  a pint  of 
blood  when  called  upon.  At  present,  this  will 
be  about  once  in  each  fifteen  years. 

The  blood  is  used  for  the  employees,  their 
wives  and  children.  Out  of  1,412  transfu- 
sions given  thus  far,  189  went  to  wives,  142 
to  children,  and  566  to  employees.  Records 
of  multiple  transfusions  show  as  many  as 
14  to  one  individiual,  12  to  another,  and  10 
to  a third. 
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A Simple  Method  of  Pelvimetry* 


Doctor  Hardy  gives  the  reader  a condensed  ver- 
sion of  a method  of  radiographic  pelvimetry.  This 
method  was  originally  described  by  Doctor  Wm. 
Snow,  in  1942.  Doctor  Hardy  refers  repeatedly 
to  the  original  publication. 

EDITOR 

Radiographic  visualization  of 

the  pelvic  architecture  for 
measurement  of  the  bony  birth 
canal  has  become  a valuable  aid  to  the  ob- 
stetrician. 

In  addition  to  pelvimetry,  other  very  im- 
portant details  may  be  observed.  Size  and 
position  of  the  fetus  may  be  readily  deter- 
mined. Abnormalities  of  the  fetal  skeleton, 
such  as  acephaly  and  hydrocephalus,  are  re- 
vealed. Multiple  pregnancy,  often  difficult 
to  predict  by  manual  examination,  is  easily 
determined.  We  are  often  called  upon  to 
radiograph  patients  with  apparent  enlarge- 
ment of  the  uterus  but  with  doubtful  clinical 
signs  of  pregnancy.  Frequently,  a definite 
diagnosis  can  be  made  as  early  as  three  and 
one-half  months  gestation.  Absence  of  fetal 
shadows,  however,  at  that  early  period  does 
not  rule  out  pregnancy.  Fetal  death  will 
soon  cause  collapse  of  the  fetal  skull  and  thus 
can  be  detected  on  the  radiographic  film. 

Many  methods  of  measurement  have  been 
tried  and  developed.  Most  of  them  require 
special  apparatus  and  techniques.  In  1942,  a 
book,  Clinical  Roentgenology  of  Pregnancy, 
was  published  by  Dr.  Wm.  Snow.  The  book 
outlines  many  of  the  methods  of  pelvimetry 
used  at  that  time  and,  more  important  to  us, 
the  author’s  method  which  was  proven  to  be 
very  accurate.  The  measurements  deter- 
mined were  linear  diameters  and  were  the 
same  as  those  made  by  direct  examinations 
used  by  obstetricians  for  many  years.  Thus, 
a double  check  of  direct  and  radiographic 
pelvimetry  becomes  practical.  Measurements 
used  are  as  follows: 

Pelvic  inlet 

1.  True  conjugate  or  anterio-poster- 
ior  diameter. 

2.  Widest  transverse  diameter. 
Midpelvis 

1.  Midsagittal  or  anterio  - posterior 
of  mid-sacrum  to  the  pubis. 

*Read  before  Omaha  Mid- West  Clinical  Society,  October,  1955. 
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2.  Interspinous : transversely  be- 

tween the  ischial  spines. 

Pelvic  outlet 

1.  Posterior  sagittal:  antero-poster- 
ior,  lower  sacrum  to  center  of  in- 
tertuberosity diameter. 

2.  Intertuberosity. 

Measurement  of  the  fetal  skull  may  also 
be  estimated  and  will  be  outlined  later. 

At  the  time  of  publication  of  Dr.  Snow’s 
book  a slide  rule  for  computation  of  actual 
diameters,  from  measurements  made  direct- 
ly from  the  films,  was  devised  by  Dr.  Snow 
in  collaboration  with  Dr.  Frederic  Lewis.  By 
use  of  this  rule  the  actual  diameters  were 
quickly  determined  without  mathematical 
computations.  However,  it  was  still  neces- 
sary to  determine  the  correction  factors  in 
each  examination.  This  is  a fairly  simple 
procedure,  but  to  those  who  used  it  only  oc- 
casionally it  was  somewhat  confusing  and 
led  to  frequent  errors.  I will  not  go  into 
details  of  this  method  as  we  now  use  a sim- 
plified modification.  A few  years  ago  Dr. 
Snow  devised  this  improved  technique  and 
a new  measuring  instrument  which  is  a sort 
of  modified  slide  rule  with  pointers  which 
can  be  adjusted  to  measure  directly  on  the 
radiographic  film.  In  his  description  of  the 
new  method,  Dr.  Snow  states,  “in  actual 
practice  the  theories  involved  need  not  be 
known.” 

First  requirements,  of  course,  are  films  of 
good  detail,  showing  the  important  land- 
marks. For  actual  measurement  the  follow- 
ing films  are  necessary: 

1.  Anteroposterior  view  of  the  pel- 
vis. The  patient  lies  supine  and  the 
vertical  central  beam  is  centered  at  the 
inferior  rim  of  the  pubis.  (The  target 
to  film  distance  must  always  be  the  same 
as  indicated  on  the  Snow  Obstetrical 
Calculator). 

2.  Lateral  view  of  the  pelvis.  Posi- 
tion the  patient  accurately  so  the  ver- 
tical central  beam  passes  through  both 
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acetabula.  On  the  film  the  acetabula 
should  be  superimposed. 

On  the  lateral  view,  mark  the  anterior 
superior  point  of  the  sacral  promontory  and 
the  posterior  border  of  the  pubis.  The  distal 
tip  of  the  sacrum  is  marked  for  one  point 
of  the  posterior  sagittal.  The  other  point  is 
more  difficult  and  is  determined  as  follows: 
Draw  a line  along  the  lower  margins  of  the 
right  and  left  obturator  foramena  and 
mark  points  where  the  lines  cross  the  pos- 
terior edges  of  the  tuberosities.  The  mid- 
point between  these  points  is  used  for  the 
anterior  landmark.  This  is  the  least  accur- 
ate measurement  and,  fortunately,  of  least 
importance,  because  there  is  considerable 
flexibility  of  the  distal  end  of  the  sacrum. 

With  these  points  marked,  we  are  ready 
to  measure  directly  from  the  film.  Place  the 
stationary  point  of  the  calculator  on  one 
landmark  and  move  the  movable  point  to  the 
other  mark  of  this  diameter.  On  the  left 
end  of  the  scale  are  figures  representing  the 
correction  factors.  Dr.  Snow  has  checked 
over  15,000  X-ray  examinations  and  has 
found  that  correction  factors,  as  given  in  the 
following  table,  may  be  used  with  reasonable 
accuracy  without  analysis  of  each  case. 

1.  On  the  lateral  view  all  measure- 
ments are  in  the  same  plane  and 
the  same  correction  factor  is  ap- 
plied. 

a.  Small  pelvis — 13 

b.  Medium  pelvis — 14 

c.  Large  pelvis — 15 

These  are  used  to  determine : 

a.  True  conjugate 

b.  Midsagittal 

c.  Posterior  sagittal 

2.  On  the  AP  view  we  use  two  sets  of 
correction  factors : 

a.  Transverse  diameter  of  the  inlet 

1.  Small  pelvis — 8 

2.  Medium  pelvis — 9 

3.  Large  pelvis — 10 

b.  Transverse  diameter  between 

ischial  spines  and  between  tuber- 
osities : 

1.  Small  pelvis — 5 

2.  Medium  pelvis — 6 

3.  Large  pelvis — 7 


After  turning  the  cylinder  of  the  calcu- 
lator to  the  correction  factor,  read  the  cor- 
rected actual  diameter  directly  from  the  scale 
which  is  in  view  below  the  adjustable  point- 
er. Thus  you  may  proceed  to  measure  each 
diameter  from  the  landmarks  on  the  films. 

As  a guide  to  average  measurements,  the 
following  table  is  outlined : 

1.  Pelvic  inlet 

a.  True  conjugate — 10.5  to  11.5  cm. 

b.  Transverse — 11.5  to  12.5  cm. 

2.  Midpelvis 

a.  Midsagittal — 11.0  to  12.0  cm. 

b.  Interspinous — 10.0  to  11.0  cm. 

3.  Outlet 

a.  Posterior  sagittal — 7.0  to  8.0  cm. 

b.  Intertuberosity — 9.5  to  10.5  cm. 

Measurements  below  the  above  figures 
would  indicate  difficult  labor  and  particu- 
larly so  if  both  diameters  in  the  same  plane 
are  small.  Distortion  of  the  pelvis  may  also 
cause  difficulty.  The  sacrum  should  form  a 
concave  outline  on  the  lateral  view.  In 
event  of  a straight  sacral  contour  and  some- 
times even  a reversal  of  curvature,  the  possi- 
bility of  difficult  labor  must  be  predicted  un- 
less measurements  are  in  the  high-normal 
range. 

The  diameters  of  the  fetal  skull  may  also 
be  measured  with  fairly  accurate  results, 
and  from  an  average  of  these  the  perimeter 
at  the  occipitofrontal  level  may  be  read  from 
a table  which  is  included  in  the  instruction 
manual.  Best  results  are  obtained  when  the 
fetus  is  in  vertex  presentation,  and  the  fetal 
head  in  a fairly  fixed  position,  as  with  at 
least  partial  engagement.  In  breech  and 
lateral  positions  the  fetal  head  moves,  and,  as 
a result,  the  measurements  are  not  depend- 
able. 

In  this  brief  paper  I have  attempted  to 
present  a simple  procedure  for  performing 
pelvimetry  and  have  purposely  omitted  the 
theories  and  mathematical  computations. 
Full  details  of  these  may  be  obtained  from 
Dr.  Snow’s  book,  Clinical  Roentgenology  of 
Pregnancy . Most  of  my  material  has  been 
obtained  from  this  book  and  from  the  manual 
which  is  furnished  with  “The  Snow  Obstet- 
rical Calculator.” 


134 


Nebraska  S.  M.  J. 


Neurologic  Briefs: 


Alcoholism:  Its  Syndromes,  Complications 
and  Sequelae 

JOHN  A.  AIT  A,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska 


1.  Acute  brain-syndrome  (delirium  tre- 
mens). 

2.  Convulsions. 

3.  Toxic  hepatitis;  chronic  cirrhosis  and 
sequelae. 

4.  Pathologic  intoxication  (unusual  and 
pathologic  response  to  even  small 
amounts  of  liquor). 

5.  Addiction,  toxicity  or  withdrawal  re- 
actions with  use  of  other  drugs  (espe- 
cially barbiturates;  at  times  narcotics, 
bromides,  amphetamines,  paraldehyde 
and  chloral  hydrate). 

6.  Antabuse  reactions  and  toxicity. 

7.  Malnutrition  and  metabolic  disturb- 
ances; avitaminosis,  dehydration,  acid- 
osis, starvation,  obesity,  gout. 

8.  Gastro-intestinal  disturbances;  esopha- 
gitis, gastritis,  colitis,  hyperemesis. 

9.  Exposure  and  neglect;  sunstroke,  heat 
exhaustion,  freezing,  drowning,  pneu- 
monia; robbery,  coercion,  undue  influ- 
ence. 

10.  Trauma;  craniocerebral  injury,  sub- 
dural hematoma,  splenic  or  renal  rup- 
ture, lung  puncture. 

11.  Acute  alcoholic  stupor  (lethal  anes- 
thetization). 

12.  Polyneuritis  (with  avitaminosis). 

13.  Alcoholic  encephalopathy  (Wernicke). 

14.  Korsakoff’s  psychosis. 

15.  Other  personality  disorders: 

Inadequate  personality 
Cyclothymic  personality 
Paranoid  personality 
Compulsive  personality 
Emotionally  unstable  personality 
Sociopathic  personality 


Psychoneuroses  (with  features  of 
anxiety,  tension,  reactive  depres- 
sion and  at  times  rebellious  “act- 
ing out”). 

Manic-depressive  psychosis 
Involutional  melancholia 
Paranoid  psychosis 
Occasionally  schizophrenic  psychosis 
(“Hallucinosis”) 

Chronic  brain-syndrome  associated 
with  cerebral  infarctions  or  sen- 
ility 

16.  Suicide. 

17.  “Deterioration”  and  dilapidation.  This 
is  usually  not  the  result  of  alcohol  per 
se,  but  the  end  result  of  basic  person- 
ality difficulties  (see  No.  15  above), 
plus  aging,  plus  viccissitudes  of  an  al- 
coholic existence,  plus  many  of  the 
other  complications  here  described 
which  lead  the  individual  to  a “bum’s 
existence”  or  to  “skid  row.” 

18.  Acute  and  chronic  hallucinosis. 

19.  Intoxication  with  accidentally  ingest- 
ed toxic  materials,  e.g.  methyl  alcohol, 
cleaner  fluid  (C  Cl4). 

20.  Intoxication  from  other  drugs  mali- 
ciously administered  (often  sedatives, 
for  purposes  of  robbing  the  individual). 

21.  Aspiration  into  bronchial  tree  while  in 
toxic  stupor. 

22.  Chronic  cerebellar  atrophy  and  pseudo- 
tabes. 

23.  Chronic  brain  - syndrome  (dementia), 
due  to  Marchiafava’s  syndrome  (wine 
drinker’s  disease),  or  extreme  and 
chronic  vitamin  B deprivation  (cere- 
bral complications  of  pellagra  and  beri- 
beri). 

24.  Toxic  tremor  (of  intention). 

25.  Toxic  amblyopia  (retrobulbar  neuro- 
pathy due  to  Vitamin  B deficiency). 


March.  1957 


135 


Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
March  2,  Scottsbluff,  St.  Mary  Hospital 
March  16,  Broken  Bow,  Elks  Club 
March  30,  Ainsworth,  Elementary  Grade 
School 

April  13,  McCook,  St.  Catherine  Hospital 
April  27,  Wayne,  Student  Union  Building 

ANNUAL  SESSION  NEBRASKA  STATE 
MEDICAL— May  13-16,  1957,  Hotel  Pax- 
ton, Omaha. 

SECTIONAL  MEETING  OF  THE  AMERI- 
CAN COLLEGE  OF  SURGEONS— April 
8-10,  1957,  St.  Paul,  Minnesota. 

CANCER  DETECTION  COURSE— Colum- 
bus, April  10,  1957;  Hastings,  April  11, 
1957 ; York,  April  12,  1957.  Sponsored  by 
the  Cancer  Committee  of  the  Nebraska 
State  Medical  Asociation  and  the  Nebras- 
ka Division  of  the  American  Cancer  So- 
ciety. 

SIXTH  ANNUAL  SENIOR  MEDICAL 
DAY  PROGRAM— March  14,  1957,  Hotel 
Paxton,  Omaha. 


“Your  Doctor  and  You” — 

This  series  of  live  telecasts,  present- 
ed by  the  Omaha  Douglas  County  Medi- 
cal Society  in  cooperation  with  Blue 
Cross-Blue  Shield,  is  highly  worth  your 
attention  and  that  of  your  people.  The 
remaining  programs  in  this  series  may 
be  heard  Sunday  afternoons  at  2 :00 
o’clock  on  Channel  3.  Listen  on 

March  3,  Special  Education 
March  10,  Deafness 
March  17,  Accidental  Poisonings 
March  24,  United  Community 
Services, 

March  31,  Death,  Destruction, 
and  Reconstruction 


Regional  Postgraduate  Courses 
Discontinued — 

The  Speakers  Bureau  of  the  Nebraska 
State  Medical  Association  voted  at  its  last 
meeting  to  discontinue  the  annual  postgradu- 
ate course  which  it  has  sponsored  for  the 


past  6 years.  This  action  was  taken  for  sev- 
eral reasons : 

1.  The  attendance  has  fallen  to  the  point 
where  it  seems  the  money  and  energy 
spent  to  put  on  a course  of  this  type 
is  no  longer  profitable. 

2.  Both  of  our  Nebraska  medical  schools 
are  giving  postgraduate  courses  at 
their  respective  schools. 

3.  Due  to  lack  of  finances,  it  has  been 
necessary  to  finance  the  courses  with 
funds  from  outside  medical  organiza- 
tions and  this  has  limited  our  choice 
of  subject  matter  to  a certain  extent. 

Your  Speakers  Bureau  feels  that  it  did 
fill  a definite  need  by  sponsoring  the  post- 
graduate courses  since  there  were  no  courses 
given  by  our  medical  schools  at  the  time  they 
were  started.  We  believe  that  these  uni- 
versity sponsored  courses  will  now  fill  the 
need  to  further  our  medical  education  and, 
in  addition,  the  Speakers  Bureau  does  not 
wish  to  be  in  competition  with  our  medical 
schools. 

Should  the  need  or  demand  for  this  type 
of  postgraduate  course  again  rise,  the  Speak- 
ers Bureau  will  be  happy  to  cooperate. 

Mr.  E.  J.  Faulkner  on  Blue  Cross- 
Blue  Shield — 

The  conference  on  hospital-physicians  re- 
lationship held  in  Chicago  at  the  meeting  of 
the  College  of  American  Pathologists  was 
recorded  and  published  in  The  Modern  Hos- 
pital (Nov.  1956).  In  his  discussion  of  “In- 
surance Programs  Consider  Payments,”  Mr. 
E.  J.  Faulkner,  Lincoln,  President  of  Wood- 
man’s Accident  and  Life  Insurance  Compa- 
ny, included  the  following  remarks  concern- 
ing the  future  sphere  of  usefulness  of  Blue 
Cross-Blue  Shield. 

“Of  course,  in  my  judgment,  there  is  a 
great  sphere  of  future  usefulness  for  Blue 
Cross  and  Blue  Shield.  There  is  a need  in 
this  whole  voluntary  insurance  complex  for 
every  type  of  carrier,  under  whatever  name, 
until  every  last  insurable  American  has  good 
and  adequate  protection.”  And  somewhat 
later  in  his  talk,  the  following : 

“So  I would  say,  certainly,  Blue  Cross  and 
Blue  Shield  have  a great  job  to  do  in  the 
future,  as  in  the  past,  just  as  the  insurance 
companies  have  a tremendous  opportunity.” 
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The  Responsibilities  of  the  Medical  Profession 
in  the  Use  of  X-rays  and  Other 
Ionizing  Radiation — 

Statement  by  the  United  Nations 
Scientific  Committee  on  the 
Effects  of  Atomic  Radiation) 

I.  INTRODUCTION 

1.  The  United  Nations  General  Assembly, 
being  aware  of  the  problems  in  public  health 
that  are  created  by  the  developments  of 
atomic  energy,  established  a Scientific  Com- 
mittee on  the  Effects  of  Atomic  Radiation. 
This  Committee  has  considered  that  one  of 
its  most  urgent  tasks  was  to  collect  as  much 
information  as  possible  on  the  amount  of 
radiation  to  which  man  is  exposed  today,  and 
on  the  effects  of  this  radiation.  Since  it  has 
become  evident  that  radiation  due  to  diag- 
nostic radiology  and  to  radio-therapy  con- 
stitutes a substantial  proportion  of  the  total 
radiation  received  by  the  human  race,  the 
Committee  considers  it  desirable  to  draw  at- 
tention to  information  that  has  been  obtained 
on  this  subject. 

2.  Modern  medicine  has  contributed  to 
the  control  of  many  diseases  and  has  sub- 
stantially prolonged  the  span  of  human  life. 
These  results  have  depended  in  part  on  the 
use  of  radiation  in  the  detection,  diagnosis 
and  treatment  of  diseases.  There  are,  how- 
ever, few  examples  of  scientific  progress 
that  are  not  attended  by  some  disadvantages, 
however  slight.  It  is  desirable  therefore  to 
review  objectively  the  possible  present  or  fu- 
ture consequences  of  increased  irradiation 
of  populations  which  result  from  these  medi- 
cal applications  of  radiation. 

II.  GENERAL  SURVEY  OF  THE 
IRRADIATION  OF  HUMAN 
BEINGS 

3.  Man  has  always  been  exposed  to  some 
irradiation  from  natural  sources.  To  this 
has  now  been  added,  as  a result  of  modern 
discoveries  and  the  applications  of  ionizing 
radiation  and  radioactivity,  certain  forms 
of  artificial  irradiation. 

4.  Natural  irradiation  is  due  to : 

1.  Cosmic  radiation, 

2.  “Background”  gamma  radiation 
from  radioactive  substances  pres- 
ent locally  in  the  earth,  rock  or 
building  materials,  and  from  dis- 
integration products  of  radon  in 
air, 


3.  Radiations  emitted  from  natural 
radioelements  such  as  potassium  40, 
radium,  radon  and  carbon  14  which 
are  incorporated  in  the  body. 

5.  The  amount  of  this  natural  radiation 
varies  with  locality,  but  has  been  estimated 
as  usually  delivering  between  70  and  170 
mrems  per  year  to  the  gonads.  Of  this  total, 
the  major  contributions  are  of  about  45  per 
cent  from  local  gamma  radiations,  30  per 
cent  from  cosmic  rays  and  20  per  cent  from 
body  potassium  401. 

6.  Artificial  irradiation  is  derived  from : 

1.  The  contamination  of  the  environ- 
ment, the  atmosphere,  or  water  by 
radioactive  waste  from  atomic  in- 
dustries or  from  users  of  radio- 
elements ; 

2.  The  radioactive  fallout,  at  greater 
or  lesser  distances  from  the  source 
or  radioactivity  resulting  from  the 
explosion  of  nuclear  devices ; 

3.  The  occupational  exposure  of  cer- 
tain groups  of  workers : medical 
practitioners,  radiologists,  dentists, 
nurses,  atomic  energy  workers, 
uranium  or  thorium  miners,  and  the 
industrial  or  scientific  users  of  ra- 
diation generators  or  radioactive 
isotopes ; 

4.  The  medical  use  of  X rays,  other 
ionizing  radiations  and  radio- 
elements in  the  detection,  diagnosis, 
investigation  and  treatment  of  hu- 
man diseases; 

5.  The  use  of  certain  devices  which 
emit  radiation,  such  as  television  re- 
ceivers, watches  with  luminous 
dials,  and  the  X-ray  generators 
used  for  the  purpose  of  fitting 
shoes. 

7.  The  amount  of  artificial  radiation 
must  vary  considerably  in  different  coun- 
tries and  we  have  inadequate  information 
as  to  the  over-all  significance  of  these  fac- 
tors. In  certain  countries  where  estimates 
have  been  made,  it  appears  that  the  greatest 
gonad  irradiation  of  the  population  is  due  to 
diagnostic  radiological  procedures,  the 
amount  from  this  source  about  equalling  that 
from  all  natural  sources  in  certain  instances. 
The  total  present  contribution  from  occupa- 
tional exposure,  from  the  products  of  atomic 
industries  from  radiotherapy  and  from  the 
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radiating  devices  mentioned  above  (para- 
graph 6,  sub-paragraph  5)  is  likely  to  be 
very  considerably  smaller.  That  from  radio- 
active fallout  to  the  gonads  appears  at  pres- 
ent to  be  in  the  region  of  1 per  cent  of  the 
natural  gonad  irradiation  in  most  areas2. 

8.  Both  the  magnitude  and  the  signif- 
icance of  these  various  sources  are  under  re- 
view by  the  Committee.  Since  medical  ir- 
radiation accounts  for  a substantial  if  not 
the  major  proportion  of  all  artificial  expo- 
sure, it  is  important  that  its  magnitude 
should  be  known  accurately  for  different 
countries  and  circumstances.  The  possibil- 
ity of  making  such  an  assessment  depends 
upon  the  help  of  the  medical  profession,  and 
particularly  on  the  adequacy  and  availability 
of  records  kept  by  doctors,  dentists  and  or- 
ganizations responsible  for  the  use  of  ioniz- 
ing radiation. 

III.  RADIATION  HAZARDS 

9.  The  medical  use  of  radiation  is  clearly 
of  the  utmost  value  in  the  prevention,  diag- 
nosis, investigation  and  treatment  of  human 
disease,  but  the  possible  effects  of  this  ir- 
radiation of  individuals  require  examina- 
tion. 

10.  Generally  speaking,  the  irradiation  of 
living  beings  may  produce  radiobiological  ef- 
fects either  on  the  irradiated  individual  him- 
self or,  through  him,  on  his  descendants ; the 
former  being  termed  somatic  and  the  latter 
genetic  effects.  Somatic  effects  vary  ac- 
cording to  the  different  organs  or  tissues  af- 
fected, and  range  from  slight  and  reversible 
disturbances  such  as  cutaneous  erythema  to 
the  induction  of  leukemia  or  of  other  mal- 
ignant diseases.  The  possible  reversibility 
of  the  somatic  effects  of  radiation  received 
in  small  doses  or  at  low  dose  rates  encour- 
ages the  belief  that  there  are  permissible 
doses  of  radiation  which  will  not  cause  com- 
pletely irreversible  or  significant  somatic 
damage.  The  threshold  for  occasional  so- 
matic damage  may,  however,  prove  to  be 
low.  In  the  case  of  genetic  effects,  on  the 
other  hand,  there  may  be  no  threshold.  These 
effcts  increase  with  a frequency  correspond- 
ing to  the  total  amount  of  radiation  received 
by  the  germinal  tissues,  and  in  the  great 
majority  of  cases,  are  adverse. 

11.  Many  other  factors  complicate  the  in- 
terpretation of  radiobiological  effects.  The 
differences  between  whole  and  partial  body 
radiation,  between  a single  exposure  and  con- 


tinuous irradiation,  or  between  the  effects 
of  different  types  of  radiation  are  still  im- 
perfectly understood.  Biological  differences 
in  the  radio  sensitivity  of  various  tissues,  or 
of  the  tissues  of  people  of  different  age  or 
sex,  obviously  influence  the  nature  of  radia- 
tion hazards.  It  is  clear,  however,  that  any 
radiation  of  gonads,  and  any  substantial  ir- 
radiation of  other  tissues,  involve  a chance 
of  significant  damage  which  requires  assess- 
ment. 

IV.  GENERAL  RECOMMENDATIONS 
REGARDING  THE  MEDICAL  AND 
OCCUPATIONAL  IRRADIATION 
OF  HUMAN  BEINGS 

12.  The  Radiological  Profession,  through 
the  International  Commission  on  Radiolog- 
ical Protection3,  has  undertaken  a valuable 
and  responsible  duty  in  defining  maximum 
permissible  limits  of  exposure  for  the  main 
radiation  hazards. 

13.  The  establishment  of  these  maximum 
permissible  levels  for  those  who  are  occupa- 
tionally exposed  to  radiation  depends  on  the 
view  that  there  are  doses  which,  in  the  light 
of  our  present  knowledge,  do  not  cause  de- 
tectable somatic  injury  in  the  individual  ir- 
radiated; and  on  the  consideration  that  the 
number  of  individuals  concerned  is  small 
enough  for  the  genetic  effects  on  the  whole 
population  to  be  negligible.  For  the  gonads, 
or  for  irradiation  of  the  whole  body,  the 
levels  are  such  as  to  exclude  doses  greater 
than  0.3  rem  in  any  week  or  3.0  rem  in  any 
13  weeks,  or  a sustained  irradiation  rate 
greater  than  5 rem  per  year.  These  values 
imply  that  no  total  dose  of  over  50  rem  will 
have  been  received  by  the  gonads  by  the  age 
of  30,  or  of  over  200  rem  by  the  whole  body 
by  the  age  of  60,  in  any  occupationally  ex- 
posed person4. 

As  regards  irradiation  of  the  whole  popu- 
lation, it  is  considered  prudent  to  limit  the 
average  dose  to  germinal  tissues  from  artifi- 
cial sources  to  the  order  of  magnitude  of 
that  received  from  all  natural  sources. 

14.  In  considering  the  extent  to  which 
the  population  is  irradiated  for  medical  pur- 
poses, it  is  essentially  the  genetic  hazard 
which  is  involved  although  it  seems  possible 
that  in  certain  circumstances  somatic  injury 
may  occur  occasionally  after  low  doses  of  ra- 
diation arise.  Otherwise,  the  relevant  dose 
is  that  indicating  the  mean  gonad  irradia- 
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tion  among  the  population  as  a whole  up  to 
the  end  of  the  average  reproductive  period. 

15.  The  extent  of  such  genetic  irradia- 
tion from  diagnostic  procedures  has  been 
found  to  be  equal  to  at  least  100  per  cent  of 
all  natural  radiation  in  two  countries5,  and 
that  from  a third  equalled  at  least  22  per 
cent  of  this  figure6.  Even  before  obtaining 
more  exact  values  for  these  and  other  coun- 
tries, it  is  clear  that  the  exposure  can  be  sub- 
stantial in  countries  with  extensive  medical 
facilities,  and  that  it  is  essential  to  consider 
any  ways  in  which  this  exposure  could  be 
reduced  without  detriment  to  the  existing  or 
developing  value  of  medical  radiology. 

16.  The  Committee  is  therefore  anxious 
to  obtain  the  help  of  radiologists  in  suggest- 
ing through  appropriate  governmental  chan- 
nels any  methods  by  which  this  total  expo- 
sure could  be  reduced  and  in  estimating  the 
amount  of  reduction  that  might  be  expected 
from  any  such  methods.  In  particular  it 
would  be  valuable  to  know  how  much  the  ra- 
diation to  the  gonads  could  be  reduced. 

a.  by  improved  design  or  shielding  of 
equipment, 

b.  by  fuller  training  of  any  individuals 
using  radiographic  or  fluoroscopic 
equipment, 

c.  by  any  local  shielding  of  the  gonads 
that  is  practicable,  especially  during 
abdominal  or  pelvic  examination, 

d.  by  the  use  of  techniques  involving 
radiography  rather  than  fluoroscopy 
when  full  information  can  be  obtained 
by  this  means, 

e.  by  improvement  of  administrative  ar- 
rangements designed  to  obviate  un- 
necessary repetition  of  identical  exam- 
inations of  the  same  subject, 

f.  by  a general  study  of  certain  medical 
conditions  such  as  that  of  peptic  ul- 
cers, to  identify  the  circumstances  in 
which  the  establishment  of  a radio- 
logical diagnosis  has  or  has  not  a def- 
inite influence  upon  the  treatment  or 
prognosis  given. 

VI.  SUMMARY 

1.  The  Scientific  Committee  on  the  Ef- 
fects of  Atomic  Radiation  established  by  the 
United  Nations  General  Assembly  accepts 
the  view  that  the  irradiation  of  human  be- 
ings, and  especially  of  their  germinal  tissue, 
has  certain  undesirable  effects. 


2.  Information  received  so  far  indicates 
that,  in  certain  countries  (Sweden,  United 
Kingdom,  United  States  of  America),  by  far 
the  most  important  artificial  source  of  such 
irradiation  is  the  use  of  radiological  methods 
of  diagnosis  and  that  this  may  be  equal  in 
importance  to  radiation  from  all  natural 
sources.  It  is  possible  that  such  radiation 
may  be  having  a significant  genetic  effect  on 
the  population  as  a whole. 

3.  The  Committee  is  fully  aware  of  the 
importance  and  value  of  the  medical  use  of 
radiations  but  wishes  to  draw  the  attention 
of  the  medical  profession  to  these  facts  and 
to  the  need  for  a more  accurate  estimate  of 
the  amount  of  exposure  from  this  source. 
The  help  of  the  medical  profession  would  be 
most  valuable  to  make  it  possible  to  obtain 
fuller  information  on  this  subject. 

4.  The  Committee  would  be  particularly 
grateful  for  information  through  appropri- 
ate governmental  channels  on  ways  in  which 
the  medical  irradiation  of  the  population  can 
be  reduced  without  diminishing  the  true 
value  of  radiology  in  diagnosis  or  treatment. 

1.  From  reports  sent  by  India,  Sweden,  the  United  King- 
dom and  the  United  States  of  America. 

2.  According  to  the  reports  sent  by  the  United  Kingdom 
and  the  United  States  of  America. 

3.  See  the  report  of  the  International  Commission  on  Radi- 
ological Protection,  published  in  the  British  Journal  of 
Radiology,  Supplement  6,  of  December  1954,  in  the  Jour- 
nal Francais  d’electro-radiologie.  No.  10  of  October 
1955,  etc. 

4.  See  the  report  of  the  International  Commission  on  Radio- 
logical Protection,  published  in  the  British  Journal  of 
Radiology,  Supplement  6,  of  December  1954,  in  the  Jour- 
nal Francais  d’electro-radiologie.  No.  10,  of  October 
1955,  etc. 

5.  Sweden,  United  States  of  America. 

6.  United  Kingdom. 

If  You  Were  the  President  of  the  A.M.A. — 

Five  hundred  individual  physicians  were 
given  a chance  to  put  themselves  in  the 
shoes  of  the  president  of  the  A.M.A.  recently 
and  asked  to  suggest  the  changes  they  would 
make  in  the  Association. 

These  physicians,  questioned  in  a nation- 
wide survey  authorized  by  A.M.A.,  most 
often  call  for  closer  ties  with  the  individual 
physician  and  for  further  improvements  in 
public  relations. 

About  one  doctor  in  five  thinks  A.M.A. 
should  get  closer  to  individual  doctors,  per- 
haps pool  their  ideas  on  important  subjects 
to  get  a more  accurate  indication  of  their 
feelings.  A smaller  percentage  thinks  there 
should  be  a greater  representation  of  young 
doctors  within  the  Association. 
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Improved  public  relations  and  public  in- 
formation was  the  second  important  Associa- 
tional  change  suggested.  Concentration  up- 
on these  areas  was  called  for  by  14%  of  the 
doctors. 

Nine  per  cent  cite  social  security  or  pen- 
sions for  doctors.  One  out  of  twenty  re- 
quests liberalized  hospital  affilation  require- 
ments and  about  the  same  number  suggest 
higher  standards  for  practice.  About  five 
per  cent  say  improvements  ought  to  be  made 
in  the  Journal  of  the  A.M.A. 

Smaller  percentages  (3%)  say  opposition 
to  government  medicine  should  be  strength- 
ened by  the  Association  and  2%  call  for  elim- 
ination of  fee-splitting.  Increased  post-grad- 
uate training  is  also  suggested  by  2%. 

About  one  doctor  in  ten  says  he  thinks  the 
Association  needs  no  improvements  — that 
it’s  satisfactory  as  it  is. 

The  Month  in  Washington — 

With  Congress  now  well  along  in  its  ses- 
sion, the  list  of  health  and  medical  bills  to- 
tals several  hundred.  Some  are  minor — and 
few  persons  will  be  affected  regardless  of 
what  happens.  Others  just  don’t  make  much 
sense  — and  the  committees,  regardless  of 
politics,  can  be  trusted  to  let  these  measures 
die  a peaceful  death. 

But  there  are  scores  of  others — all  im- 
portant bills — that  have  some  chance  of  pas- 
sage, their  prospects  ranging  from  an  out- 
side possibility  to  a strong  probability.  At 
this  stage  they  can  be  regarded  as  the  raw 
material  out  of  which  will  come  the  studies, 
the  debates  and  the  arguments  in  the  months 
ahead. 

One  of  the  major  health-medical  issues  is 
federal  aid  to  medical,  dental  and  osteopathy 
schools.  On  this  the  administration  wants 
grants  for  construction  and  equipment  only; 
some  of  the  Democrats  want  to  include 
money  for  operating  expenses  as  well. 

In  number  of  bills  introduced,  the  general 
subject  of  problems  of  the  aging  probably 
tops  the  list.  And  that  is  no  surprise.  For 
several  years  welfare  workers,  housing  ex- 
perts and  recreational  leaders,  as  well  as 
physicians,  have  been  looking  for  ways  to 
help  the  retirement  age  population.  Recent- 
ly a special  center  was  set  up  within  the  In- 
stitutes of  Health  to  devote  its  time  exclu- 
sively to  the  aged.  Outside  government,  vol- 


untary groups  have  also  been  at  work  on 
the  same  subject. 

Now  the  ideas  developed  by  the  years  of 
discussion  are  coming  to  the  surface  in  the 
form  of  legislation.  Several  of  the  bills 
would  set  up  commissions,  appointed  either 
by  the  President  or  Congress.  Another  rec- 
ommends that  an  existing  House  Committee 
make  a study  of  the  aging,  similar  to  that 
suggested  for  the  various  commissions. 

The  commissions  and  committees  would 
have  one  thing  in  common : They  would  fur- 
ther study  and  investigate  in  a field  that 
many  persons  believe  already  has  been 
plowed  and  replowed  by  investigators. 

Several  lawmakers  want  to  get  going 
right  away.  They  would  set  up  within  the 
Department  of  Health,  Education,  and  Wel- 
fare a new  Bureau  of  Older  Persons,  which 
immediately  would  start  out  to  solve  some  of 
the  problems  through  grants,  demonstrations 
and  more  research. 

Most  controversial  of  the  “help  the  aged” 
bills  is  one  originally  proposed  by  the  then 
Social  Security  Administrator,  Oscar  Ewing, 
in  1951.  It  would  allow  60  days  a year  of 
government-paid  hospitalization  every  year 
for  persons  covered  by  OASI  after  they 
reach  age  65.  They  could  have  this  free 
service  whether  or  not  they  were  on  retire- 
ment. 

As  in  most  Congresses,  those  who  want  to 
get  the  veterans  more  benefits  and  those  who 
think  they  are  getting  too  much  already  are 
coming  to  grips  over  new  bills.  Important 
in  this  group  is  a measure  proposed  by  Chair- 
man Teague  (D.,  Texas)  of  the  House  Vet- 
erans Affairs  Committee  that  would  tighten 
up  procedures  under  which  veterans  with 
non-service-connected  conditions  receive  hos- 
pitalization. But  at  the  same  time  there  is 
pressure  from  other  quarters  for  a lengthen- 
ing of  the  “presumptive  periods”  for  vari- 
ous diseases.  Where  the  law  now  states  that 
a certain  disease  or  condition  will  be  consid- 
ered service-connected  if  diagnosed  within 
one  year  after  the  veteran’s  discharge,  these 
bills  would  make  the  period  two  or  three 
years. 

Many  other  bills  aimed  at  liberalizing  vet- 
erans’ benefits  in  various  ways  also  are 
awaiting  committee  action. 

Social  security  and  taxes  are  other  popu- 
lar fields  for  the  legislators.  As  expected, 
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several  bills  call  for  lowering  the  age  at 
which  a disabled  person  can  start  receiving 
his  social  security  pension,  now  set  at  50. 
Many  measures  would  change  the  income  tax 
laws  to  allow  more  credit  for  medical  ex- 
penses, and  one  proposes  allowing  the  tax- 
payer to  deduct  premiums  for  health  insur- 
ance from  his  income  tax  itself. 

Of  major  interest  to  physicians  and  most 
self-employed  is  the  Jenkins-Keogh  legisla- 
tion, which  would  allow  deferment  of  taxes 
on  a portion  of  income  put  into  retirement 
plans. 

Again,  a number  of  lawmakers  want  the 
federal  government  to  take  a more  active 
part  in  narcotics,  barbiturates  and  ampheta- 
mines and  treatment  of  addicts.  One  sug- 
gestion is  to  consider  any  shipment  of  bar- 
biturates or  amphetamines  as  a part  of  inter- 
state commerce,  on  the  theory  that  intra- 
state control  is  essential  to  interstate  control. 
This  and  other  bills  also  call  for  strict  rec- 
ord-keeping and  registration  (physicians  ex- 
cepted from  these  provisions). 

A plan  introduced  in  the  last  session  and 
offered  again  would  give  the  President  the 
right  to  assume  control  over  the  production, 
distribution  and  use  of  any  drugs  or  biologi- 
cals  “for  use  in  the  prevention  and  treatment 
of  disease.” 

Other  medical  bills  will  of  course  be  intro- 
duced as  the  session  moves  on;  those  dis- 
cussed here  already  are  assured  of  consider- 
able attention. 

News  and  Views 

From  the  Omaha  World-Herald — 

A Federal  grant  of  $1,849  has  been  made 
to  two  faculty  members  of  the  University 
of  Nebraska  College  of  Medicine. 

They  are  Drs.  Jackson  A.  Smith  and  Mi- 
chael J.  Carver.  The  grant  is  to  continue 
work  on  “Amino  Acid  Studies  in  Mongo- 
lism.” 

From  the  Omaha  World-Herald — 

The  number  of  complete  discharges  from 
Nebraska’s  three  mental  hospitals  rose  to 
141  per  cent  in  1956. 

There  were  651  last  year  compared  with 
270  in  1955,  Dr.  Cecil  Wittson  of  the  Ne- 
braska Psychiatric  Institute  reported. 


Reasons,  said  Dr.  Wittson,  were  better 
medical  care  based  on  more  doctors  and 
nurses.  The  state  hospitals  also  reversed  a 
trend  of  42  years  when  the  end  of  the  year 
showed  a drop  in  the  number  of  patients. 
There  were  4,554,  a reduction  of  4.9  per  cent 
in  18  months  instead  of  an  increase  as  had 
been  predicted. 

During  last  year  the  Nebraska  Psychiatric 
Institute  treated  968  patients  in  its  96-bed 
hospital.  Included  were  612  day  and  out- 
patients. 

Dr.  Wittson  said  the  institute  is  able  to 
treat  as  out-patients  many  persons  who 
would  be  treated  as  in-patients  at  other  hos- 
pitals or  institutions. 

The  institute,  he  added,  is  adequately 
staffed  while  the  three  state  hospitals  still 
must  add  personnel. 

From  the  Omaha  World-Herald — 

Three  Lincoln  physicians  have  established, 
through  the  University  of  Nebraska  Founda- 
tion, the  Dr.  H.  Winnett  Orr  Memorial  Fund 
to  commemorate  “the  exemplary  life  and 
public  service”  of  the  late  Dr.  Orr. 

In  announcing  the  fund,  Perry  W.  Branch, 
secretary-director  of  the  foundation,  said  the 
fund  will  provide  scholarships  for  freshman 
students  at  the  University  College  of  Medi- 
cine in  Omaha. 

The  donors  are  Drs.  Fritz  Teal,  Howard 
E.  Mitchell  and  Frank  P.  Stone. 


From  the  Lincoln  State- Journal — 

The  Nebraska  National  Guard  has  start- 
ed a program  with  the  goal  that  all  guard 
personnel  will  be  vaccinated  against  polio 
with  Salk  vaccine. 

State  Director,  Major  General  Guy  N. 
Henninger,  said  the  vaccine  is  being  admin- 
istered free  of  charge  to  those  guardsmen 
19  years  old  and  under.  Those  over  19  will 
get  their  shots  for  the  cost  of  the  vaccine. 

Henninger  said,  “We  are  urging  everyone 
to  avail  themselves  of  this  opportunity  be- 
cause we  believe  in  it,  and  we  feel  that  an 
organized  effort  will  accomplish  the  national 
program  more  effectively.” 

The  state  director  said  they  were  making 
“very  certain  to  clear  with  the  medical  so- 
ciety in  the  county  where  the  unit  is  locat- 
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ed.”  He  said  the  vaccine  is  to  be  admin- 
istered by  the  medical  officer  attached  to 
the  unit,  if  one  is  available,  otherwise  local 
physicians  will  help  give  the  shots. 

From  the  Omaha  World-Herald — 

Recent  statements  by  Governor  Anderson 
regarding  University  Hospital  have  been 
challenged.  Dr.  F.  Lowell  Dunn,  chairman 
of  the  building  committee  at  the  University 
of  Nebraska  College  of  Medicine,  said  some 
of  the  Governor’s  remarks  have  been  inac- 
curate. The  Governor  has  been  misinformed 
in  his  comparisons  of  the  teaching  situation 
at  Nebraska  and  the  Creighton  University 
School  of  Medicine,  Dr.  Dunn  said. 

In  his  Inaugural  Address  the  Governor 
recommended  transferring  100  thousand  dol- 
lars from  the  medical  building  fund  to  oper- 
ating University  Hospital.  Later,  speaking 
to  reporters,  he  implied  that  he  believes 
Creighton  graduates  75  doctors  a year  with- 
out hospital  beds  for  its  teaching  program. 

Nothing  could  be  further  from  actuality, 
declared  Dr.  Dunn.  Creighton,  in  fact,  out- 
strips Nebraska  in  the  number  of  beds  avail- 
able for  teaching.  Such  beds  are  divided  in- 
to two  categories — basic  beds  and  affiliate 
beds. 

Basic  beds,  which  are  required  by  the  med- 
ical schools  accreditation  committee,  must  be 
“controlled”  by  the  school.  Nebraska  “con- 
trols” the  166  beds  of  University  Hospital 
whereas  Creighton  “controls”  nearly  all  of 
the  six  hundred  beds  at  St.  Joseph’s  Hos- 
pital. Only  members  of  the  Creighton  med- 
ical faculty  may  be  members  of  the  active 
staff  at  the  hospital. 

Both  Creighton  and  Nebraska  have  ar- 
rangements with  other  hospitals  for  affiliate 
beds. 

Creighton  works  with  12  institutions  in 
Omaha,  Council  Bluffs  and  Lincoln,  totaling 
2,500  beds.  Nebraska  works  with  eight  in 
Omaha  and  Lincoln  totaling  1,500  beds. 

The  Governor  has  mentioned  the  possi- 
bility of  Nebraska’s  taking  over  beds  in 
County  Hospital. 

These  would  have  to  be  affiliate,  not  basic 
beds,  Dr.  Dunn  explained.  Otherwise  the 
university  Board  of  Regents  would  have  to 
replace  the  County  Board  as  hospital  ad- 
ministrator, he  said. 


Vaccination  Against  Infectious 
Diseases  Neglected — 

Neglect  of  vaccination  and  revaccination 
against  preventible  infectious  and  contagious 
diseases  has  resulted  in  some  alarming  out- 
breaks. An  example  is  a recent  outbreak 
of  diphtheria  in  Detroit  in  which  168  chil- 
dren were  stricken.  Five  of  these  children 
died.  Such  occurrences  stimulated  Parke, 
Davis  and  Company  to  run  “An  Open  Letter 
to  Mothers  and  Dads”  in  one  hundred  news- 
papers in  about  fifty  cities,  calling  upon 
parents  to  make  sure  their  children  are  im- 
munized against  diphtheria,  whooping  cough 
and  tetanus.  Parents  are  also  urged  to  see 
that  booster  shots  are  administered  when 
needed.  The  letter  also  urges  the  initiation 
and  completion  of  vaccination  against  polio. 

Physicians  have  as  much  responsibility  as 
pharmaceutical  establishments  in  urging 
proper  protection  by  vaccination. 

Important  Booklet  on  Economic 
Poisons  Available — 

The  National  Agricultural  Chemicals  As- 
sociation is  distributing  a 78-page  booklet  on 
economic  poisons  prepared  by  the  Public 
Health  Service.  This  booklet  is  packed  with 
information  important  to  the  practitioner. 
It  is  available  by  request  from  the  above 
mentioned  association,  1145  Nineteenth  St., 
N.W.,  Washington  D.C. 

Iowa  Physician-Hospital  Controversy  Settled — 

To  Improve  Patient-Care — 

The  controversy  between  the  Iowa  State 
Medical  Association  and  the  Iowa  Hospital 
Association  which  culminated  in  a suit  by 
the  hospitals  against  the  doctors  has  reached 
an  apparent  settlement.  The  suit  was  de- 
cided in  favor  of  the  doctors,  but  the  rancor 
was  not  immediately  abated.  On  November 
15,  1956,  an  agreement  between  the  contend- 
ing parties  was  ratified  by  both  associa- 
tions. The  terms  of  the  agreement  seem 
to  adhere  closely  to  District  Court  decree. 
It  is  said  to  acomplish  three  of  the  goals 
sought  and  won  by  the  Iowa  physicians; 
namely — (1)  Clear  delineation  of  radiology 
and  pathology  as  the  practice  of  medicine; 
(2)  transfer  of  radiology  and  pathology  from 
Blue  Cross  to  Blue  Shield;  and  (3)  render- 
ing of  bills  for  radiologic  and  pathologic 
services  in  the  name  of  the  physician  re- 
sponsible. 
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To  Improve  Patient-Care — 

A “Joint  Commission  for  the  Improvement 
of  Patient  Care”  (composed  of  representa- 
tives of  the  State  Hospital  Association,  State 
Nurses  Association,  State  League  for  Nurs- 
ing, and  the  State  Medical  Association)  met 
at  the  Lincoln  General  Hospital  January  9, 
1957.  Guests,  Mr.  Cecil  Stanley  and  Mr. 
Howard  Gorham  from  the  State  Department 
of  Education,  Vocational  Division,  were 
present  to  elucidate  the  present  status  of 
plans  for  Practical  Nursing  Education. 

While  plans  are  well  developed,  the  money 
required  to  put  them  into  effect  is  not  avail- 
able. Procurement  of  adequate  financial 
support  depends  on  acquisition  of  federal 
funds.  Matching  dollars  are  required  and 
are  not  available.  Present  efforts  are  di- 
rected at  our  Legislature  in  an  effort  to  get 
an  appropriation  for  this  purpose. 

Health  Insurance  Benefits  $1.5  Billion 
in  Nine  Months — 

The  Health  Insurance  Institute  reports 
that  Americans  who  are  covered  by  health 
insurance  policies  written  by  insurance 
companies  received  a total  of  $1.5  billion 
in  benefits  for  the  first  nine  months  of  1956. 
This  figure  represents  an  18%  increase  in 
benefit  payments  over  the  comparable  period 
in  1955. 

The  Institute  stated  that  the  continued 
growth  of  voluntary  health  insurance  dem- 
onstrates the  need  and  desire  of  the  Amer- 
ican people  to  protect  themselves  against 
the  cost  of  illness.  There  are  over  60  mil- 
lion persons  today  covered  by  some  form  of 
health  insurance  through  insurance  com- 
pany programs,  which  is  over  half  of  the 
total  insured  population. 

Discourses  on  Medical  Writing  Available — 

All  papers  read  at  the  1956  meeting  of  the 
American  Medical  Writers  Association  as 
well  as  the  discussions  of  the  “workshop” 
are  available  in  booklet  form.  This  valuable 
collection,  as  well  as  those  of  previous  years, 
may  be  obtained  for  25  cents  each,  postage 
paid,  from  A.M.W.A.  Headquarters,  W.C.U. 
Building,  Quincy,  111. 

Medical  Care  of  Veterans  Having 
Workman’s  Compensation — 

At  the  House  of  Delegates  sessions  in  No- 
vember, 1956,  two  resolutions  were  passed 
concerning  the  present  practice  of  the  Vet- 


erans Administration  in  providing  medical 
care  to  veterans  with  non-service-connected 
disabilities  who  are  covered  by  workman’s 
compensation  or  who  have  private  insur- 
ane. 

Inasmuch  as  the  basic  federal  law  pro- 
vides for  care  of  veterans  with  non-service- 
connected  disabilities  if  there  is  an  avail- 
able bed  and  if  he  swears  he  is  unable  to 
defray  the  necessary  expense  of  his  care, 
therefore,  the  question  has  logically  been 
asked  whether  a veterans  hospital  should  ad- 
mit a compensation  claimant  for  treatment 
of  a non-service-connected  disability  when 
he  is  not  personally  liable  for  the  cost  of 
such  medical  care.  Such  a claimant  is  cer- 
tainly not  in  need  of  charity,  and,  therefore, 
the  hospital  administrator  who  provides 
medical  care  in  such  a case  may  be  violating 
the  law. 

Foundation  for  Scientific  Relaxation — 

We  now  have  a foundation  for  Scientific 
Relaxation,  a nonprofit  organization  with 
“nothing  to  sell.”  This  foundation  is  spon- 
sored by  prominent  business  men,  physi- 
cians, and  other  scientific  persons.  It  ap- 
pears that  one  of  their  main  objects  is  to 
promote  research  in  scientific  relaxation  in 
contrast  to  that  produced  by  the  newer 
“tranquilizing  drugs.”  If  the  first  flush  of 
tranquilizers  and  the  widespread  use  or  mis- 
use of  them  is  maintained  and  grows  on  us, 
we  may  be  badly  in  need  of  the  help  such  a 
foundation  will  be  able  to  furnish. 

Doctors  Discourage  Mass  Immunizations — 

The  American  Academy  of  General  Prac- 
tice has  taken  a strong  stand  against  mass 
innoculations.  They  rightfully  maintain 
that  “voluntary  and  public  health  agencies 
should  concern  themselves  with  public  edu- 
cation campaigns,”  and  that  “actual  immun- 
ization is  a professional  function  and  obliga- 
tion . . .” 

Members  of  the  Academy’s  policy-making 
commission  unanimously  adopted  the  fol- 
lowing four-point  policy  statement  in  this 
matter : 

1.  Every  doctor’s  office  either  should  be 
or  should  become  an  immunization 
center. 

2.  Wherever  necessary,  physicians  should 
contribute  their  services  for  the  im- 
munization of  indigent  persons. 
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3.  The  commission  would  deplore  any 
program  on  the  part  of  any  organiza- 
tion that  would  tend  to  destroy  the 
normal  patient-physician  relationship. 

4.  Voluntary  and  public  health  agencies 
should  devote  their  funds  and  energies 
toward  public  education  programs  en- 
couraging people  to  seek  immunization 
in  their  doctor’s  office.  If  this  is 
done,  immunization  goals  can  be  met. 

How  Can  We  Be  So  Inconsistent?  — 

How  can  we  tell  our  Legislature  to  let  the 
chiropodists  have  the  legal  right  to  pre- 
scribe, dispense,  and  administer  narcotics 
and  out  of  the  other  corner  of  our  mouths 
ask  them  to  deny  these  privileges  to  the 
osteopaths  ? 

Wagner-Murray-Dingell  Bills  Come  to  Life — 

Piecemeal  socialization  is  too  slow  for  Sen- 
ator Murray.  He  has  introduced  S.  844 — 
“To  provide  a program  of  national  health  in- 
surance, and  for  other  purposes.”  This  bill 
provides  complete  medical  care  (general  and 
specialist),  nursing,  dental  care,  and  hos- 
pitalization to  all  persons  having  specified 
Social  Security  coverage,  to  their  dependents, 
to  Civil  Service  annuitants,  and  to  all  per- 
sons on  public  charity  provided  payments 
are  made  on  their  behalf  by  responsible  pub- 
lic agencies. 

The  coverage  noted  above  is  but  a drop 
in  the  bucket  as  one  proceeds  to  analyze  the 
bill.  Some  clever  tricks  have  already  be- 
come obvious;  more  will  follow.  We  must 
watch  and  fight  the  battle  again. 


Announcements 

International  Polio  Congress  To  Be  in 
Geneva  in  July — 

An  international  congress  on  poliomyelitis 
will  be  held  in  Geneva,  Switzerland,  July  8- 
12,  1957.  There  will  be  scientific  sessions, 
films,  scientific  demonstrations,  visits  to  in- 
stitutions, entertainment  and  tours.  The 
four  official  languages,  English,  French, 
German,  and  Spanish  will  be  translated  si- 
multaneously. Early  registration  for  travel 
and  accomodations  is  urged.  For  informa- 
tion and  blanks,  contact  Thos.  Cook  and  Son, 
Wagons-Lits  Cook,  or  the  American  Ex- 
press Company. 


Sectional  Meeting,  American  College  of 
Surgeons,  St.  Paul — 

For  the  surgeons  in  this  area,  the  Minne- 
sota surgeons,  supported  by  visiting  talent, 
will  offer  three  days  of  diversified  surgical 
presentations,  plus  a separate  program  in 
ophthalmic  surgery,  in  St.  Paul,  Minn., 
April  8-10,  1957.  Hotels  Lowry  and  St.  Paul 
will  be  the  headquarters.  The  registration 
fee  is  only  $5.  Physicians  who  are  not  mem- 
bers of  the  College  are  invited  and  urged  to 
attend. 

Another  Bahamas  Medical  Conference  in  April — 

Following  the  conference  of  the  Bahamas 
Branch  of  the  British  Medical  Association  in 
Nassau  on  Jan.  3,  it  was  decided  to  hold  a 
second  conference  this  spring.  This  next 
conference  will  be  held  at  the  British  Colonial 
Hotel  and  the  Princess  Margaret  in  Nas- 
sau, April  23-30,  1957.  On  weekdays,  lec- 
tures will  be  given  from  9 :30  to  11 :00  a.m. 
and  5 :30  to  7 :00  p.m.  There  will  also  be 
two  evening  lectures  and  two  meetings  at  the 
hospital.  For  reservations,  write  early  to 
Mr.  Robert  K.  Holiday,  Reservations  Man- 
ager, British  Colonial  Hotel,  Nassau,  Ba- 
hamas, and  send  along  the  registration  fee, 
$75. 

Pan  American  Association  of  Ophthalmology, 
Congress — 

A symposium  on  each  of  three  selected 
subjects,  Diseases  of  the  Ocular  Fundus, 
Ophthalmis  Surgery,  and  Therapeutics  in 
Present-Day  Ophthalmology,  will  occupy  the 
attention  of  the  Fourth  Interim  Congress  of 
the  Pan-American  Association  of  Ophthal- 
mology. This  congress  will  be  held  in  New 
York,  April  7-10,  1957,  at  Hotel  Statler.  Ad- 
dress Frank  H.  Constantine,  M.D.,  30  West 
59th  St.,  New  York  19,  N.Y. 

Scientific  Assembly  of  American  Academy  of 
General  Practice — 

The  Ninth  Annual  Scientific  Assembly  of 
the  American  Academy  of  General  Practice 
will  be  held  March  25-28,  in  St.  Louis,  Mo. 
The  meetings  will  be  in  St.  Louis’  Kiel  Au- 
ditorium. 

Doctor-Lawyer  Meeting  To  Be  Held 
in  Denver — 

Doctors  and  Lawyers  of  the  Rocky  Moun- 
tain and  Great  Plains  areas  are  invited  to 
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attend  a medicolegal  symposium  to  be  held 
in  Denver,  Colo.,  March  22  and  23.  The 
meetings  will  be  held. at  the  Cosmopolitan  Ho- 
tel and  the  registration  fee  is  $5.00.  The  fee 
covers  the  cost  of  a luncheon  session  and  a 
copy  of  any  proceedings  that  are  published. 

Human  Interest  Tales 

Dr.  P.  J.  Hermsen,  Harvard,  has  been  ap- 
pointed to  serve  as  Clay  county  physician. 

Dr.  and  Mrs.  F.  A.  Bulawa,  Norfolk,  re- 
cently returned  from  a two-week  trip  to  Cali- 
fornia. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  has  been 
re-elected  chairman  of  the  State  Board  of 
Health. 

Dr.  J.  E.  Ingram,  Nelson,  has  been  elected 
president  of  the  Nuckolls  County  Medical 
Society. 

Dr.  R.  B.  Rundquist,  formerly  of  Chap- 
pell, has  opened  his  new  18-room  clinic  at 
Columbus. 

Dr.  and  Mrs.  John  L.  McFee,  Ogallala, 
spent  several  weeks  in  January  touring  the 
Southwest. 

Dr.  Earl  C.  Slaughter,  Norfolk,  has  re- 
cently completed  the  remodeling  of  his  med- 
ical offices. 

The  Crawford  Community  Hospital  has 
received  a check  for  $5,000  from  the  Ford 
Foundation. 

Dr.  A.  R.  McIntyre,  Omaha,  has  been 
named  a Fellow  in  the  New  York  Academy 
of  Sciences. 

Dr.  C.  D.  Howard,  Blair,  is  the  new  presi- 
dent of  the  Washington  County  Medical  So- 
ciety, for  1957. 

Dr.  and  Mrs.  C.  H.  Arnold,  Lincoln,  left 
in  January  for  an  extended  trip  through  the 
Pacific  Islands. 

Dr.  A.  J.  Gallaghan,  North  Platte,  has 
been  appointed  Lincoln  County  physician  for 
the  coming  year. 

Dr.  J.  M.  F.  Heuman,  Omaha,  has  been 
named  president  of  the  board  of  trustees  of 
Doctors  Hospital. 

Dr.  B.  N.  Greenberg,  York,  is  the  new 
president  of  the  University  of  Nebraska 
Board  of  Regents. 


Dr.  Stanley  E.  Potter,  Omaha,  has  been 
named  president  of  the  medical  staff  at 
Clarkson  Hospital. 

Dr.  Wendell  Ford,  Hemingford,  spoke  at  a 
January  meeting  of  the  Emerson  Parent- 
Teachers  Association. 

Dr.  W.  B.  McDonough,  New  York  City, 
has  joined  the  staff  of  the  Veterans  Hos- 
pital in  Grand  Island. 

Dr.  Jack  H.  Bankead,  Alliance,  was  the 
guest  speaker  at  a recent  meeting  of  the  Al- 
liance Woman’s  Club. 

Dr.  Robert  C.  Chase,  Ogallala,  has  been 
appointed  county  physician  for  Keith  Coun- 
ty for  the  coming  year. 

Dr.  E.  G.  Surber,  Norfolk,  was  the  guest 
speaker  at  the  January  meeting  of  the  Jef- 
ferson P-TA  in  that  city. 

Dr.  E.  N.  Heiser,  Columbus,  has  been  ap- 
pointed county  medical  consultant  of  the 
Platte  county  health  board. 

Dr.  Robert  R.  Geer,  Grand  Island,  is  the 
new  president  of  the  Overland  Trails  Coun- 
cil, Boy  Scouts  of  America. 

Dr.  R.  A.  Sitorius,  Cozad,  was  elected 
president  of  the  Dawson  County  Medical  So- 
ciety at  its  annual  meeting. 

Dr.  Willard  Seng,  Oshkosh,  was  the  prin- 
cipal speaker  at  the  regular  weekly  meeting 
of  the  Oshkosh  Rotary  club. 

Dr.  Wilmar  Kamprath,  Utica,  has  been 
elected  president  of  the  Seward  County  Med- 
ical Society  for  the  coming  year. 

Dr.  and  Mrs.  G.  A.  Morehouse,  Benkel- 
man,  recently  gave  a gift  of  $500  to  the 
Benkelman  Woman’s  Club  Library. 

Dr.  and  Mrs.  Thomas  D.  Boler,  Omaha, 
were  seriously  injured  in  an  auto  accident 
south  of  Plattsmouth  in  January. 

Dr.  Charles  Marsh,  Valley,  discussed  high- 
way accidents  at  a recent  meeting  of  the 
Valley  Parent-Teachers  Association. 

Dr.  Philip  Star,  Omaha,  was  a guest  speak- 
er at  a January  meeting  of  the  Omaha  Sec- 
tion, National  Council  of  Jewish  Women. 

Dr.  Leonard  F.  Peltier,  formerly  of  Lin- 
coln, has  been  named  Professor  of  Surgery 
at  the  University  of  Kansas  Medical  Center. 

Dr.  E.  A.  Rogers,  Lincoln,  was  a guest 
speaker  at  the  dedication  ceremonies  of  the 
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new  addition  to  Immanuel  Hospital  in  Oma- 
ha. 

Dr.  Richard  Q.  Crotty,  Omaha,  was  the 
guest  speaker  at  the  January  meeting  of  the 
Madison  Six  County  Medical  Society,  in  Nor- 
folk. 

Dr.  Robert  J.  Morgan,  Alliance,  was  the 
principal  speaker  at  a recent  meeting  of  the 
Grandview  school  Parent-Teacher  Associa- 
tion. 

Dr.  D.  M.  Bloch,  Arlington,  has  been 
named  chairman  of  the  medical  staff  at  the 
Dodge  County  Community  hospital  at  Fre- 
mont. 

Dr.  John  Thompson,  Auburn,  presented  a 
talk  on  “Heart  and  Heart  Diseases’’  at  a 
regular  meeting  of  the  Brock  Sorosis  Wom- 
en’s Club. 

Dr.  Joe  Martin,  Scottsbluff,  addressed  a 
January  meeting  of  the  Alliance  AAUW. 
The  meeting  was  held  at  the  Alliance  Wom- 
an’s Club. 

Dr.  Edna  E.  Herbert,  formerly  of  Omaha, 
has  received  her  degree,  Master  of  Science 
in  Ophthalmology,  from  the  University  of 
Minnesota. 

Dr.  Loren  E.  Imes,  Grand  Island,  was  the 
principal  speaker  at  a recent  meeting  of  the 
Grand  Island  Business  and  Professional 
Women’s  Club. 

Dr.  Thomas  J.  Gurnett,  formerly  of  Oma- 
ha, was  recently  awarded  the  degree,  Master 
of  Science  in  Medicine,  from  the  University 
of  Minnesota. 

The  American  College  of  Cardiology  has 
announced  the  appointment  of  Dr.  Arthur  L. 
Smith,  Lincoln,  to  be  Governor  of  the  Col- 
lege for  Nebraska. 

Dr.  0.  A.  Kostal,  Hastings,  has  been 
named  chairman  of  the  advisory  committee 
of  the  Mary  Lanning  Memorial  Hospital 
School  of  Nursing. 

Dr.  Floyd  Ring,  Omaha,  was  a guest  speak- 
er at  the  pre-Lenten  lectures  held  at  the 
Central  Lutheran  Theological  Seminary  in 
Fremont,  in  January. 

Drs.  Loren  Imes  and  Warren  Bosley, 
Grand  Island,  were  members  of  a panel 
which  discussed  school  health  at  the  January 
meeting  of  the  Gates  School  P-TA. 

Dr.  Willis  D.  Wright,  Omaha,  has  an- 
nounced that  the  Nebraska  Heart  Associa- 


tion has  enrolled  191  physicians  in  its  an- 
nual professional  membership  drive. 

Dr.  Thomas  R.  Simon,  formerly  of  Cor- 
nell University  Medical  College,  has  been  ap- 
pointed Associate  Professor  of  Pathology 
at  Creighton  University  School  of  Medicine. 

Drs.  Roy  Holly  and  Peyton  Pratt,  Omaha, 
attended  a postgraduate  course  on  “Iron  in 
Clinical  Medicine”  at  the  University  of  Cali- 
fornia School  of  Medicine  in  San  Francisco, 
in  January. 


Know  Your 
Blue  Shield  Plan 


BLUE  SHIELD  ACTS  TO  MEET 
NEW  CHALLENGE 

Ten  years  ago  forty-five  struggling  local 
Blue  Shield  Plans  had  a combined  enrollment 
of  less  than  2 million  people.  Today,  seven- 
ty-three Blue  Shield  Plans  cover  some  38 
million;  and  if  their  present  rate  of  growth 
is  maintained,  these  Plans  will  pass  the  40 
million  mark  in  enrollment  during  1957. 

Several  factors  have  conspired  in  recent 
years  to  alter  and  complicate  the  basic  prob- 
lems of  Blue  Shield  enrollment.  For  one 
thing,  most  of  the  windfall  apples  have  fall- 
en off  the  tree,  and  enrollment  men  are  hav- 
ing to  climb  ever  higher  in  the  tree  to  fill 
their  baskets.  Most  local  “blue  chip”  indus- 
trial groups  have  long  since  been  enrolled 
by  Blue  Shield  or  by  some  other  agency,  and 
the  remaining  local  prospects  are  predom- 
inantly small  groups,  the  self  employed  and 
rural  dwellers. 

Another  vital  new  factor  has  been  intro- 
duced by  the  tremendous  growth  of  new  in- 
dustrial giants  resulting  from  corporate 
mergers  and  the  concomitant  tendency  of 
labor  unions  to  negotiate  welfare  benefits 
on  a national  scale.  These  big  corporations 
and  unions  are  demanding  nation-wide  hos- 
pital and  medical  care  programs  offering  at 
least  the  same  scope  of  benefits  for  their 
workers  in  all  parts  of  the  country. 

Blue  Shield  is  an  association  of  strictly 
autonomous  local  Plans,  having  similar  pur- 
poses, but  offering  a considerable  variety  of 
specific  benefits.  The  Constitution  of  Blue 
Shield  Medical  Care  Plans  recognizes  that 
“state  and  local  medical  care  plans  should  be 
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autonomous  in  their  operations  so  that  the 
needs,  facilities,  resources  and  practices  of 
their  respective  areas  can  be  given  due  con- 
sideration, but  that  the  health  and  welfare 
of  the  public  is  advanced  by  the  coordina- 
tion ...  of  methods,  coverages,  operations 
and  actuarial  data.” 

The  Plans  have  sought,  by  voluntary 
agreement,  to  coordinate  their  efforts  and 
to  develop  a basic  program  which  each  local 
Plan  may  offer  the  members  of  inter-Plan 
groups  within  their  local  Plan  areas. 

Without  sacrificing  an  iota  of  local  inde- 
pendence, more  than  three-fourths  of  the 
Plans  have  recently  reached  agreement  on 
a standard  scope  of  Blue  Shield  benefits, 
all  or  any  of  which  each  Plan  will  make 
available  to  any  group  of  subscribers  desir- 
ing this  pattern  of  benefits.  Nearly  all  the 
other  Plans  have  promised  to  “go  along” 
in  the  near  future. 

While  this  degree  of  coordination  of  bene- 
fits (in  terms  of  covered  services)  has  been 
found  necessary  to  meet  Blue  Shield’s  en- 
rollment challenge,  each  Plan  will  still  make 
payments  to  physicians  according  to  its  lo- 
cally negotiated  schedules,  and  will  calculate 
its  own  subscription  rates. 

This  significant  achievement  of  Blue 
Shield  shows  its  ability  to  meet  new  condi- 
tions and  proves  the  capacity  of  medicine’s 
voluntary  prepayment  movement  to  solve 
whatever  problems  it  may  encounter. 

REMINDER  . . . HERE’S  WHY  . . . 

Reports  for  residents  of  other  states 
should  be  sent  directly  to  the  Blue  Shield 
Plan  where  the  member  pays  dues. 

The  Blue  Shield  office  in  Omaha  can  pay 
benefits  only  for  members  who  pay  their 
dues  to  the  Nebraska  Blue  Shield  Plan.  Re- 
ports for  members  of  Blue  Shield  Plans  in 
other  states  should  be  sent  directly  to  the 
Plan  shown  on  the  member’s  Identification 
Card. 


The  Woman's  Auxiliary 

The  Convention  Planning  Committee  of 
the  State  Auxiliary  met  at  the  home  of  Mrs. 
Robert  Lovgren,  president  of  the  Douglas 
County  Auxiliary,  on  February  6,  1957.  Mrs. 
Lovgren  will  serve  as  general  chairman  of 
the  convention  which  will  be  held  in  Oma- 
ha, May  13th  to  16th. 

The  business  sessions  will  be  on  Tuesday 
and  Wednesday  mornings  with  the  after- 
noons and  evenings  devoted  to  social  activ- 
ities. Our  honored  guest  will  be  Mrs.  E. 
Arthur  Underwood  of  Vancouver,  Washing- 
ton. Mrs.  Underwood  is  first  vice  president 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 


Plan  now  to  come  to  Omaha  for  the  meet- 
ing. 


Mrs.  George  E.  Robertson. 


WORD  FROM  CIVIL  DEFENSE 
CHAIRMAN 

Your  Civil  Defense  Chairman  would  like 
to  call  your  attention  again  the  necessity  of 
Civil  Defense  in  your  home.  The  program 
called  “STEP”  has  been  released  for  our  pro- 
tection. 

“Survival  Through  Emergency  Prepared- 
ness— STEP.”  There  are  no  tricks  or  gim- 
icks  to  the  program,  it  is  the  utilization  of 
things  around  us.  Have  an  ample  shelter 
area,  supplied  with  provisions;  know  how 
to  fight  fires,  have  knowledge  of  first  aid, 
and  of  what  to  do  if  a disaster  strikes. 

Take  the  first  “STEP”  to  the  preservation 
of  yourself  and  loved  ones. 

A regional  conference  of  civil  defense 
leaders  will  be  held  in  Lincoln,  April  11  and 
12.  The  meeting  is  open  to  all  women  in 
Nebraska  and  Colorado.  Make  a note  NOW 
to  attend.  It  will  be  another  “STEP”  in  the 
right  direction. 

Sincerely, 

Mrs.  Rudolph  Sievers, 
Blair,  Nebraska. 


(Blue  Cross  has  an  Inter-Plan  Service 
Benefit  Bank  whereby  benefits  for  hospital- 
ization of  members  in  other  states  are  paid 
by  Nebraska  Blue  Cross  through  a recipro- 
city arrangement  . . . but  this  arrangement 
is  for  Blue  Cross  and  hospitalization  only 
. . . not  for  doctors’  services). 


DAWSON  COUNTY  MEDICAL 
AUXILIARY 

Mr.  Walter  Rotha,  West  Germany,  was 
guest  speaker  at  the  January  meeting  of  the 
Dawson  County  Medical  Auxiliary  in  Goth- 
enburg, January  14. 
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Mr.  Rotha,  an  instructor  of  English  and 
German  in  a German  secondary  school,  is 
visiting  the  United  States  and  Cozad  as  the 
recipient  of  a Fulbright  exchange  scholar- 
ship designed  to  familiarize  United  States 
and  foreign  teachers  with  one  another’s  edu- 
cational systems. 

After  their  tri-monthly  joint  dinner  meet- 
ing with  the  county  Medical  Society,  the 
Auxiliary  members  met  at  the  home  of  Dr. 
and  Mrs.  Sam  Perry  to  hear  Mr.  Rotha  dis- 
cuss the  German  educational  system.  Dur- 
ing the  ensuing  question-and-answer  period, 
he  spoke  of  the  differences  and  similarities 
between  American  and  West  German  youth, 
family  lives,  and  educational  systems — entry 
into  East  Germany — and  economic  condi- 
tions in  West  Germany. 

During  the  business  meeting,  Mrs.  Perry, 
president,  read  a note  from  Donna  Margritz, 
recipient  of  the  1956  Dawson  County  Medi- 
cal Auxiliary  Nursing  Scholarship  Loan 
Fund.  Miss  Margritz  wrote  about  her  basic 
training  and  approaching  capping  ceremony 
in  February. 

Mrs.  Perry  also  read  a letter  from  Doctor 
Tollman,  Dean  of  the  University  of  Nebras- 
ka College  of  Medicine,  thanking  the  Aux- 
iliary for  its  contribution  to  the  American 
Medical  Education  Fund. 

Gladys  Olsson  was  thanked  unanimously 
once  again  for  organizing  the  November 
program  on  antique  glass,  at  the  home  of 
Mrs.  Merle  Dunlap,  of  Lexington.  Mrs.  Dun- 
lap spoke  about  her  collections  of  antique 
glass. 

Present  at  the  January  meeting  were: 
Mrs.  Sam  Perry,  Gothenburg;  Mhs.  0.  P. 
Rosenau,  Eustis;  Mrs.  Rodney  Sittorius  and 
Mrs.  Charles  Hranik,  Cozad;  Mrs.  P.  B.  Ols- 
son, Mrs.  Ray  Wycoff,  Mrs.  Victor  Norall, 
and  Mrs.  Wm.  Long,  Lexington. 

Nancy  Long,  Publicity  Chm., 
Dawson  County. 

Today  it  is  generally  accepted  that  an  educated 
and  enlightened  group  of  citizens  can  and  do  best 
solve  their  own  health  problems,  those  of  their  fam- 
ilies and  their  communities.  Moreover,  the  nature 
of  today’s  health  problems — chronic  disease,  mental 
health,  and  accident  prevention — demands  that  in 
addition  to  technical  skills  all  health  workers  must 
be  capable  of  utilizing  educational  and  community 
organization  procedures.  We  must  not  be  guilty 
of  telling  people  what  to  do,  but  we  must  help  them 
become  the  kind  of  people  who  will  know  what  to  do. 
(L.  E.  Burney,  M.D.,  Calif.  Med.,  Jan.,  1956). 


Deaths 

Joseph  J.  Srb,  M.D.,  Dwight — Doctor  Srb 
died  January  11,  1957,  at  the  age  of  sixty- 
nine.  He  graduated  from  Creighton  Univer- 
sity School  of  Medicine  in  1915,  took  his 
internship  at  Salina,  Colorado,  and  St.  Jo- 
seph’s Hospital,  Omaha,  and  practiced  in 
Dwight  for  about  forty  years.  Doctor  Srb 
was  a medical  officer  during  World  War  I. 
Among  the  survivors  are  two  brothers,  Doc- 
tor Gilbert  J.  of  Dodge,  and  Doctor  Adolph 
F.  of  Omaha. 

Howard  A.  Vandiver,  M.D.,  Reno,  Nevada 
(Ogallala,  Nebraska) — Doctor  Vandiver  prac- 
ticed medicine  in  Ogallala  for  twenty-five 
years  before  joining  the  staff  of  the  Veter- 
ans Hospital  in  Phoenix.  A graduate  of 
Creighton  University  School  of  Medicine,  he 
interned  at  Mercy  Hospital  in  Council  Bluffs, 
Iowa.  Upon  completing  his  internship  he 
began  practice  in  Ogallala,  in  1922.  The  doc- 
tor served  as  a medical  officer  during  World 
War  II,  was  for  many  years  district  surgeon 
for  the  Union  Pacific  Railroad,  county  and 
city  physician,  and  was  active  in  many  civic 
activities.  He  died  January  7,  at  the  age 
of  sixty-one. 

Augustus  M.  Van  Derslice,  M.D.,  Lincoln — 
Dr.  Van  Derslice  died  January  4,  1957.  The 
doctor  graduated  from  Nebraska  College  of 
Medicine  at  Wesleyan,  in  1909,  and  from  the 
Postgraduate  Medical  School  in  Chicago,  in 
1911.  After  practicing  a year  in  Cheney  he 
moved  to  Smithfield  where  he  continued  his 
practice  from  1912  to  his  retirement  in  1935. 
He  has  lived  in  Lincoln  since  that  date. 

John  L.  Mace,  M.D.,  Hastings  — Dr.  Mace 
died  December  12,  1956,  at  the  age  of  seven- 
ty-seven. A graduate  of  the  University  of 
Tennessee,  the  doctor  established  his  prac- 
tice in  Glenvil,  in  1909,  and  the  following 
year  moved  to  Roseland  where  he  practiced 
ten  years  before  moving  to  Hastings.  Aside 
from  medicine  the  doctor  had  many  civic  in- 
terests, being  a member  of  the  Lions  Club, 
Masonic  Lodge,  and  the  Shrine. 

Paul  A.  Royal,  M.D.,  Lincoln — Dr.  Royal 
died  on  December  26,  1956,  at  the  age  of 
sixty-five.  After  graduation  from  the  Uni- 
versity of  Iowa  he  attended  Johns  Hopkins 
LTniversity,  where  he  specialized  in  psychi- 
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atry.  In  1915,  he  joined  Dr.  Benjamin  F. 
Bailey  at  the  Green  Gables  Sanitarium  where 
he  has  been  chief  psychiatrist  for  a number 
of  years.  Dr.  Royal  served  as  a Captain  in 
the  Army  Medical  Corps  during  World  War 
I,  and  as  a U.S.  Naval  Medical  Officer  dur- 
ing World  War  II.  He  retired  as  a Captain 
U.S.  Navy  Medical  Corps,  1956. 

J.  S.  Alexander,  M.D.,  Omaha — Dr.  Alex- 
ander, age  seventy-five,  died  November  30, 
1956,  at  his  office.  He  practiced  medicine  in 
Omaha  for  more  than  forty  years. 

Joseph  R.  Cameron,  M.D.,  Long  Beach, 
Calif,  (formerly  Bennet,  Nebraska)  — Doc- 
tor Cameron  died  at  the  home  of  his  son, 
Dr.  Dale  Cameron,  St.  Paul,  Minn.,  on  De- 
cember 1,  1956,  at  the  age  of  seventy-eight 
years.  The  doctor  attended  Creighton  Medi- 
cal School  for  two  years,  but  graduated  from 
the  Illinois  Medical  School  in  1905.  He  en- 
tered practice  in  Beaver  City,  but  moved  to 
Bennet  in  1913.  He  worked  here  until  retire- 
ment in  1936.  Doctor  Cameron  was  enlisted 
in  Company  H,  First  Regiment  of  Nebraska 
Volunteers  and  stationed  in  the  Phillipine 
Islands  during  the  Spanish  American  War 
and  also  served  a term  as  sheriff  of  Furnas 
county,  before  he  studied  medicine. 

Louis  E.  Moon,  M.D.,  Omaha  — After  a 
career  of  more  than  thirty  years  as  Asso- 
ciate Professor  of  Surgery  at  Creighton 
Medical  School,  Doctor  Moon  died  December 
30,  1956,  at  the  age  of  sixty-eight.  The  doc- 
tor graduated  in  medicine  at  the  University 
of  Michigan,  in  1912,  served  his  internship 
at  the  Methodist  Hospital  in  Omaha,  and 
practiced  in  that  city  until  his  death.  In 
1949,  he  was  elected  President  of  the  Amer- 
ican Proctological  Society  and  served  as  a 
member  of  its  board  of  examiners. 

James  N.  Stoops,  M.D.,  Scottsbluff — Doc- 
tor Stoops  had  retired  from  his  long  years 
of  practice  in  Scottsbluff,  and  died  in  Hast- 
ings on  November  25,  1956,  at  the  age  of 
seventy-six. 

Charles  E.  Slagle,  M.D.,  Alliance — Doctor 
Slagle  died  October  29,  1956,  at  the  age  of 
eighty-six.  He  had  practiced  medicine  in 
Alliance  since  1906.  Before  entering  upon 
the  study  of  medicine,  the  doctor  first  studied 


dentistry  at  the  University  of  Michigan,  and 
after  several  years  practice  of  this  profes- 
sion, he  became  an  instructor  of  dentistry  in 
Keokuk  Medical  College.  As  an  avocation  he 
studied  medicine  and  received  his  doctor’s 
degree  in  1903.  After  a period  of  study  in 
New  York,  London,  Edinburgh,  and  Vienna, 
he  took  service  in  the  Chicago  Lying-In  Hos- 
pital. Having  finished  this  he  enrolled  in 
the  St.  Louis  University  as  a senior  and  re- 
ceived a second  Doctor  of  Medicine  degree, 
in  1906.  His  activities,  while  devoted  large- 
ly to  medicine,  also  included  many  civic  proj- 
ects. 

Earl  E.  Farnsworth,  M.D.,  Grand  Island — 
After  practicing  his  profession  in  Grand  Is- 
land more  than  forty  years,  Doctor  Farns- 
worth retired  and  moved  to  Santa  Barbara, 
California.  In  the  process  of  moving  back 
to  Grand  Island  to  live,  the  doctor’s  health 
failed.  He  died  in  Grand  Island  on  Decem- 
ber 31,  1956,  at  the  age  of  seventy-five.  Like 
his  father,  Doctor  Farnsworth  became  a 
registered  pharmacist.  He  later  decided  to 
study  medicine.  He  received  his  M.D.  degree 
from  Harvard  University  in  1912.  His  pre- 
liminary studies  had  been  at  Cornell  Univer- 
sity, and  his  degree  in  pharmacy  was  from 
Highland  Park  College  of  Pharmacy,  in  Des 
Moines.  He  is  survived  by  his  wife,  two 
sons  and  several  grandchildren. 

TUBERCULOSIS  ABSTRACTS 

THE  NON-HOSPITALIZED  TUBERCULOSIS 
PATIENT 

Changing  emphases  and  concepts  in  the  tuber- 
culosis problem  in  the  United  States  have  given 
rise  to  assumptions  concerning  the  characteristics 
and  status  of  tuberculosis  patients  who  are  not  hos- 
pitalized, which  are  not  supported  by  valid  evidence. 
The  Public  Health  Service  has  therefore  undertaken 
to  provide  statistical  data  that  will  reliably  de- 
scribe the  current  status  of  known  non-hospitalized 
tuberculosis  patients  in  sample  areas  of  the  con- 
tinental United  States,  so  that  health  departments 
and  other  agencies  may  have  specific  information 
on  which  to  plan. 

The  specific  purpose  of  this  undertaking  is  to 
study  the  characteristics  of  non-hospitalized  tuber- 
culosis patients  who  are  in  need  of  intensive  public 
health  supervision  and  to  provide  information  on 
the  types  of  care  and  services  given  them. 

By  means  of  sampling  techniques  37  areas  of  the 
United  States  were  selected.  Together,  these  areas 
constitute  an  unbiased  sample  census  of  the  number 
and  status  of  known  non-hospitalized  cases  for  the 
United  States  as  a whole.  The  37  areas  in  the  study 
had  a total  population  of  almost  seven  million  and 
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constitute  portions  of  24  states.  No  area  was  rep- 
resentative of  any  state;  rather,  the  37  areas  com- 
bined are  representative  of  the  entire  nation. 

The  latest  information  on  the  status  of  all  tuber- 
culosis patients  in  need  of  intensive  public  health 
supervision  in  37  areas  showed  that  slightly  more 
than  half  (55  per  cent)  were  hospitalized  cases  and 
45  per  cent  non-hospitalized  cases. 

The  original  selection  of  cases  was  made  from  the 
tuberculosis  case  register  or  the  master  index  of 
reported  cases.  Cases  for  whom  the  health  depart- 
ment had  no  information  during  the  last  five  years 
were  not  included.  Cases  with  disease  activity  ques- 
tionable, undetermined,  or  not  stated  were  included 
and  particular  effort  was  made  to  obtain  their 
clinical  status.  The  most  recent  information  avail- 
able regarding  clinical  status,  medical  supervision, 
and  public  health  nursing  and  social  services  pro- 
vided during  the  six-month  period  preceding  the 
study  date  was  obtained.  This  was  done  by  review- 
ing clinic,  public  health  nursing  and  hospital  records, 
by  conferences  with  private  physicians  and  other 
personnel  in  hospital  outpatient  departments,  Vet- 
erans Administration  and  social  service  agencies. 
Home  visits  were  made  when  necessary. 

In  each  area  the  cases  included  were  those  known 
to  be  active  at  home  as  of  the  study  date.  Total 
cases  eventually  included  not  only  cases  known  to  be 
active,  but  all  current  positive  sputum  cases  regard- 
less of  clinical  status  or  treatment  recommended. 
Cases  known  to  be  taking  drugs  or  to  have  drugs 
recommended  were  included  regardless  of  status 
because  such  cases  require  substantial  resources  for 
their  care  and  supervision. 


ACTIVITY  CLASSIFICATION  OF  NON- 
HOSPITATIZED  TUBERCULOSIS  CASES 


Number 

Per 

cent 

Total 

. 3,159 

100.0 

Total  active  and  presumably  active- 

_2,272 

71.9 

Active  and  probably  active, 

seen  in  past  year 

1,896 

60.0 

Presumably  active,  current 
activity  status  indefinite* 

_ 376 

11.9 

Arrested  or  inactive  with  drug 

therapy  prescribed 

887 

28.1 

* These  cases  did  not  have  any  activity  report  within  the 
12  months  preceding  the  study  date  even  though  the  latest 
diagnosis  was  active  or  probably  active  except  for  70  cases 

classified  as  arrested  with  positive  bacteriology. 

Plainly,  the  situation  revealed  in  this  table  has 
many  implications  for  health  departments  and  other 
agencies.  The  community  has  as  great  a responsi- 
bility for  those  cases  outside  hospitals  as  for  those 
that  are  hospitalized.  Because  of  the  difficulties 
involved  in  supervising  patients  who  are  not  in  in- 
stitutions, medical,  nursing,  and  social  services  will 
be  particularly  challenged.  Health  departments  will 
be  concerned  about  the  chances  of  spread  of  the 
disease  because  of  the  presence  of  active  cases  in 
their  communities. 

One-fourth  of  the  cases  had  been  known  to  health 
departments  less  than  one  year,  three-fourths  had 
been  known  for  less  than  five  years  and  90  per  cent 
had  been  known  less  than  ten  years.  Thus  an  over- 
whelming number  of  cases  at  home  are  in  need  of 
that  kind  of  public  health  supervision  required  soon 
after  diagnosis. 


About  half  of  these  non-hospitalized  cases  that 
need  intensive  public  health  supervision  are  45  years 
of  age  and  older.  The  age  distribution  is  similar 
to  that  of  newly  reported  cases.  Obviously  our  tu- 
berculosis control  problem  is  proportionately  greater 
in  the  older  age  groups.  The  study  cases  showed 
that  the  ratio  of  males  of  all  ages  to  females  of  all 
ages  was  60  to  40. 

In  ages  over  35  there  are  more  than  twice  as 
many  males  as  females.  Only  3 per  cent  of  the 
cases  for  whom  this  information  was  available  were 
in  the  minimal  stage  of  the  disease,  41  per  cent  were 
moderately  advanced  and  46  per  cent  were  far  ad- 
vanced. The  bacteriological  status  of  the  active  and 
presumably  active  tuberculosis  cases  was  unknown 
or  undetermined  within  the  preceding  six  months  in 
48.2  per  cent  of  the  cases.  TwTenty-four  per  cent 
were  bacteriologically  positive  and  27.8  per  cent 
negative.  These  data  point  out  clearly  that  the 
cases  at  home  include:  (a)  a large  proportion  which 
are  positive;  and  (b)  an  even  larger  proportion 
which  do  not  have  a sufficient  bacteriological  de- 
termination to  permit  the  public  health  agency  to 
give  realistic  advice  regarding  prevention  of  the 
spread  of  disease. 

Availability  of  facilities  for  medical  supervision 
is  directly  related  to  density  of  population.  All  of 
the  eight  large  cities  in  this  study  provide  clinic, 
public  health  nursing  and  social  services,  while  al- 
most one-half  of  the  study  population  in  rural  areas 
have  no  clinic  services  available.  Ten  per  cent  have 
no  public  health  nursing  service,  and  80  per  cent 
have  no  social  services  other  than  financial  assist- 
ance, provided  by  departments  of  public  welfare. 
Organized  home-care  programs  exist  in  only  two  of 
the  cities  included  in  this  study,  and  they  supervised 
only  1 per  cent  of  the  total  load. 

It  has  been  assumed  that  patients  under  supervi- 
sion at  home  have  drugs  prescribed.  The  study 
shows  that  only  a third  have  both  bed  rest  and  drug 
therapy  recommended.  Of  the  922  patients  with 
no  recommendations  known  for  either  drugs  or 
rest,  more  than  half  are  not  under  medical  super- 
vision, insofar  as  could  be  determined. 

It  is  significant  that  for  25  per  cent  of  the  active 
cases  no  medical  recommendations  for  or  against 
hospitalization  were  available.  Only  5.5  per  cent  of 
the  cases  were  recorded  as  awaiting  hospitalization, 
almost  30  per  cent  were  not  hospitalized  because  of 
medical  preferences.  Certain  areas  of  incomplete- 
ness of  our  data  probably  reflect  an  inadequacy  of 
communication  among  health  department  physicians, 
tuberculosis  hospitals,  and  other  agencies. 

— By  Edward  T.  Blomquist,  M.D.,  American  Journal  of  Public 

Health,  February,  1956. 

TB  ON  SKID  ROW 

For  many  years  the  blackest  spot  on  the  map  of 
tuberculosis  morbidity  and  mortality  in  Philadelphia 
has  been  '‘skid  row.”  In  1953-54  one  of  these  cen- 
sus tracts  had  a tuberculosis  mortality  rate  of  469' 
per  100,000  compared  to  a rate  of  20.1  for  the  city 
as  a whole.  The  reported  active  case  rate  was  1120.4 
compared  to  79.8  for  the  wdiole  city. 

Knowledge  of  such  a startling  tuberculosis  prob- 
lem stimulated  the  Philadelphia  Tuberculosis  and 
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Health  Association,  with  other  voluntary  agencies, 
to  conduct  organized  X-ray  surveys  among  skid  row 
inhabitants  as  far  back  as  1952.  The  prevalence  of 
serious  tuberculosis  was  almost  unbelievable,  but 
relatively  few  homeless  men  would  accept  an  X-ray. 
The  most  elaborate  promotional  schemes,  ranging 
from  individual  “buttonholing”  on  the  street  to 
offering  free  Sunday  dinners,  could  not  overcome 
the  evasiveness  of  skid  row  men. 

The  hope  of  reaching  a larger  number  of  these 
men  in  surroundings  more  conducive  to  cooperation 
led  to  the  plan  to  X-ray  the  nightly  yield  of  drunks, 
vagrants,  and  peace  disturbers  held  for  magistrate’s 
court  at  a city  police  station.  A proposal  to  conduct 
such  a survey  on  a demonstration  basis  was  laid 
before  the  chairman  of  the  Committee  on  Public 
Health  of  the  City  Council,  who  enthusiastically  car- 
ried the  plan  to  the  Mayor  and  the  Police  Depart- 
ment for  approval. 

Earlier  experience  with  homeless  men  served  to 
emphasize  the  importance  of  a well-organized  sur- 
vey procedure,  with  prompt  and  aggressive  follow- 
up. In  previous  surveys  between  the  time  of  the 
film  taking  and  the  time  when  results  became 
available,  a large  number  of  men  had  dropped  out 
of  sight.  An  address  given  by  a person  one  day,  if 
not  incorrect  to  begin  with,  was  likely  to  be  of  no 
value  in  locating  that  person  a few  days  later. 

A further  complication  was  that  one-night  hotels 
do  not  permit  the  men  to  remain  in  the  rooms  dur- 
ing the  day  when  public  health  nurses  ordinarily 
would  come  to  interview  them.  In  the  evening, 
when  the  men  might  be  “at  home,”  the  nurses  were 
not  available  to  seek  them  out. 

Facing  such  obstacles,  the  survey  team  put  much 
effort  into  pre-survey  consultations  among  staff 
members  from  the  Police  Department,  the  City  Divi- 
sions of  Tuberculosis  Control  and  Public  Health 
Nursing,  the  local  health  districts  and  the  volun- 
tary agencies. 

A portable  photofluorographic  unit  of  the  asso- 
ciation was  set  up  at  the  police  station  and  the  men 
who  had  been  picked  up  by  the  police  during  the 
night  were  offered  a chest  X ray  at  the  time  of  dis- 
charge after  a magistrate’s  hearing  in  the  morning. 
With  few  exceptions,  the  men  who  had  been  in 
custody  took  the  magistrate’s  offer  more  as  an  order 
than  an  invitation.  Almost  all  who  were  discharged 
during  the  period  of  the  survey  were  X rayed. 

Films  were  developed  on  the  day  of  exposure, 
except  on  week-ends,  and  were  read  the  next  morn- 
ing before  the  regular  work  day  of  the  city  public 
health  nurses.  Positive  reports  were  phoned  to  the 
health  center  in  the  appropriate  district,  enabling 
the  nurses  to  visit  the  address  of  the  person  with 
suspicious  findings  the  same  day,  which  except  on 
week-ends  was  the  day  after  the  film  had  been  tak- 
en. Cases  read  as  advanced  active  tuberculosis 
were  reported  directly  to  the  Division  of  Tubercu- 
losis Control  so  that  hospital  beds  could  be  made 
available  immediately. 

Persons  not  located  by  the  public  health  nurses 
during  the  day  were  reported  at  the  end  of  the  day 
to  two  male  investigators  who  continued  the  search 
at  night. 

In  the  six-week  period  1,750  persons  were  X- 
rayed.  Tuberculosis  was  read  in  151  films,  or  8.6 


per  cent.  Among  the  151  films  read  “tuberculosis” 
were  37  labelled  active  from  the  film  appearance 
alone.  This  diagnosis  was  confirmed  in  the  clinic 
in  20  of  the  37.  Another  diagnosis  was  reported 
for  6,  while  no  reports  were  available  on  the  re- 
maining 11.  Twelve  additional  active  cases  were 
diagnosed  among  persons  whose  survey  films  had 
been  read  “tuberculosis  of  indeterminate  activity,” 
giving  32  proved  active  cases  altogether,  a rate  of 
18  per  1,000.  Twenty-two  of  the  32  had  not  pre- 
viously been  known  to  the  Health  Department,  and 
at  least  half  of  the  10  previously  known  were  not 
under  supervision  at  the  time  of  the  survey. 

It  seems  likely  that  there  was  more  active  tuber- 
culosis in  the  group  than  the  rate  indicates,  since  no 
follow-up  diagnoses  were  available  on  30  per  cent 
of  those  whose  films  were  read  “probably  active” 
and  58  per  cent  of  those  read  “activity  indetermin- 
ate.” The  yield  of  active  disease  is  at  least  18 
times  greater  than  one  would  expect  in  the  popu- 
lation at  large  and  is  in  general  agreement  with 
reports  from  other  metropolitan  areas. 

Although  136  cases  read  tuberculosis  were  re- 
ferred for  further  study,  63  or  46  per  cent  failed 
to  appear  and  47  of  these  63  men  could  not  be  lo- 
cated. Within  24  hours  they  had  returned  to  the 
anonymity  of  skid  row.  Apparently  they  were  de- 
void of  any  permanent  ties  that  might  help  to  trace 
them  from  one  day  to  the  next. 

The  survey  resulted  in  hospital  treatment  for  11 
men  and  brought  or  returned  50  others  to  clinic 
supervision.  This  more  than  justified  the  expendi- 
ture of  money  and  effort.  At  the  same  time  the 
results  pointed  up  the  peculiar  problems  presented 
by  a skid  row  population  and  the  need  for  special 
techniques,  particularly  in  follow-up. 

Those  who  have  thought  of  homeless  men  as  vaga- 
bonds who  use  skid  row  only  as  a temporary  stop- 
ping place  were  surprised  to  discover  that  30  per 
cent  of  the  men  were  bom  in  Philadelphia  and  78 
per  cent  consider  Philadelphia  as  a place  of  perm- 
anent residence.  Of  those  who  listed  Philadelphia 
as  their  permanent  home,  97  per  cent  had  been 
in  the  city  over  six  months  and  three  out  of  four 
had  been  there  over  10  years. 

It  is  clear  that  the  skid  row  problem  goes  beyond 
the  consequences  of  any  one  disease,  even  such  a 
serious  disease  as  tuberculosis.  Skid  row  exists  be- 
cause the  men  on  it  are  incapable  of  making  an 
adequate  life  adjustment.  They  are  properly  to  be 
considered  among  the  mentally  or  emotionally  ill. 
Alcoholism  touches  most  of  them,  although  no  cate- 
gorical answer  can  be  given  to  the  question  whether 
the  men  are  homeless  because  they  drink  or  drink 
because  they  are  homeless. 

There  is  no  easy  solution  to  the  problem,  and 
some  authorities  believe  it  is  impossible  to  control 
tuberculosis  on  skid  row  without  controlling  skid 
row  itself.  Some  of  the  new  ideas  under  considera- 
tion in  Philadelphia  are  a separate  alcoholic’s  court 
with  an  associated  center  for  treatment  and  rehabil- 
itation, municipal  public  shelters  to  replace  flop 
houses,  certification  of  lodging  houses,  and  tuber- 
culosis hostels  to  supply  after-sanatorium  lodging 
for  homeless  men. 

One  of  the  greatest  needs  is  to  understand  the 
men  on  skid  row  better  than  we  do.  It  is  surprising 
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how  little  we  know  about  the  psychogenesis  of  skid 
row  personality  and  the  social  forces  than  tend  to 
perpetuate  it.  The  need  to  study  the  problem  in  a 
systematic  way  is  urgent. 

In  the  meantime,  case-finding  surveys  in  police 
stations,  prisons,  alcoholic  rehabilitation  centers  and 
the  like  will  give  the  richest  yield  of  new  significant 
cases  of  tuberculosis.  While  such  programs  in- 
evitably meet  frustrations  and  neither  rid  our  large 
cities  of  skid  rows  nor  skid  rows  of  tuberculosis, 
they  undoubtedly  reduce  the  pool  of  infected  per- 
sons and  thereby  help  to  control  tuberculosis  in  our 
cities. 

— By  Donald  J.  Ottenberg,  M.D.,  Bulletin,  National  Tubercu- 
losis Association,  June,  1956. 

FATAL  ACCIDENTS  IN  AUTUMN 
AND  WINTER 

Although  the  mortality  from  all  forms  of  acci- 
dents combined  in  our  country  reaches  its  peak  dur- 
ing the  summer,  there  are  certain  types  of  accidents 
that  take  their  heaviest  toll  in  the  autumn  or  win- 
ter. 

Unchallenged  as  the  leading  cause  of  accidental 
death  throughout  the  year,  motor  vehicle  mishaps 
kill  more  people  during  the  last  quarter  of  the  year 
than  during  any  comparable  period.  The  number 
of  the  fatally  injured  thus  rises  above  the  toll  in 
the  summer,  even  though  the  volume  of  travel  de- 
creases materially  after  the  vacation  season.  In  the 
years  1951-53  the  peak  month  for  motor  vehicle 
accident  fatalities  was  October.  Each  day  during 
this  three-year  period,  there  were,  on  the  average, 
about  103  lives  lost  in  the  United  States  from  in- 
juries sustained  in  motor  vehicle  accidents;  how- 
ever, during  the  month  of  October  the  daily  average 
was  virtually  118  deaths.  Even  more  pronounced 
was  the  monthly  variation  in  mortality  from  pedes- 
trian accidents  alone.  In  the  peak  month  for  such 
accidents — December — the  mortality  was  37  per  cent 
above  the  annual  average. 

Various  factors  contribute  to  make  the  latter 
part  of  the  year  the  most  hazardous  for  motor  ve- 
hicle travel.  With  the  reduced  hours  of  daylight, 
a larger  proportion  of  driving  is  done  during  dusk 
and  darkness.  Bad  weather  and  other  unfavorable 
driving  conditions,  including  the  danger  of  skidding 
on  wet  autumn  leaves,  play  their  treacherous  role. 
Another  factor  is  the  relatively  large  number  of 
holidays  that  occur  in  the  last  quarter  of  the  year; 
Christmas  time  has  had  the  worst  record  for  fatal 
motor  vehicle  accidents. 

Fatal  falls  are  at  a maximum  during  the  winter, 
but  their  seasonal  rise  is  less  than  that  for  any  of 
the  other  leading  causes  of  accidental  death.  In 
1951-53,  February  was  the  peak  for  falls,  but  the 
death  toll  in  that  month  was  only  8 per  cent  above 
the  annual  average. 

As  might  be  expected,  deaths  resulting  from  fires 
and  burns  by  other  means  occur  with  greatest  fre- 
quency during  the  cold  weather,  and  are  associated 
largely  with  the  increased  use  of  heating  facilities. 
Beginning  with  October,  the  mortality  from  such  ac- 
cidents rises  sharply  and  reaches  its  peak  in  De- 
cember, when  the  loss  of  life  is  more  than  IV2  times 
the  annual  average  and  more  than  three  times  the 


toll  in  August,  according  to  the  experience  in  1951- 
53.  However,  the  frequency  of  such  fatalities  re- 
mains high  throughout  the  winter. 

The  rise  in  the  mortality  from  poisonous  gas  with 
the  onset  of  colder  weather  is  likewise  associated 
with  the  increased  use  of  heating  facilities  in  the 
home.  Many  of  the  fatalities  result  from  improper- 
ly installed  or  defective  gas  or  coal  heaters.  In 
addition,  an  appreciable  number  of  deaths  are  due 
to  the  running  of  an  automobile  motor  in  a closed 
garage  or  in  cars  parked  on  the  street  or  highway. 
Gas  poisoning  shows  a wider  seasonal  variation 
than  any  of  the  other  causes  of  accidental  death, 
the  mortality  in  December  and  January  being  near- 
ly eight  times  that  in  July. 

Firearm  accidents  are  at  their  maximum  in  No- 
vember, reflecting  the  large  number  of  people  who 
go  hunting  in  our  country  during  that  time  of  year. 
During  1951-53,  fatal  injuries  from  firearm  mishaps 
in  November  exceeded  by  almost  80  per  cent  the 
annual  average;  the  excess  still  amounted  to  about 
40  per  cent  in  December.  Although  a considerable 
proportion  of  the  deaths  occur  when  hunters  acci- 
dentally shoot  themselves  or  other  sportsmen,  an 
appreciable  number  of  fatal  injuries  result  from  the 
careless  storing  and  handling  of  firearms  in  and 
about  the  home,  even  on  the  part  of  experienced 
people.  (Statistical  Bulletin,  Metropolitan  Life  In- 
surance Co.,  Nov.,  1955). 


However  successful  our  treatment  of  tuberculosis 
in  children  and  young  adults  may  be,  unless  we 
control  the  disease  in  the  higher  age  groups  we 
shall  be  a long  time  reducing  the  incidence  of  the 
disease  in  the  population.  The  active  cases  in  eld- 
erly men  and  women  are  going  to  form  the  hard 
core  of  infection  in  the  community  that  may  give 
rise  to  local  epidemics  of  acute  cases  among  the 
young  contacts.  It  behoves  us,  therefore,  to  discov- 
er, treat,  and  if  necessary  isolate  these  dangerous 
old  men  and  women  and  to  do  all  we  can  to  protect 
our  children  and  young  adults  from  the  risks  to 
which  they  are  exposed.  (F.R.G.  Heaf,  M.D.,  Royal 
Inst.  Pub.  Health  and  Hygiene,  November,  1955). 


Little  consideration  has  been  given,  until  very 
recently,  to  even  the  possibility  that  different  forms 
of  tuberculosis,  or  different  types  of  pulmonary 
tuberculosis,  might  be  more  satisfactorily  treated  by 
different  drug  regimens.  On  present  evidence,  it 
seems  highly  probable  that  the  best  management 
tuberculosis  will  prove  to  be,  not  a single  drug  regi- 
men which  is  optimal  for  all  cases  (as  seems  to 
have  been  the  goal  and  the  orientation  of  most  in- 
vestigations up  to  the  present  time),  but  that  dif- 
ferent regimens  will  be  found  to  best  suit  different 
forms  an  1 types  of  the  disease.  (Carl  Muschen- 
heim,  M.D.,  Am.  Rev.  Tuberc.,  July,  1955). 


There  is  much  evidence  that  the  immunity  result- 
ing from  primary  infection  in  childhood  is  bought 
at  a great  price.  The  risks  that  it  entails  are  not 
small,  since  tuberculosis  infections  that  remain  lat- 
ent during  the  early  years  of  life  may  flare  up  in 
the  form  of  overt  disease  after  puberty.  (Rene  Du- 
bos,  Am.  Rev.  Tuberc.,  Aug.,  1956). 
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CTERIAL  EFFICACY 

MYCETIN 

SENSITIVITY  OF  4 CLINICALLY  IMPORTANT  PATHOGENS 
TO  CHLOROMYCETIN  AND  TO  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 


100  90  80  70  60  50  40  30  20  10 


CHLOROMYCETIN  96.0% 


HEMOLYTIC 
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TRAINS 


ANTIBIOTIC  B 78.0°/ 
ANTIBIOTIC  C 92.0%  H 


CHLOROMYCETIN  94.2%; 
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•US 
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ANTIBIOTIC  A 48.3% 


ANTIBIOTIC  B 18.2% 


ANTIBIOTIC  C 47.5% 
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CHLOROMYCETIN  45.1% 
ANTIBIOTIC  A 51.2% 
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ANTIBIOTIC  C 3.6% 


ERICHIA  COLI 

STRAINS 


CHLOROMYCETIN  65.9% 

ANTIBIOTIC  A 59.2% 
ANTIBIOTIC  C 60.5% 


^ This  graph  is  adapted  from  Rantz  and  Rantz.4  It  is  based  on  in  vitro 
studies  of  bacteria  freshly  isolated  from  clinical  materials. 
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Current  Comment 

The  Month  in  Washington — 

The  Army’s  Office  of  Dependent  Medical 
Care,  handling  the  new  program  that  offers 
private  medical  care  to  service  families,  is 
working  on  some  long-  and  some  short-range 
plans  of  importance  to  state  societies. 

To  meet  a problem  coming  up  in  the  next 
few  months,  the  office  is  notifying  states 
that  contracts  for  physicians’  services,  nego- 
tiated through  the  state  societies  last  fall, 
will  be  extended  automatically  when  their 
expiration  date  of  July  1 arrives.  How- 
ever, there  is  no  definite  time  period  set  for 
any  of  the  extensions;  each  contract  will  be 
continued  in  effect  until  that  particular 
state’s  agreement  has  been  renegotiated. 

When  the  contract  is  extended,  according 
to  Maj.  Gen.  Paul  I.  Robinson,  head  of  the 
Office  of  Dependent  Medical  Care,  it  will  be 
possible  to  make  necessary  adjustments,  but 
he  hopes  not  too  many  changes  will  be  asked 
at  that  time. 

Then,  after  July  1,  each  state  will  be  given 


INDEX 

EDITORIAL— 

Medical  Education 153 

The  NSMA  Formulary 153 

This  Year  in  Congress 154 

ORIGINAL  SECTION— 

Controlled  Passenger  Deceleration  in 

the  Automobile 155 

Horace  E.  Campbell,  M.D.,  F.A.C.S. 

Pelvic  Endometriosis — A Review  of 

101  Consecutive  Cases 159 

Hiram  D.  Hilton,  M.D. 

Some  Practical  Points  in  the  Treatment 

of  Orthopedic  Trauma  in  Children 165 

Vernon  C.  Turner,  M.D. 

An  Open  Psychiatric  Division  in  a 

General  Hospital 171 

Robert  J.  Stein,  M.D. 

Abstracts  174 

ORGANIZATION  SECTION— 

Coming  Meetings 176 

News  and  Views  176 

Announcements  180 

Human  Interest  Tales 182 

Proceedings  of  the  Board  of  Councilors 183 

Proceedings  of  the  House  of  Delegates 207 

Know  Your  Blue  Shield  Plan 214 

The  Woman’s  Auxiliary 215 


60  days’  notification  before  Defense  Depart- 
ment makes  its  final  audit  covering  the  peri- 
od from  December  7,  1956,  when  the  pro- 
gram went  into  effect,  through  June  30, 
1957.  This  audit  has  been  promised  in  each 
state  before  renegotiation  starts. 

Both  the  state  fiscal  agents  and  Gen.  Rob- 
inson’s staff  should  be  well  prepared  for  re- 
negotiations when  the  time  arrives.  No  re- 
negotiations will  be  undertaken  until  Janu- 
ary, 1958.  They  will  continue  for  most  of 
next  year,  on  a tentative  schedule  that  calls 
for  handling  about  five  contracts  per  month. 

Under  this  tentative  arrangement,  the 
contract  with  the  Nebraska  State  Medical 
Association  will  be  renegotiated  during  the 
month  of  September. 

If  any  large-scale  health  and  medical  pro- 
gram is  to  be  pushed  through  Congress  this 
year,  most  of  the  pushing  will  be  done  by 
the  Democrats,  who,  in  control  on  Capitol 
Hill,  can  get  what  they  want,  in  theory  at 
least. 

Announcing  that  the  idea  of  a special 

(Continued  on  page  17-A) 
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Current  Comment 

(Continued  from  page  4- A) 

presidential  health  message  had  been 
dropped  for  this  year,  Secretary  Folsom  also 
said  the  Republican  administration  would 
press  for  only  three  major  health-medical 
bills.  All  three,  incidentally,  were  before 
Congress  last  year  but  were  not  acted  upon. 
They  are : 

1.  Federal  assistance  to  medical,  dental, 
and  public  health  schools  to  help  them  build 
and  equip  new  teaching  facilities  or  improve 
and  expand  existing  classrooms  or  labs. 

2.  Waiver  of  the  anti-monopoly  laws  to 
permit  small  companies  (none  doing  more 
than  one  per  cent  of  the  total  business)  to 
pool  some  of  their  funds  for  experimental 
work  in  expanding  voluntary  health  insur- 
ance. 

3.  Authorization  for  construction  of  san- 
itary facilities  on  Indian  reservations. 

In  outlining  these  legislative  objectives  of 
the  administration,  the  Secretary  took  the 
opportunity  to  make  clear  he  doesn’t  think 
much  of  one  bill  that  has  the  ardent  support 
of  some  Democrats  and  of  some  labor  lead- 


ers. It  would  have  the  U.S.  pay  for  60  days’ 
free  hospitalization  annually  for  persons 
aged  65  and  over  who  are  under  social  se- 
curity, and  their  dependents  if  also  over 
65. 

Mr.  Folsom  said  the  social  security  admin- 
istration has  all  it  can  do  administratively 
to  put  into  effect  the  major  amendments 
passed  last  year,  and  that  besides  the  “hos- 
pitalization at  65”  plan  skirts  so  close  to  the 
area  of  compulsory  health  insurance  that  it 
should  be  regarded  cautiously. 

NOTES: 

A House  committee,  making  a survey  of 
the  cost  of  veterans’  programs,  has  been 
asked  by  VA  Administrator  Harvey  Higley 
to  ponder  this  question:  Should  more  VA 
hospitals  be  constructed  when  we  know  be- 
yond doubt  that  they  will  be  largely  for  the 
benefit  of  non-service-connected  cases? 

As  anticipated,  pressure  already  is  on 
Congress  to  drop  or  lower  the  age  limit  for 
OASI  payments  because  of  disability.  Many 
bills  have  been  introduced  on  the  subject. 

Congressmen  are  hearing  again  from  the 
(Continued  on  page  43-A) 
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EDITORIAL 

MEDICAL  EDUCATION 

The  Annual  Congress  devoted  to  educa- 
tion and  licensure  of  physicians  took  place 
in  Chicago  this  year,  from  Febr.  9 to  12. 
Sponsored  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  A.M.A.,  other  par- 
ticipants were  the  Advisory  Board  for  Med- 
ical Specialties  and  the  Federation  of  State 
Medical  Boards  of  the  United  States. 

From  1900  to  1920,  the  Council  interested 
itself  chiefly  in  undergraduate  study  of 
medicine.  In  1915,  its  attention  began  to  be 
directed  toward  postgraduate  education,  at 
first,  only  the  internship.  At  present,  for 
every  100  undergraduates  there  are  108 
physicians  receiving  some  kind  of  formal 
postgraduate  training. 

There  seems  to  be  little  concern  about  the 
formal  postgraduate  training.  The  areas 
causing  greatest  concern  are  the  undergrad- 
uate and  the  postgraduate  training  for  the 
general  practitioner. 

The  “breadth  and  depth’’  of  medical 
knowledge  has  become  so  great  that  it  can 
not  be  crowded  into  the  four  undergraduate 
years.  One  speaker  in  particular  stressed 
the  advisibility  of  having  the  student  make 
some  contact  with  research,  even  if  he  has 
to  interrupt  his  regular  course  for  a year. 
The  questions  are  being  asked  whether  the 
undergraduate  student  needs  to  memorize 
every  fact  presented  to  him ; whether  it  may 
not  be  time  for  teachers  to  get  together  and 
select  the  more  important  items  and  elimin- 
ate those  of  less  importance;  and  whether 
there  is  not  now  necessity  to  ensure,  by  con- 
ferences between  teachers  and  departments, 
that  there  be  little  or  no  repetition  in  teach- 
ing. 

In  regard  to  the  general  practitioner,  it 
was  pointed  out  that  about  sixty-four  per 
cent  of  medical  care  to  the  American  people 
is  administered  by  him.  If  the  quality  of 
this  care  is  to  be  improved,  then  it  is  im- 
portant to  make  better  general  practitioners. 
How  to  accomplish  this  is  a question  often 
raised  and  never  answered.  In  the  face  of 
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the  fact  that  more  than  sixty  per  cent  of  the 
surgery  in  the  United  States  is  done  by 
general  practitioneers,  the  professor  of  sur- 
gery invariably  says  competent  surgeons 
can  only  be  made  by  formal  training  in  this 
specialty  for  the  allotted  five  years.  The 
representatives  of  the  other  specialties, 
somewhat  less  adamant,  doubt  that  good  pe- 
diatritians,  obstetricians,  gynecologists,  et 
cetera,  can  be  produced  during  a residency 
of  two  or  three  years  in  the  course  of  which 
all  these  subjects  must  be  covered. 

It  is  obvious  that  the  general  practitioner 
can  not  spend  the  full  time,  postgraduate, 
required  to  make  him  a specialist  in  all  these 
various  fields.  He  would  be  still  in  the 
course  of  formal  instruction  when  the  age  of 
retirement  arrived,  and  might  have  forgot- 
ten the  things  he  learned  first. 

It  would  seem  that  the  American  Academy 
of  General  Practice  could  determine  what 
the  generalist  needs  as  postgraduate  prepar- 
ation — something  he  can  master  in  two  or 
three  years.  Having  determined  this,  there 
should  be  ample  opportunity  to  implement 
the  program.  Those  offering  such  resi- 
dencies should  try  wholeheartedly  and  en- 
thusiastically to  deliver  the  greatest  amount 
of  practical  knowledge  in  the  allotted  time. 

Annual  rehashing  of  the  needs  of  the  gen- 
eralist by  professors  and  by  other  persons 
closely  allied  with  the  making  of  specialists 
bids  fair  to  delay  or  to  defeat  the  whole  ef- 
fort. As  things  are  at  present,  the  doctor 
who  is  expected  to  cover,  adequately,  the 
largest  field  is  given  the  shortest  period  of 
preparation.  If  it  be  true,  as  someone  re- 
marked at  the  Congress,  that  the  doctor  must 
go  through  his  professional  life  drawing 
adequate  conclusions  from  inadequate  data, 
this  applies  doubly  to  the  generalist.  Why 
not  have  more  action  and  less  conversa- 
tion ? If  a trial  of  one  scheme  does  not  work 
well,  it  can  be  altered. 

THE  NSMA  FORMULARY 

The  Formulary  of  the  Nebraska  State 
Medical  Association  was  published  and  dis- 
tributed in  the  early  part  of  1953.  Produc- 
tion of  this  first  edition  required  more  than 
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a year  of  work  before  publication.  Planning 
and  work  on  the  project,  begun  at  the  Lin- 
coln General  Hospital,  was  eventually  taken 
over  and  completed  by  the  state  medical  as- 
sociation. It  became,  indeed,  a product  of 
the  association. 

The  primary  objective  in  making  a formu- 
lary was  to  simplify  the  selection  of  drugs 
under  standard  names — names  to  be  found 
in  the  U.S.  Pharmacopeia,  the  National 
Formulary,  or  in  New  and  Nonofficial  Rem- 
edies. The  saving  to  be  had  by  specifying 
these  preparations  rather  than  the  same  or 
similar  drugs  under  trade  names  is  consider- 
able. Passing  this  saving  on  to  the  patient 
is  certain  to  improve  our  public  relations. 

At  the  time  of  publication  of  our  Formu- 
lary, plans  were  said  to  have  been  made  and 
to  be  actually  in  operation  to  accomplish  fre- 
quent revisions;  in  fact,  a continuing  revi- 
sion by  the  use  of  quarterly  supplements. 
During  the  more  than  three  years  since  pub- 
lication there  have  been  no  revisions. 

The  need  for  a formulary  such  as  ours  is 
still  with  us.  In  fact,  the  production  and 
marketing  of  new  drugs,  or  of  old  drugs  un- 
der new  names,  has  increased  in  fury.  Be- 
sides the  high  cost  of  many  of  our  new 
drugs,  the  prices  of  all  medicines  and  appli- 
ances have  steadily  advanced.  This  rise  in 
price  has  paralleled  the  cost  of  living  in  gen- 
eral, albeit  not  to  the  same  level,  percentage- 
wise. If  there  was  need  for  a good  formu- 
lary in  1953,  that  need  persists  and  has 
grown  even  greater. 

It  is  somewhat  surprising  that  a formu- 
lary as  outdated,  incomplete,  and  inadequate 
as  ours  is  still  being  used.  Upon  enquiry, 
however,  it  is  found  that  there  still  is  wide- 
spread usage  of  this  booklet.  Medical  insti- 
tutions and  governmental  agencies  still  de- 
pend upon  it  to  a certain  extent. 

Revision  is  needed  to  put  this  project  back 
on  its  feet.  Revised  versions  such  as  were 
planned  originally  should  be  distributed 
yearly.  During  the  interval  between  dis- 
tributions of  revised  versions,  quarterly  sup- 
plements should  be  placed  in  the  hands  of 
physicians,  druggists,  hospitals,  and  any  in- 
terested governmental  subdivisions.  We 
have  been  told  that  such  revised  editions  of 
the  Formulary  will  be  published  at  an  early 
date,  and  that  revision  is  planned  to  be  a 
continuous  process.  If  these  plans  are  now 
made  operative,  the  Formulary  of  the  Ne- 


braska State  Medical  Association  will  grow 
in  use  and  popularity,  and  its  existence  will 
be  amply  justified. 

THIS  YEAR  IN  CONGRESS 

The  contents  of  A.M.A.  Washington  Let- 
ters 85-2  and  85-3  suggested  that  this,  the 
85th  Congress,  would  show  no  less  avidity 
for  the  introduction  and  support  of  health- 
bills  than  its  predecessors.  The  first  seven 
days  of  this  Congress  saw  the  introduction 
of  140  bills  having  sufficient  medical  sig- 
nificance to  require  analysis  and  continued 
observation. 

The  important  subjects  of  proposed 
“health-medical”  legislation,  as  reflected  in 
the  bills  introduced  during  that  first  week, 
concern  veterans,  tax  deferment  (Jenkins- 
Keogh),  social  security,  aging,  Public  Health 
and  health  insurance,  and  other  somewhat 
less  important  items. 

Bills  referring  to  veterans’  hospitals  may 
be  placed  in  two  categories  at  present — to 
restrict  and  to  liberalize  admissions.  H.R. 
58  and  H.R.  57,  aim  at  an  act  to  consolidate, 
and  to  make  more  uniform,  veterans’  laws 
dealing  with  compensations,  pensions,  hos- 
pitalization, and  burial  benefits  for  veterans. 

On  the  other  hand,  a number  of  bills  were 
introduced  that  would  broaden  the  concep- 
tion of  presumptive  service  connection  in 
such  conditions  as  leprosy,  chronic  and  trop- 
ical diseases,  and  malignant  tumors. 

The  subject  of  aging  population  seems  to 
have  aroused  great  enthusiasm  among  legis- 
lators. Bills  have  been  introduced  seeking 
to  establish  a fact-finding  commission.  Such 
a commission  would  study,  investigate,  and 
hold  hearings  on  problems  arising  from  the 
increased  proportion  of  older  persons  in  our 
population;  and  on  remedial  measures  in- 
cluding care  in  the  home,  use  of  foster-home 
facilities,  recreational  centers,  and  provision 
of  institutional  facilities  for  the  chronically 
ill.  It  is  proposed,  also,  to  establish  a Bu- 
reau of  Older  Persons  within  HEW.  The 
latter  proposal  suggests  an  appropriation  of 
considerable  size  for  distribution  to  states 
and  to  nonprofit  institutions  and  organiza- 
tions to  promote  development  of  certain 
plans  for  the  aged. 

The  matter  of  legislation  in  the  “health- 
medical”  field  seemed,  even  at  the  end  of  a 
week,  to  be  limited  only  by  lack  of  imagin- 
( Continued  on  page  213) 
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Controlled  Passenger  Deceleration 

In  the  AUTOMOBILE* 


The  message  to  the  physician,  embodied  in  this 
paper,  is  well  supported  by  facts  and  figures. 
Doctors  should  make  use  of  safety  devices  to  pre- 
vent injury  if  and  when  they  have  automobile 
accidents.  The  only  safety  device  of  great  value 
at  this  time  is  the  seat-belt.  Not  only  will  the 
physician  protect  himself  and  his  passengers,  but 
he  will  set  a good  example  for  others.  His  other 
obvious  duty  is  to  add  his  effort  to  that  of  other 
interested  parties  to  induce  manufacturers  of 
automobiles  to  apply  every  safety  device  that  is 
of  proven  value  in  the  construction  of  new  models. 

—EDITOR 

THIS  study  had  its  inception  in 
the  Autumn  of  1952.  When  Dr. 
William  Liggett,  an  internist, 
became  president  of  the  Colorado  State  Med- 
ical Society  at  that  time,  he  was  determined 
to  see  if  organized  medicine  might  make 
some  contribution  to  the  motorcar  injury 
problem  besides  increasing  the  efficiency  in 
the  care  of  these  victims.  He  appointed  a 
special  committee  to  study  the  problem.  Dr. 
McDonald  Wood  was  the  first  chairman,  and 
we  still  are  operating  under  the  impetus  and 
direction  which  he  imparted.  When  I was 
asked  to  serve,  my  principal  reaction  was  to 
wonder  what  possible  contribution  doctors 
could  make ; it  seemed  to  me  entirely  a prob- 
lem for  the  traffic  engineers  and  the  police. 
As  Charlotte  Montgomery  has  said,  “For  a 
long  time  most  safety  thinking  was  dedicat- 
ed to  the  dream  of  preventing  accidents/’ 

We  set  about  to  acquire  literature  even 
remotely  concerned  with  the  problem.  An 
early  acquisition  was  Lombard’s  “Human 
Tolerance  to  Forces  Produced  by  Accelera- 
tion,” as  was  Bierman’s  “The  Protection  of 
the  Human  Body  from  Impact  Forces  of  Fa- 
tal Magnitude.”  Any  reading  on  this  sub- 
ject must  include  De  Haven’s  fascinating 
“Mechanical  Analysis  of  Survival  in  Falls 
from  Heights  of  Fifty  to  One  Hundred  and 
Fifty  Feet”  together  with  the  continuing 
contributions  by  this  pioneer.  We  can  not 
claim  to  have  read  everything,  but  we  have 
a formidable  pile  of  literature.  Miss  Prime, 
at  the  College  Library  in  Chicago,  has  three 
identical  kits  of  definitive  literature  on  de- 
celeration which  will  be  loaned  on  request. 

In  a very  few  months  the  solution  to  the 
problem  of  motorcar  injuries  became  crystal 

♦Read  at  the  Eighty-eighth  Annual  Session  of  the  Nebraska 
State  Medical  Association,  May  17,  1956. 


HORACE  E.  CAMPBELL.  M.D..  F.A.C.S. 

Chairman,  Automotive  Safety  Committee, 
Colorado  State  Medical  Society 
Denver,  Colorado 

clear,  and  the  increasing  information  of  the 
subsequent  years  serves  only  to  confirm  the 
impression.  No  one  has  stated  it  better,  it 
seems  to  me,  than  William  W.  Harper  of 
Pasadena.  He  is  a physicist  and  ballistics 
expert,  and  an  earlier  contribution  of  his 
related  to  reconstructing  a traffic  accident 
from  the  evidence  of  skid  marks.  His  arti- 
cle appeared  in  the  Journal  of  Criminal  Law, 
Criminology , and  Police  Science  of  Novem- 
ber-December  of  1952.  I have  quoted  it 
many  times,  but  it  still  retains  for  me  the 
crispness  and  clarity  that  it  had  when  I first 
encountered  it. 

“Let  us  assume  that  a vehicle  collides  with 
a solid  fixed  object  at  a speed  of  thirty  miles 
per  hour.  Let  us  assume  further  that  the 
car  is  crushed  in  a distance  of  two  feet.  This 
represents  a deceleration  rate  of  483  feet  per 
second  per  second.  Such  a deceleration  is 
fifteen  times  the  acceleration  of  gravity, 
which  is  32.2  feet  per  second  per  second.  This 
unit  of  gravity  is  called  the  G.  For  conveni- 
ence, we  say  that  the  vehicle  suffered  a 15G 
crash. 

“But  how  does  the  vehicle  occupant  behave 
in  such  a crash?  At  the  moment  of  impact 
he  has  the  same  velocity  as  the  vehicle.  As 
the  vehicle  crashes  to  a full  stop  he  continues 
forward  at  almost  the  same  speed  of  thirty 
miles-per-hour  and  collides  with  the  dash 
and  windshield.  By  the  time  his  body 
reaches  these  objects  they  are  at  rest,  or 
nearly  so.  Assuming  that  the  combined 
crushing  of  his  body  and  vehicle  interior  will 
reduce  his  velocity  to  zero  in  a distance  of 
two  inches,  he  will  have  suffered  a decelera- 
tion of  almost  5,800  feet  per  second  per  sec- 
ond, or  180  G’s. 

“Although  the  occupant  might  have  sur- 
vived without  injury  the  15G  crash  of  the 
vehicle,  he  cannot  escape  injury  or  death 
from  the  180G  crash  of  his  body  against  the 
interior  of  the  vehicle. 

“The  physics  of  injury  tells  us  something 
which  seems  paradoxical:  If  the  occupant 
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wore  the  car,  as  he  would  a suit  of  armor, 
the  crushing  of  the  car  exterior  in  a colli- 
sion would  absorb  tremendous  amount  of  im- 
pact energy  and  protect  him  from  bodily  in- 
jury. The  occupant  would  be  spared  injury 
unless  his  passenger  space  become  exten- 
sively crushed.  But  for  some  unexplained 
reason  the  teachings  of  physics  have  never 
been  understood  or  accepted  by  the  motorist 
— so,  rather  than  ‘strap  on’  the  vehicle  and 
take  advantage  of  its  protective  armor  in  a 
crash,  the  motorist  watches  the  vehicle 
crash  relatively  slowly  to  a stop  and  then 
dashes  himself  violently  to  pieces  against  its 
interior ! This  makes  no  sense  at  all,  but  is 
still  standard  practice  after  50  years  of  au- 
tomotive accident  history.” 

The  problem  is  largely  one  of  preventing 
head  injury.  Keeping  in  mind  the  facts  and 
forces  that  Mr.  Harper  described,  consider 
the  known  facts  regarding  the  human  skull. 
Dropped  upon  a smooth,  hard,  unyielding 
surface  from  any  height  above  five  feet,  a 
fracture  is  almost  inevitable.  Brain  dam- 
age is  even  more  likely  to  occur,  and  it  is 
postulated  that  a fall  from  only  forty  inches 
upon  a hard,  unyielding  surface  is  the  upper 
limit  of  toleration.  If  the  contacting  sur- 
face is  not  smooth,  a fall  of  only  a foot  or 
more,  equivalent  to  a speed  of  eleven  miles 
per  hour,  will  result  in  a depressed  fracture 
of  the  skull. 

Thus  it  becomes  clear  why  so  many  people 
are  killed  and  injured  in  motorcars.  Despite 
the  millions  of  passenger  miles  that  are  ac- 
complished without  mishap,  there  are  thou- 
sands of  instances  where,  for  one  reason  or 
another,  the  car  stops  suddenly  or  changes 
direction  markedly.  The  people  keep  on 
going  at  the  original  speed  and  in  the  or- 
iginal direction  and  come  to  grief  upon  the 
hard  unyielding  surfaces  of  the  car’s  interior 
or  upon  curbs  or  trees  outside  the  car.  The 
amazing  point,  to  one  who  studies  this  prob- 
lem, is  the  large  number  of  relatively  mild 
crashes  and  collisions  which  result  fatally. 
This  becomes  clear  when  one  understands 
how  susceptible  is  the  head  to  rather  trivial 
blows. 

The  solution  that  is  occurring  to  everyone 
of  you  is  the  crash  helmet.  The  steel  helmet 
came  in  with  the  First  World  War,  and  is 
widely  accepted  now  in  industry.  The  mem- 
bers of  the  racing  fraternity  wear  a plastic 
version  as  a badge  of  courage,  and  motor- 
cycle cops  are  now  adopting  it  at  long  last. 


It  is  a logical  but  not  very  practical  solution 
for  our  problem. 

It  is  much  more  practical  to  seek  to  pre- 
vent the  head  from  striking  anything.  This 
can  be  achieved  by  holding  the  motorist  in 
his  seat  by  means  of  a seat  belt.  It  will  oc- 
cur at  once  to  many  of  you  that  the  head 
can  still  swing  forward  and  hit  the  instru- 
ment panel.  This  can  be  obviated  by  wear- 
ing a shoulder  strap  in  addition  to  the  seat 
belt.  We  have  them  on  the  car  that  we  use 
for  crosscountry  travel,  and  we  like  them. 
They  reduce  driving  fatigue  remarkably. 
One  just  leans  into  the  strap  on  the  curves, 
instead  of  moving  constantly  to  maintain 
equilibrium.  My  wife  says  that  belts  and 
shoulder  straps  are  worth  while  just  for 
driving  comfort,  quite  apart  from  any  role 
in  injury  prevention. 

The  engineers  at  Cornell  have  pointed  out 
that  while  the  belt  alone  still  lets  the  head 
hit  the  instrument  panel,  the  energy  of  the 
blow  is  much  reduced.  The  energy  that  the 
weight  of  the  body  would  contribute  to  the 
blow  to  the  head  has  been  subtracted.  Im- 
portantly, too,  the  head  cannot  strike  the 
windshield  with  its  great  laceration-poten- 
tial, and  cannot  strike  the  windshield  frame 
which  is  particularly  solid  and  unyielding. 

It  then  becomes  apparent  that  the  instru- 
ment panel  should  be  so  constructed  and 
padded  that  it  can  receive  the  head  and 
bring  it  to  a stop  without  injury.  A begin- 
ning has  been  made  in  this  regard,  but  the 
padding  is  still  inadequate.  My  own  person- 
al idea  in  this  field  is  that  the  instrument 
panel  should  be  abandoned  on  the  right  two- 
thirds  of  the  car.  It  is  not  an  essential  item. 
The  instruments  proper  have  been  collected 
where  they  should  be  directly  in  front  of 
the  driver.  The  slanting  windshield  luckily 
provides  increased  distance  in  this  area,  and 
this  area  should  be  kept  as  completely  un- 
occupied space  into  which  passengers  in  the 
front  seat  can  swing  without  hitting  any- 
thing at  all. 

This  would  all  seem  to  be  an  argument 
for  the  seat  belt  per  se.  It  is  not  meant  to 
be.  The  seat  belt  was  devised,  in  1913,  to 
hold  the  pilot  of  an  open  cockpit  airplane  in 
his  seat  in  rough  weather.  As  the  years 
have  rolled  along  the  belt  has  been  called 
upon  to  do  a great  deal  more,  and  it  has  re- 
sponded admirably.  I think  that  something 
better  can  and  will  be  devised.  Already 
some  California  engineers  have  described  a 
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simple  shoulder  harness  which  may  be  even 
easier  to  use  than  a simple  belt,  and  will  pro- 
tect the  head  much  better  than  a belt.  The 
trouble  is  that  the  car  seat  will  have  to  be  a 
great  deal  stronger  than  any  now  available, 
and  thus  the  belt  remains,  at  the  moment, 
the  best  device  for  the  current  automobile. 
It  points  up  the  basic  need,  i.e.,  that  the  au- 
tomobile be  designed,  and  re-designed  as  a 
whole,  with  safety  as  the  prime  requisite. 
The  goal  will  not  be  achieved  by  adding  a 
dab  of  padding  here  and  a hank  of  webbing 
there.  This  is,  of  course,  all  that  can  be  done 
to  the  cars  now  on  the  road.  But  doctors  in 
this  country  must  bring  their  influence  to 
bear  as  individuals  and  as  a group  to  cause 
the  motorcar  manufacturers  to  provide  us 
with  a car  designed  from  the  ground  up  for 
safety. 

But  in  the  car  that  you  have  now,  what 
will  the  seat  belt  do?  First  of  all,  it  will 
keep  one  in  the  car.  This  alone  doubles  the 
chance  of  survival.  The  idea  that  one  is 
safer  to  be  “thrown  clear,”  as  the  saying  is, 
is  not  borne  out  by  careful  investigation. 

Next,  it  will  reduce  the  severity  of  head 
injury.  It  will  not  always  prevent  head  in- 
jury but  it  will  reduce  the  energy  of  the 
blow.  This  has  been  proved  beyond  all 
doubt  in  a study  by  Cornell  of  1,039  surviv- 
ors of  light  plane  crashes,  thirty-nine  of 
whom  had  forgotten  to  fasten  their  belts. 
Head  injury  was  present  in  32.8  per  cent  of 
the  one  thousand  belted  survivors,  and  in 
84.6  per  cent  of  the  non-belted.  Dangerous 
head  injury  was  present  in  15.3  per  cent  of 
the  one  thousand,  and  in  forty-one  per  cent 
of  the  thirty-nine. 

And,  finally,  the  belt  will  not  “cut  one  in 
two,”  as  you  may  have  heard.  Only  nine 
out  of  the  one  thousand  belted  survivors  had 
severe  injuries  due  to  the  belt  and  this  in 
spite  of  the  fact  that  221  persons  actually 
broke  their  belts. 

Some  may  hesitate  to  translate  aeroplane 
crash  experience  into  motorcar  expectancy. 
Fortunately,  enough  people  have  felt  that  it 
was  logical  to  do  this  that  we  have  an  in- 
creasing series  of  automobile  crashes  with 
belts.  While  there  must  be  a large  number 
that  we  have  not  heard  about,  nevertheless, 
we  know  of  some  eighty-seven  crashes  of 
motorcars  in  which  belts  had  been  installed. 
There  were  eight  fatalities.  Four  of  these 
were  persons  who  had  not  fastened  their 
belts.  One  man  was  “just  going  to  the  cor- 


ner store”  and  had  two  intersections  to 
cross.  He  was  hit  at  the  second  intersection, 
was  thrown  from  his  car,  and  was  killed  by 
hitting  the  curb.  The  other  four  fatalities 
were  in  open  cars,  two  of  which  overturned. 
While  some  feel  that  belts  should  not  be 
used  in  open  cars,  we  have  records  of  sev- 
eral crashes  of  open  cars  in  which  belts  were 
life  saving.  The  only  logical  conclusion  is 
that  open  cars  are  more  dangerous  than 
closed  cars.  There  were  three  serious  in- 
juries, two  of  which  would  have  been  pre- 
vented by  shoulder  straps.  The  remainder 
rode  out  some  astounding  crashes  and  rolls 
with  only  minor  injury  and  in  most  cases 
with  no  injury  at  all. 

Mr.  A.  E.  Hotchner,  a feature  writer  who 
lives  in  Connecticut,  has  assembled  a large 
series.  He  writes: 

“The  survey  which  I ran  involved  114  re- 
ported cases,  serious  accidents  in  which 
seat  belts  and  other  safety  equipment  were 
in  use.  Two  deaths  were  reported,  one  in  a 
convertible,  the  other  a freak  accident  where 
a fence  pole  rammed  through  the  driver’s 
window  . . .There  were  seven  cases  in  which 
injuries  were  sustained  that  were  described 
as  serious,  fourteen  in  which  moderate  in- 
juries resulted  and  ninety-one  in  which 
there  were  no  injuries,  or  very  slight  ones. 

“I  asked  some  of  the  experts  what  the 
normal  ratio  of  fatalities  and  serious  injuries 
would  be  in  114  similar  cases  where  safety 
equipment  was  not  used.  The  consensus: 
around  fifty-seven  or  fifty-eight.” 

Combining  these  two  series  in  which  there 
are  probably  some  duplications,  there  were, 
in  some  two  hundred  cases,  six  deaths  (elim- 
inating the  four  who  did  not  have  their  belts 
fastened)  and  ten  serious  injuries.  I have 
been  saying  all  along  that  belts  would  pre- 
vent eighty  to  ninety  per  cent  of  the  current 
motorcar  fatalities.  This  has  been  said  to 
be  much  too  optimistic  but  would  seem  to  be 
in  line  with  these  two  hundred  crash  inci- 
dents. 

1 am  sure  that  most  of  you  are  saying, 
“Yes,  I know,  but  I do  not  drive  like  that. 
I have  driven  cars,  boy  and  man,  for  forty- 
five  years  now  and  have  not  dented  a fen- 
der. Now  my  wife,  of  course  . . .” 

Let  me  tell  you  of  a few  cases. 

It  is  amazing  how  many  are  of  the  type 
where  an  approaching  car  cut  suddenly  to 
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the  left  in  front.  You  remember  the  lady 
who  wrote  of  her  crash  experience  in  the 
Saturday  Evening  Post  for  January  30, 
1954.  She  said  of  seat  belts,  “Now  they  tell 
me.” 

One  of  the  most  convincing  cases  involves 
a head-on  crash  between  two  cars.  All  four 
victims  were  taken  to  the  same  hospital.  The 
man  and  wife  in  the  car  with  belts  were  re- 
leased the  next  morning,  having  been  kept 
overnight  for  observation.  By  that  time,  the 
wife  in  the  other  car  had  died,  and  the  hus- 
band spent  six  weeks  in  the  hospital. 

Doctors  are  not  immune.  We  know  of 
seven  recent  cases,  four  saved  by  the  belts, 
and  three  who  would  have  been. 

One  of  my  colleagues  had  been  giving  me 
quite  a bit  of  trouble.  One  day  I saw  him 
get  into  his  car  and  fasten  his  seat  belt.  I 
could  hardly  believe  my  eyes.  I burst  out, 
“Hey,  what  happened.”  I saw  at  once  that 
it  was  the  wrong  thing  to  say.  He  told  me 
the  tale. 

His  brother-in-law,  “a  good  guy  and  a 
good  driver,”  found  himself  confronted  by 
another  car.  Competence  and  skill  were  of 
no  use  here.  He  sustained  a fractured 
sternum,  a jaw  fractured  in  four  places, 
and  a deep  puncture  wound  of  the  neck. 
“My  sister  sustained  multiple  lacerations  of 
the  face  and  neck.  And  you  know  the  first 
thing  my  brother-in-law  said  to  me?  ‘I  have 
been  going  to  get  those  damn  belts  for  the 
last  six  months.  Why  didn’t  I,  oh,  why  did- 
n’t I?”  And  then  my  colleague  said,  “I  fig- 
ured this  was  close  enough,  so  I got  ’em,  boy, 
I’ve  got  them.” 

Do  you  know  how  many  people  go  through 
this  harrowing  experience  in  this  country 
every  year?  Over  a million.  While  I have 
been  talking  here,  two  people  have  been 
killed  in  motorcars  and  over  sixty  have  been 
injured.  And  this  goes  on  relentlessly,  every 
minute,  day  and  night.  It  all  adds  up  to 
35,000  or  more  killed  every  year,  and  what 
is  perhaps  more  important,  about  100,000 
permanently  disabled. 

There  are  thousands  of  causes  of  acci- 
dents, some  obscure  and  some  all  too  flag- 
rant. But  there  is  only  one  cause  of  injury 
and  death — sudden  arrest  of  motion  against 
the  interior  of  the  car  or  against  objects  by 
the  side  of  the  road.  All  these  diverse  caus- 
es of  accidents  are  concentrated  into  a small 
area  in  space  measuring  about  two  feet  by 


two  feet,  i.e.,  the  width  of  your  shoulders 
and  the  distance  from  your  head  to  the  wind- 
shield. In  this  small  area  may  be  concen- 
trated forces  capable  of  preventing  almost 
all  these  deaths  and  injuries.  We  must  keep 
on  trying  to  prevent  accidents,  but  in  the 
meantime  we  can  do  a very  great  deal  to 
prevent  injuries. 

In  case  I have  not  made  myself  clear,  the 
thing  I am  trying  to  do  is  to  persuade  you 
to  install  belts  in  the  car  you  drive  and  to 
fasten  them  every  time  you  start  the  engine. 
I do  this  for  two  reasons:  First  of  all,  for 
your  own  safety;  and,  secondly,  and  perhaps 
even  more  importantly,  if  I may  put  it  that 
way,  is  for  the  example  you  will  become  in 
your  community 

On  television,  the  radio,  and  in  several  re- 
cent magazine  articles,  the  seat  belt  idea 
has  been  brought  to  public  attention.  Many 
people  recognize  the  validity  of  the  idea,  but 
hesitate  to  be  different  from  or  to  be  thought 
somewhat  odd  by  their  friends  and  neigh- 
bors. But  if  you,  their  doctor,  install  belts 
in  your  car,  and  let  it  be  known  that  you 
have,  these  people  will  follow  suit  with  re- 
lief. 

My  doctor  friend,  who  is  now  a confirmed 
devotee  to  the  use  of  automobile  seat  belts, 
realizes  now  the  importance  of  the  doctor’s 
example.  May  each  one  of  you  realize  it,  too, 
without  his  distressing  experience. 

Current  Comment 

A Tracer  Is  Standard  Equipment 
In  State  Medicine? — 

Dr.  Lull  (Secretary’s  Letter  No.  392)  re- 
ceived the  following  from  Dr.  R.  E.  Donnell 
of  Abiline,  Texas.  He  presents  it  as  an  “En- 
tertaining Example  of  State  Medicine.” 

“I  think  there  has  been  a misunderstand- 
ing some  way.  M S had  an  exam- 

ination in  your  office  on  Nov.  10,  1956.  You 
didn’t  recommend  any  treatment  for  him, 
just  braces  and  crutches.  You  sent  the  re- 
port on  to  the  Crippled  Children  Division. 
Then  they  passed  on  it  and  sent  it  to  the 
brace  shop.  They  sent  it  to  the  health  divi- 
sion in  Austin.  They  sent  it  back  to  me  to 
have  the  county  judge  sign  it.  He  signed. 
I sent  it  back  to  Austin.  They  should  have 
sent  it  to  the  brace  shop.  What  we  want  is 
an  appointment  at  the  brace  shop.  Could 
you  give  me  any  advice  as  to  how  to  go 
about  getting  one?  I don’t  have  the  address 
of  the  brace  shop.” 
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Pelvic  Endometriosis 

A Review  of  101  Consecutive  Cases 


Doctor  Hilton  first  reviews,  briefly,  the  history 
of  our  knowledge  of  endometriosis  and  the  origin 
of  the  name.  He  discusses  the  pathologic  char- 
acteristics of  the  various  types  of  the  disease 
and  considers  the  several  theories  as  to  its  eti- 
ology. The  discussion  of  a general  nature  is 
followed  by  an  analysis  of  101  cases  that  he  has 
studied  and  treated  personally.  Several  inter- 
esting and  instructive  features  of  the  clinical 
aspects  of  endometriosis  are  emphasied. 

—EDITOR 

Endometriosis  is  ordinarily 

defined  as  a condition  wherein 
benign  glandular  and  stromal 
elements  are  found  outside  of  the  uterine  cav- 
ity. Von  Recklinghausen  in  1896,  and  Cullen 
in  1897,  described  and  definitely  established 
endometriosis  of  the  uterus,  or  adenomyosis, 
as  a pathologic  entity.  In  1921,  Sampson  pub- 
lished the  results  of  extensive  clinical  and 
laboratory  investigation  of  the  condition  to- 
gether with  his  conclusions  regarding  its 
etiology  and  pathogenesis.  It  is  largely  due 
to  the  work  of  Sampson  that  the  subject  of 
endometriosis  has  occupied  the  continuing 
intense  interest  of  so  many  physicians.  The 
term  Endometriosis  was,  in  fact,  actually 
coined  by  Sampson. 

The  incidence  of  endometriosis  is  appar- 
ently increasing.  It  now  accounts  for  ten  to 
thirty-five  per  cent  of  all  pelvic  laparoto- 
mies. In  part,  this  may  be  explained  by  the 
more  precise  knowledge  of  the  phenomenon 
by  the  surgical  pathologist  enabling  him  to 
recognize  the  true  nature  of  pelvic  pathology. 
However,  an  absolute  increase  in  incidence 
during  the  past  three  decades  is  difficult  to 
refute.  It  seems  to  affect  the  middle  and 
upper  classes  more  than  the  remainder  of  the 
population.  According  to  Meigs  this  relative 
specificity  is  related  to  late  marriage  and 
the  widespread  use  of  contraception  result- 
ing in  a lifetime  of  uninterrupted  menses 
characteristic  of  this  segment  of  the  popu- 
lation. Those  who  marry  early  and  have 
multiple  pregnancies  have  a significantly  low 
incidence.  TeLinde  points  out  that  the  rar- 
ity of  endometriosis  in  the  colored  popula- 
tion may  be  due  to  the  high  incidence  of  sal- 
pingitis with  early  closure  of  the  Fallopian 
tubes. 

The  pathology  of  endometriosis  presents  a 
challenge  to  those  interested  in  the  subject 
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because  it  is  the  only  condition  in  which 
ectopic  benign  cells  actually  invade  and  in- 
filtrate other  tissues.  The  displaced  endo- 
metrium forms  nodular  or  diffuse  growths 
indistinguishable  from  functioning  uterine 
mucous  membrane.  Endometriosis  may  be 
classified  into  internal  and  external  forms. 
Internal  endometriosis  is  located  within  the 
myometrium  and  is  commonly  referred  to 
as  endometriosis  of  the  uterus,  or  adenomyo- 
sis. It  may  be  diffuse  or  focal.  External 
endometriosis  encompasses  all  forms  of  the 
disease  existing  outside  of  the  uterus  such 
as  foci  in  the  pelvic  peritoneum,  the  ovaries, 
round  ligaments,  sigmoid,  and  other  struc- 
tures. When  an  extra-uterine  endometrial 
mass  is  formed  it  is  referred  to  as  an  endo- 
metrioma.  External  endometriosis  may  vary 
greatly  in  severity  and  extent.  Thus,  it  may 
consist  of  multiple  small  implants  on  the 
ovaries  and  pelvic  peritoneum;  it  may  form 
larger  masses  in  the  cul-de-sac  and  in  the 
ovaries;  or  it  may  produce  a frozen  pelvis 
complicated  by  invasion  of  adjacent  viscera. 
Needless  to  say,  any  of  the  preceding  may 
occur  in  combination.  The  same  cyclic 
changes  may  occur  in  ectopic  endometrium 
as  in  the  endometrial  lining  of  the  uterus. 
According  to  Counseller,  the  primary  lesion 
is  composed  of  only  a few  cells  and  stroma. 
With  menstruation  this  functioning  area  ex- 
foliates cells  and  casts  off  blood  with  the 
formation  of  a hematoma.  After  several 
menses  the  expanding  hematoma  ruptures 
into  the  peritoneal  cavity  resulting  in  dis- 
semination of  cells  which  initiate  new  foci. 
The  blood  from  the  ruptured  hematoma  sets 
up  a severe  chemical  peritonitis  followed  by 
the  formation  of  characteristically  dense  pel- 
vic adhesions. 

The  lesions  of  external  endometriosis  are 
widely  distributed,  the  commonest  site  be- 
ing the  ovaries.  In  addition  to  the  pelvic 
peritoneum,  other  foci  may  include  the  sig- 
moid, rectum,  fallopian  tubes,  rectovaginal 
septum,  vaginal  wall,  bladder  peritoneum, 
round  ligaments,  cervix,  cecum,  small  bowel, 
umbilicus,  ureter,  and  abdominal  laparotomy 
scars.  In  most  cases,  the  posterior  half  of 
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the  pelvis  is  the  principal  area  of  involve- 
ment. 

As  to  the  etiology  of  endometriosis,  several 
theories  have  been  advocated : 

The  Embryonic  Theory — This  is  of  his- 
torical interest  only  and  is  associated  with 
such  names  as  Russell,  Von  Recklinghausen, 
and  Cullen.  It  simply  postulates  that  ectop- 
ic endometrium  arises  from  cell  nests  of  the 
Mullerian  or  Wollfian  ducts. 

The  Implantation  Theory  — Sampson’s 
concept  of  retrograde  flow  of  menstrual  de- 
bris through  the  fallopian  tubes  with  implan- 
tation of  living  cells  and  stroma  in  the 
pelvic  peritoneum  and  on  the  surface  of 
pelvic  viscera  probably  remains  the  most  at- 
tractive theory  for  most  cases  of  endometri- 
osis. Some  authors  believe  that  cervical 
stenosis  and  uterine  retro-displacements  con- 
tribute to  retrograde  flow.  As  a matter  of 
fact,  any  uterine  manipulation  may  produce 
extrusion  of  blood  and  cells  into  the  pelvic 
space.  The  occurrence  of  endometrial  tis- 
sue in  laparotomy  scars  fortifies  the  implan- 
tation theory. 

Metastatic  Theories  — These  have  a few 
advocates.  The  vascular  metastatic  concept 
originated  with  Sampson  in  an  effort  to  ex- 
plain the  occasional  occurrence  of  endometri- 
osis in  such  distant  sites  as  the  umbilicus, 
the  lung  or  an  extremity.  Venous  capil- 
laries empty  directly  into  venous  sinuses  of 
the  uterine  musculature,  and  viable  endo- 
metrial cells  have  been  observed  in  the  lat- 
ter. The  lymphatic  metastatic  theory  was 
popularized  by  Halban.  According  to  this 
concept,  viable  endometrium  is  carried  to 
extra-uterine  foci  by  the  lymphatic  drainage 
of  the  uterus. 

Theory  of  Metaplasia — This  was  first  ad- 
vanced by  Iwanoff  and  supported  by  Novak, 
Allen,  and  others.  It  predicates  metaplasia 
of  the  germinal  epithelium  of  the  ovary  into 
endometrial-like  glands  under  the  stimulus 
of  inflammatory  insult  or  glandular  dysfunc- 
tion. No  single  theory  can  adequately  ex- 
plain the  etiology  of  all  varieties  of  endo- 
metriosis. Probably  a combination  of  the 
above  theories  is  responsible  in  particular 
cases. 

ANALYSIS  OF  CASES 

This  series  consists  of  101  consecutive  pel- 
vic laparotomies  in  which  endometriosis  was 
encountered  and  verified  by  microscopic  ex- 
amination of  the  surgical  specimen  or  biopsy 


material.  Forty-two  represented  internal 
endometriosis  (adenomyosis)  while  fifty- 
nine  had  external  endometriosis.  While  va- 
riants of  the  same  pathological  process,  the 
two  types  were  analyzed  separately. 

Age  (table  1) — The  average  age  for  the 
entire  series  was  forty-one.  The  average  age 
of  patients  with  external  endometriosis  was 
thirty-seven,  while  the  average  age  of  those 
with  internal  endometriosis  was  forty-six. 

External  endometriosis  definitely  mani- 
fested itself  in  a younger  age-group.  The 
youngest  was  eighteen  years  of  age,  while 
the  eldest  was  fifty-one.  Twenty  per  cent 
were  between  eighteen  and  thirty  years  of 
age,  thirty-seven  per  cent  between  thirty  and 
forty,  thirty-six  per  cent  between  forty  and 
fifty,  seven  per  cent  between  fifty  and  sixty. 
In  other  words,  fifty-seven  per  cent  were 
under  forty  years  of  age. 

TABLE  1 

AGE  CLASSIFICATION 
(101  CASES  OF  ENDOMETRIOSIS) 

Internal  Endometriosis  External  Endometriosis 


Age  Number  Percentage  Number  Percentage 

18-30  — — 12  20 

30-40  7 17  22  37 

40-50  23  55  21  36 

50-60  12  28  4 7 

Total  42  59 


Internal  endometriosis  was  found  in  an 
older  age-group.  For  instance,  there  were 
no  cases  under  thirty  years  of  age,  while 
seventeen  per  cent  were  between  thirty  and 
forty,  fifty-five  per  cent  between  forty  and 
fifty;  and  twenty-eight  per  cent  between 
fifty  and  sixty.  Eighty  per  cent,  then,  were 
over  forty  years  of  age,  the  largest  segment 
occurring  in  the  fifth  decade. 

Symptoms  (table  2 and  table  2a) — Per- 
haps the  salient  feature  in  the  history  of  pa- 
tients with  external  endometriosis  was  in- 
fertility. Of  the  fifty  married  women,  twen- 


TABLE  2 

SYMPTOMATOLOGY 


Symptom 

Internal 

Endo- 

metriosis 

External 

Endo- 

metriosis 

Total 

Infertility 

11 

27 

38 

Menorrhagia 

15 

17 

32 

Pelvic  Pain 

8 

20 

28 

Abdominal  Pain 

5 

18 

23 

Dysmenorrhea 

3 

19 

22 

Menometrorrhagia 

12 

3 

15 

Dyspareunia 

3 

7 

10 

Metrorrhagia 

2 

4 

6 

Backache 

3 

1 

4 

Bladder  Symptoms 

_ 1 

3 

4 

Rectal  Pain 

0 

2 

2 
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TABLE  2a 

MARITAL  AND  OBSTETRICAL  HISTORY 


Internal 

External 

Endo- 

Endo- 

metriosis 

metriosis 

Married 

38 

50 

Single 

4 

9 

Total 

42 

59 

Para  0 

11 

27 

Para  I 

7 

10 

Para  II 

7 

11 

Para  III 

7 

2 

Para  IV  + _ 

6 

0 

Total 

38 

50 

ty-seven,  or  fifty-four  per  cent,  were  unable 
to  get  pregnant.  Two  have  since  borne  chil- 
dren following  unilateral  oophorectomy  for 
endometrioma  of  the  ovary  and  one  follow- 
ing pre-sacral  neurectomy  and  uterine  sus- 
pension. Ten  patients,  or  twenty  per  cent, 
had  only  one  child,  usually  several  years  be- 
fore coming  to  the  Clinic  for  examination. 

Although  the  history  of  absolute  and  rela- 
tive sterility  is  striking,  it  was  the  present- 
ing complaint  in  only  three  patients.  Severe 
pain  in  one  form  or  another  brought  the 
majority  to  the  office  for  examination. 
Twenty,  or  about  one  third,  complained  of 
continuous  deep-seated  pelvic  pain.  In  most 
instances  this  was  complicated  by  dysmenor- 
rhea or  preceded  by  a long  standing  history 
of  it.  In  fact,  nineteen  patients,  or  one 
third,  complained  of  severe  dysmenorrhea 
acquired  during  the  third  or  fourth  decades. 
The  pain  ordinarily  preceded  the  onset  of  the 
menses  by  one  or  two  days  and  increased  in 
a crescendo-like  pattern  until  cessation  of 
flow.  There  was  a definite  tendency,  over  a 
period  of  years,  to  extend  progressively  be- 
yond the  end  of  the  menstrual  period  so  as 
to  produce,  in  time,  continuous  pelvic  pain. 
Three  had  frequency  and  dysuria,  while  two 
had  rectal  pain  aggravated  by  defecation. 
Dyspareunia  was  a major  complaint  in  sev- 
en. Eighteen,  or  thirty  per  cent,  complained 
of  low  abdominal  pain  with  about  equal  dis- 
tribution between  right  and  left  sides.  Only 
one  patient  complained  of  low  back  pain. 
Menstrual  irregularities  were  common.  Sev- 
enteen had  menorrhagia  of  varying  degrees 
of  severity,  four  had  metrorrhagia,  and  three 
had  menometrorrhagia.  In  all,  about  forty 
per  cent  had  significant  disturbance  of  the 
menstrual  cycle. 

Those  patients  with  internal  endometriosis 
did  not  exhibit  a striking  background  of 
pain.  Eight  complained  of  continuous  pel- 
vic pain,  three  of  backache,  three  of  dys- 


pareunia, and  one  of  bladder-pain.  Abnor- 
mal or  irregular  uterine  bleeding  was  by  far 
the  commonest  manifestation.  There  was 
a history  of  menorrhagia  in  fifteen,  meno- 
metrorrhagia in  twelve,  and  metrorrhagia 
in  two.  In  all,  thirty-nine,  or  ninety  per 
cent,  gave  a history  of  abnormal  uterine 
bleeding.  The  infertility  rate  was  high,  but 
not  as  high  as  that  observed  in  external  en- 
dometriosis. Eleven,  or  thirty-eight  per 
cent,  were  unable  to  become  pregnant.  Of 
the  remainder,  seven  had  only  one  child, 
and  twenty,  two  or  more.  Three  patients 
with  internal  endometriosis  were  asympto- 
matic, the  condition  representing  an  inci- 
dental finding  in  connection  with  vaginal 
hysterectomy  and  repair  for  prolapse.  These 
three  comprised  the  eldest  of  the  entire 
group,  being  fifty-five,  fifty-seven,  and  sixty 
years,  respectively. 


TABLE  3 

PREOPERATIVE  DIAGNOSIS 


Internal 

Endo- 

Preoperative  Diagnosis  metriosis 

External 

Endo- 

metriosis 

Total 

Fibromyomata 

22 

7 

29 

Endometriosis 

2 

18 

20 

Pelvic  Tumor  - 

4 

11 

15 

Uterine  Enlargement 

2 

7 

9 

Ovarian  Cvst  or  Tumor — 

1 

7 

8 

Menorrhagia 

3 

3 

6 

Uterine  Prolapse 

3 

0 

3 

Uterine  Fibromyomata 
and  Adenomyosis 

2 

1 

3 

Pelvic  Inflammatory 
Disease 

2 

0 

2 

Ovarian  Cyst  and 
Fibromvomata 

0 

1 

1 

Metrorrhagia 

1 

0 

1 

Twisted  Ovarian  Cyst 

0 

1 

1 

Endometrioma  of  Ovary_ 

0 

1 

1 

Cervical  Stricture 

0 

1 

1 

Cholecystitis  and  Indeter- 
minate right  lower 
quadrant  pain 

0 

1 

1 

Total  _ 

42 

59 

101 

Preoperative  Diagnosis  (table  3) — The 
correct  preoperative  diagnosis  was  made  in 
nineteen  out  of  fifty-nine  cases  of  external 
endometriosis,  or  in  about  one  third.  In- 
ternal endometriosis  was  not  diagnosed  with 
any  degree  of  accuracy,  the  correct  diagnosis 
being  made  in  four  out  of  forty-two  cases, 

TABLE  4 

LOCATION  OF  EXTRAUTERINE 
ENDOMETRIOSIS 


Ovary 44 

Pelvic  Peritoneum  28 

Oviduct  7 

Round  Ligament 5 

Bladder  4 

Rectosigmoid  4 

Colon  2 

Laparotomy  Scar 1 
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or  less  than  four  per  cent.  The  preoperative 
impression  in  this  group  was  uterine  fibro- 
myomata  in  twenty-two  cases,  or  fifty-two 
per  cent. 

Distribution  of  Lesions  (table  4) — The 
lesions  of  external  endometriosis  may  be 
widespread  throughout  the  pelvis  and  abdo- 
men. The  ovaries  were  involved  in  forty- 
four  cases,  or  seventy-five  per  cent.  Next 
in  frequency  was  the  peritoneum  of  the  pos- 
terior half  of  the  pelvis,  particularly  in  the 
region  of  the  cul-de-sac  and  the  posterior  leaf 
of  the  broad  ligaments  (twenty-eight  cases, 
or  forty-seven  per  cent).  Reference  is  made 
to  table  4 for  the  location  of  other  foci. 

Associated  Pelvic  Pathology  (table  5) — 
Uterine  fibromyomata  constituted  the  com- 
monest concomitant  pelvic  lesion  in  the  en- 
tire series,  being  present  in  thirty-two  cases, 
or  thirty-one  per  cent.  Polypoid  and  cystic 
hyperplasia  of  the  endometrium  was  present 
in  nineteen.  Reference  is  made  to  table  5 
for  other  associated  gynecologic  pathology. 


TABLE  5 

ASSOCIATED  PELVIC  PATHOLOGY 


Pathology 

Internal 

Endo- 

metriosis 

External 

Endo- 

metriosis 

Total 

Uterine  Fibromyomata 

12 

20 

32 

Cystic  and  polypoid 
hyperplasia  of  the 
endometrium 

_ 9 

10 

19 

Papillary  serous  cystade- 
noma  of  the  ovary 

2 

3 

5 

Endometrial  Polyp 

4 

1 

5 

Hydrosalpinx 

2 

2 

4 

Parovarian  Cyst 

2 

1 

3 

Ulcerative  Cervicitis 

2 

0 

2 

Mucinous  Cystadenoma  of 
the  Ovary 

1 

1 

2 

Hematosalpinx 

0 

1 

1 

Endometrial  Carcinoma 

0 

1 

1 

Double  Cervix,  Uterus 
and  Vagina 

0 

1 

1 

Previous  Surgery  (table  6) — Fifty-five 
patients,  or  fifty-four  per  cent  of  the  entire 
series,  gave  a history  of  previous  pelvic  sur- 
gery. Actually,  a total  of  eight-six  proce- 
dures had  been  employed.  Ovarian  surgery 
and  uterine  curettement  led  the  list.  Al- 
though appendectomy  was  performed  in 
twenty-eight  patients,  it  was  invariably  in- 
cidental to  other  pelvic  procedures. 

Surgical  Procedures  (table  7) — Hysterec- 
tomy was  carried  out  in  eighty-three  pa- 
tients. It  was  accompanied  by  removal  of 
both  adnexa  in  thirty-seven  and  one  of  the 
adnexa  in  twenty-seven.  Hysterectomy  was 
the  procedure  of  choice  in  severe  and  exten- 
sive disease,  particularly  in  the  group  over 


TABLE  6 

PREVIOUS  SURGERY  IN  55  PATIENTS 


Procedure 

Internal 

Endo- 

metriosis 

External 

Endo- 

metriosis 

Total 

Appendectomy 

_ 10 

18 

28 

Ovarian  Surgery 

_ 5 

13 

18 

Dilatation  and  Currettage_. 

__  8 

10 

18 

Uterine  Suspension 

5 

5 

10 

Conization  of  Cervix 

_ 2 

1 

3 

Salpingectomy 

2 

0 

2 

Tubal  Ligation 

2 

1 

3 

Defundectomy 

1 

0 

1 

Total  Abdominal 
Hysterectomy 

0 

1 

1 

Subtotal  Abdominal 
Hysterectomy 

0 

1 

1 

Unknown  Pelvic  Procedure. 

__  1 

0 

1 

Total 

36 

50 

86 

thirty-five  years  of  age.  The  ovaries  were 
ordinarily  preserved  when  uninvolved  ex- 
cept in  women  over  forty.  Subtotal  hyster- 
ectomy was  rarely  done  except  in  those  cases 
in  which  the  rectum  and  cervix  were  infil- 
trated so  extensively  as  to  render  the  possi- 
bility of  entering  the  rectum  a very  real  haz- 
ard. Conservative  procedures  were  done  in 
less  extensive  disease  and  in  the  younger 
age-group,  particularly  in  those  under  thirty- 
five. 

TABLE  7 

SURGICAL  PROCEDURES 

Internal  External 
Endo-  Endo- 
metriosis metriosis  Total 

Total  Abdominal  Hysterec- 
tomy and  Bilateral  Sal- 

pingo-oophorectomy 11 

Total  Abdominal  Hysterec- 
tomy and  Unilateral  Sal- 

pingo-oophorectomy 13 

Total  Abdominal 

Hysterectomy  10 

Unilateral  Salpingo- 

oophorectomy  0 

Bilateral  Salpingo- 

oophorectomy 0 

Subtotal  Abdominal  Hysterec- 
tomy and  Unilateral  Sal- 

pingo-oophorectomy 2 

Subtotal  Abdominal 

Hysterectomy  2 

Subtotal  Abdominal  Hysterec- 
ectomy  and  Bilateral  Sal- 

pingo-oophorectomy 1 

Vaginal  Hysterectomy 

and  Repair : 3 

Pre-sacral  Neurectomy  and 

Uterine  Suspension 0 

Uterine  Suspension 0 

Myomectomy  and  Unilateral 

Salpingo-oophorectomy 0 

Vaginal  Hysterectomy  and 
Repair  and  Bilateral  Sal- 
pingo-oophorectomy   0 

No  Definitive  Procedure 0 


Total  42 


22 


33 


10 

2 

10 

4 


23 

12 

10 

4 


1 

1 

59 


101 


DISCUSSION  AND  SUMMARY 

The  treatment  of  endometriosis  presents  a 
real  challenge  to  the  physician.  Generaliza- 
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tions  are  tempting,  but  each  patient  must  be 
individualized  scrupulously.  Although  cas- 
tration produces  complete  subsidence  of  the 
process  and  its  symptoms,  a cure  by  this 
means  represents  a catastrophe  in  that  large 
number  of  patients  in  the  reproductive  prime 
of  the  third  and  fourth  decades.  Endocrine 
therapy  has  afforded  temporary  symptomat- 
ic relief  to  some  patients  and  delayed  the 
necessity  for  surgery  for  a number  of  years. 

The  surgery  of  endometriosis  is  ordinarily 
referred  to  as  conservative  or  radical.  Con- 
servative procedures  attempt  to  preserve 
ovarian  tissue  and  deal  with  other  individu- 
al lesions  by  removal.  Radical  surgery  im- 
plies the  removal  of  all  ovarian  tissue  with 
or  without  hysterectomy.  The  decision  to 
advise  operative  intervention  is  contingent 
upon  the  severity  of  the  symptoms,  the  age 
of  the  patient,  her  marital  status,  the  desire 
for  children,  and  the  extent  of  involvement. 
The  nature  of  the  surgical  procedure  is  like- 
wise governed  by  the  same  considerations. 
For  instance,  one  ovary  and  the  uterus  may 
be  preserved  in  a patient  under  thirty-five 
with  severe  symptoms,  in  the  hope  of  concep- 
tion, although  additional  surgery  of  a more 
radical  nature  may  be  necessary  at  a later 
date.  The  severity  of  symptoms  may,  on  the 
other  hand,  over-rule  all  other  considerations 
necessitating  hysterectomy  with  or  without 
sacrifice  of  the  ovaries.  Ordinarily,  the 
ovaries  are  not  removed  in  patients  under 
forty  unless  they  are  involved.  In  this  way, 
symptoms  are  relieved  and  a surgical  meno- 
pause avoided.  Finally,  extensive  disease 
with  severe  symptoms  must  be  dealt  with 
radically  regardles  of  age.  In  extensive  in- 
volvement of  this  nature  bilateral  oophorec- 
tomy is  seldom  attended  by  a significant 
surgical  menopause  in  the  younger  age- 
groups  because  a great  deal  of  functioning 
ovarian  tissue  has  already  been  destroyed. 
For  all  of  those  over  forty,  bilateral  oophor- 
ectomy should  invariably  accompany  hyster- 
ectomy. 

Surgical  exploration  is  frequently  advised 
simply  to  establish  or  verify  the  nature  of 
the  pelvic  pathology.  In  this  series,  for  in- 
stance, the  diagnosis  was  actually  made  from 
pelvic  laparotomy  in  two  thirds  of  those  with 
external  endometriosis  and  in  over  nine 
tenths  of  those  with  internal  endometriosis, 
or  in  over  three  fourths  of  the  entire  group. 
One  may  suspect  endometriosis,  but  one  can- 
not actually  diagnose  it  until  the  interior  of 
the  pelvis  is  visualized.  This  fact  perhaps 


constitutes  one  of  the  most  compelling  argu- 
ments against  irradiation  therapy.  In  this 
area  clinical  diagnosis  is  really  an  impres- 
sion, and  impressions  are  frequently  erron- 
eous. Therefore,  irradiation  therapy  on  the 
basis  of  a clinical  opinion  constitutes  a blind 
procedure. 

Occasionally,  surgery  is  advised  in  the 
hope  of  solving  a sterility  problem.  Removal 
of  endometriomas  of  the  ovary  in  young  in- 
dividuals may  be  rewarding  in  this  respect. 
Two  patients  in  this  series  became  pregnant 
after  removal  of  unilateral  endometriomas. 
When  severe  pain  in  the  form  of  dysmenor- 
rhea, pelvic  discomfort,  or  dyspareunia  is  ac- 
companied by  minimal  involvement,  pre- 
sacral  neurectomy  with  or  without  uterine 
suspension  may  keep  the  patient  comfort- 
able and  at  the  same  time  preserve  the  re- 
productive organs.  One  such  patient  in  this 
series  obtained  relief  from  dysmenorrhea 
and  dyspareunia  and  subsequently  became 
pregnant.  Relief  from  pain,  however,  fol- 
lowing pre-sacral  neurectomy  is  inconstant. 

Lesions  of  the  rectovaginal  septum  and 
the  bladder  wall  are  best  dealt  with  by  sur- 
gical castration. 

The  complexity  of  the  problem  of  endo- 
metriosis, then,  is  related  to  the  fact  that  it 
arises  and  flourishes  during  the  reproduc- 
tive period.  Internal  endometriosis  (adeno- 
myosis)  is  a somewhat  different  entity  from 
the  external  form,  in  many  ways.  It  be- 
comes symptomatic  in  an  older  age-group, 
principally  the  fifth  decade.  Abnormal 
uterine  bleeding,  particularly  menometror- 
rhagia,  is  the  chief  manifestation  in  about 
ninety  per  cent.  Infertility  is  a problem,  but 
over  sixty  per  cent  in  this  series  had  one  or 
more  children.  The  preoperative  diagnosis 
is  usually  uterine  fibromyomata,  seldom 
adenomyosis. 

External  endometriosis,  on  the  other  hand, 
makes  its  appearance  in  a younger  age- 
group,  those  in  the  third  and  fourth  decades. 
It  is  pain  that  compels  these  women  to  seek 
medical  advice.  In  this  series,  pain  in  one 
form  or  another  was  present  in  every  pa- 
tient. The  history  invariably  relates  a dys- 
menorrhea acquired  during  the  third  decade. 
The  periodic  pain  of  dysmenorrhea  gradual- 
ly gives  way  to  a continuous  type  of  pain 
over  a period  of  years.  It  may  be  described 
as  being  deep  in  the  pelvis  or  in  the  low  ab- 
domen. Two  patients  in  this  series  were  ex- 
plored as  acute  abdomens  only  to  find  rup- 
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ture  of  large  chocolate  cysts  responsible  for 
the  symptomatology.  Dysuria  and  painful 
defecation  usually  denote  involvement  of  the 
bladder  wall  and  the  rectum  respectively. 
Menstrual  irregularities,  chiefly  menome- 
trorrhagia,  are  common,  but  only  about  half 
as  common  as  in  internal  endometriosis 
(over  one  third  in  this  series).  The  biman- 
ual rectovaginal  examination  is  essential  in 
the  detection  of  extra-uterine  lesions.  The 
uterosacral  ligaments  are  frequently  thick- 
ened and  tender ; the  cul-de-sac  and  posterior 
surface  of  the  uterus  may  contain  small  ten- 
der nodules;  the  uterus  itself  is  ordinarily 
more  or  less  fixed,  and  manipulation  evokes 
exquisite  pain ; the  ovaries  may  be  thickened, 
enlarged,  and  tender.  Speculum  examina- 
tion may  reveal  minute  foci  in  the  posterior 
fornix.  Nowadays  the  so-called  “frozen  pel- 
vis” is  more  likely  to  be  an  extensive  pelvic 
endometriosis  than  pelvic  inflammatory  dis- 
ease. 

CONCLUSIONS 

1.  Endometriosis  refers  to  the  growth  of 
endometrial  tissue  outside  of  the  uterine  cav- 
ity. 

2.  Present  concepts  of  etiology  include: 
(a)  Retrograde  implantation  theory  of 
Sampson;  (b)  lymphatic  and  vascular  meta- 
static theories  of  Halban  and  Sampson,  and 
(c)  theory  of  metaplasia  by  Iwanoff,  Novak, 
and  Allen. 

3.  Endometriosis  of  the  uterus,  or  intern- 
al endometriosis,  manifests  itself  usually  in 
the  fifth  decade,  and  its  chief  symptom  is 
menometrorrhagia. 

4.  External  endometriosis  may  involve 
any  or  all  of  the  pelvic  viscera  and  their  peri- 
toneal covering,  the  ovaries  being  by  far 
the  commonest  extra-uterine  sites.  This 
form  of  the  disease  arises  and  flourishes 
during  the  third  and  fourth  decades,  and  its 
principal  manifestations  are  pain  and  steril- 
ity. 

5.  Treatment  must  be  individualized  and 
conservatism  emphasized  in  the  third  and 
first  half  of  the  fourth  decades.  This  atti- 
tude will  give  to  a few  their  only  chance  of 
becoming  pregnant.  For  those  with  severe 
disabling  symptoms  with  or  without  exten- 
sive involvement,  radical  surgery  alone  of- 
fers a permanent  respite. 
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Current  Comment 

Medicine  Under  State  Control — 

An  exclusive  interview  with  a young  Hun- 
garian specialist  who  escaped  from  his  home 
land  was  published  in  Medical  Times.  This 
revealing  story  pinpoints,  among  other 
things,  the  deterioration  in  medical  educa- 
tion that  occurs  when  the  medical  schools 
are  under  total  control  of  the  state.  For  ex- 
ample, no  actual  pre-medical  training  is  re- 
quired for  admission;  acceptance  to  medical 
school  is  not  on  the  basis  of  scholastic  stand- 
ing; factory  workers  or  farm  hands  may  be 
admitted  if  they  conform  to  the  political 
line;  the  standards  of  instruction  in  the 
schools  “has  sunk  to  an  incredible  degree;” 
after  graduation  the  student  practices  where 
the  government  directs;  the  income  of  the 
physician  ranges  from  $95  to  $178  per 
month ; a pair  of  shoes  costs  the  doctor  about 
$35. 

Shall  we,  in  the  United  States,  accept  gov- 
ernment subsidy  for  our  schools;  even  the 
“brick  and  mortar”  kind? 

The  Hospital  of  the  Future 

The  officials  of  Lankenau  Hospital  (Phila- 
delphia) recently  outlined  a medical-center 
plan  which  will  cost  $40  million.  The  plans 
envisage  the  hospital  of  the  future  as  one 
which  “will  divide  its  attention  and  re- 
sources almost  equally  between  treating  the 
sick  in  its  great  hospital  facilities  and  pre- 
ventive medicine  and  clinical  investigation,” 
according  to  Henry  S.  McNeil,  chairman  of 
the  building  fund. 
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Some  PRACTICAL  Points 
In  the  TREATMENT  of 

Orthopedic  Trauma  In  Children * 


THIS  paper  makes  no  attempt  to 
discuss  all  types  of  trauma 
that  can  occur  to  children;  it 
aims,  rather,  to  point  up  certain  practical 
considerations  which  the  author  believes, 
from  his  own  experience,  need  emphasis. 

TRACTION  SUBLUXATION  OF  THE 
HEAD  OF  THE  RADIUS 

It  is  only  recently  that  this  clinical  entity 
has  been  discussed  in  the  orthopedic  and 
pediatric  literature  with  the  prominence 
which  its  frequency  warrants.  Its  import- 
ance may  be  primarily  economic,  for  if  one 
does  not  know  about  this  condition,  the  fam- 
ily of  the  little  patient  may  be  put  to  con- 
siderable expense  to  obtain  various  roentgen- 
ray  studies  in  a fruitless  attempt  to  find  the 
pathology  in  this  way.  X.  rays  will  not 
make  the  diagnosis,  but  the  history  and  phys- 
ical examination  will. 

Given  a child  from  two  to  six  years  of  age 
who  will  not  use  his  arm,  who  has  obvious 
pain  in  the  extremity  and  who  carries  it  in 
a position  of  protection,  with  the  elbow  at 
his  side  and  in  some  flexion,  with  the  wrist 
in  pronation,  and  with  a history  of  a sud- 
den pull  or  jerk  having  been  applied  to  the 
arm,  one  may  entertain  the  diagnosis  of  trac- 
tion subluxation  of  the  head  of  the  radius, 
unless  the  condition  is  proved  to  be  some- 
thing else. 

The  usual  story  is  of  an  exasperated  par- 
ent giving  the  child  a yank  by  its  arm  or 
of  helping  it  upstairs  or  over  a curb;  or  of 
a man  swinging  or  lifting  the  child  up  into 
his  arms  by  taking  hold  of  the  child’s  hands ; 
or  of  a child,  who,  hanging  on  to  the  crib  or 
playpen,  falls  but  does  not  let  go  with  the 
hand,  thus,  himself,  supplying  the  jerk  to 
his  elbow. 

The  proof  of  the  diagnosis  and  the  treat- 
ment can  be  accomplished  simultaneously. 
The  examining  doctor  takes  the  child’s  hand 
in  his  and  quickly  and  completely  pronates 
the  wrist  while  maintaining  gentle  pressure 
medialward  on  the  head  of  the  radius  with 
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the  thumb  of  his  other  hand.  This  is  done 
with  the  elbow  in  flexion  of  about  90  de- 
grees. As  the  doctor  pronates  the  wrist,  he 
will  feel,  and  sometimes  hear,  the  head  of  the 
radius  “pop”  back  into  its  normal  position. 
If  the  subluxation  is  of  short  duration,  the 
child  will  stop  crying  and  begin  to  use  the 
arm  and  hand  normally  within  a short  time 
after  the  manipulation;  but  if  the  subluxa- 
tion is  of  a number  of  hours’  duration,  there 
may  be  enough  swelling  and  soreness  so 
that  normal  use  may  be  delayed  for  a day 
or  so. 

TRANSIENT  SYNOVITIS  OF 
THE  HIP 

This  condition  is  sometimes  called  tran- 
sient epiphysitis  of  the  hip.  It  is  felt  that 
transient  synovitis  is  a better  term,  inas- 
much as  there  has  been  no  proof  of  involve- 
ment of  the  capital  epiphysis  nor  of  the  ad- 
jacent bone.  There  is  some  feeling  that  this 
condition,  if  untreated,  is  a precursor  of  Per- 
the’s  disease.  The  author  does  not  believe 
that  this  is  true  and  will  give  his  reasons 
below.  The  exact  pathology  and,  therefore, 
the  exact  etiology  has  never  been  proved. 
It  is  probable  that  the  pathology  is  a syno- 
vitis which  is  secondary  to  trauma.  This 
condition,  too,  is  seen  characteristically 
within  the  same  narrow  age  limits  of  three 
to  six  years.  And,  like  traction  subluxation 
of  the  head  of  the  radius,  its  importance  may 
be  chiefly  economic. 

The  presenting  complaint  is  of  a transient 
limp,  often  of  several  weeks’  duration.  The 
limp  and  the  degree  of  pain  are  apparently 
in  direct  proportion  to  the  activity  of  the 
child.  Careful  history  taking  reveals  no  par- 
ticular relation  to  infection,  nor  to  the  trau- 
ma of  a single  fall  or  blow.  Careful  physical 
examination  reveals  only  a slight  to  moder- 
ate limp,  limitation  of  motion  at  the  hip, 
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particularly  in  abduction  and  external  rota- 
tion, and,  possibly,  slight  tenderness  over  the 
hip  joint  anteriorly.  X-ray  studies  of  the 
hips  are  usually  normal,  although  in  a few 
of  our  patients,  we  have  found  a positive  ob- 
turator sign.  This  soft  tissue  shadow  has 
been  proved  to  be  produced  by  the  obturator 
internus  muscle,  and  the  sign  is  positive 
when  the  shadow  is  increased  in  thickness. 
This  occurs  very  early  in  pyogenic  infection 
of  the  hip,  and  late  in  tuberculosis  of  the 
hip.  It  is  believed  to  be  due  to  an  edema 
of  this  muscle.  It  could,  therefore,  accom- 
pany a synovitis  of  the  hip  due  to  whatever 
cause.  In  septic  arthritis  of  the  hip  this  soft 
tissue  swelling  is  seen  within  two  or  three 
days  after  the  onset  of  infection,  but  roent- 
gen-ray changes  in  the  bone  of  the  head  or 
neck  or  acetabulum  can  seldom  be  found  be- 
fore ten  days  after  onset. 

The  two  conditions  which  one  must  con- 
sider first  in  the  differential  diagnosis  are: 
(1)  Perthe’s  disease,  and  (2)  infection. 

Perthe’s  disease  is  a very  rare  condition 
at  the  age  of  three  or  four,  except  as  it  fol- 
lows a reduction  of  a congenital  dislocated 
hip.  In  the  absence  of  such,  Perthe’s  is  sel- 
dom seen  before  the  age  of  six,  and  is  more 
common  at  nine  or  ten.  One  must  remember 
also  that  in  Perthe’s  disease  there  is  almost 
always  some  radiological  evidence  of  path- 
ologic change  in  the  capital  epiphysis  and 
neck  of  the  femur  in  the  very  first  X rays 
obtained.  The  reason  for  this  is  that  the 
synovitis  which  produces  the  presenting 
complaints  of  pain  and  limp  occurs  late  in 
Perthe’s  disease.  The  pathologic  change  in 
the  head  and  neck  of  the  femur  already  has 
had  an  opportunity  to  progress  to  the  point 
where  the  roentgenogram  cannot  be  inter- 
preted as  being  normal. 

Pyogenic  infection  can  be  ruled  out  by  the 
absence  of  local  heat,  redness,  and  swelling, 
the  mildness  of  symptoms  and  findings,  the 
history  of  intermittency  of  symptoms,  the 
lack  of  systemic  evidence  of  infection  such 
as  fever,  malaise,  leukocytosis  and  increased 
sedimentation  rate. 

Tuberculosis  of  the  hip  cannot  be  excluded 
immediately  in  every  case.  Negative  tuber- 
culin tests,  normal  chest  X rays,  normal  tem- 
perature curve,  and  normal  sedimentation 
rate,  however,  tend  to  exclude  this  diagnosis. 
It  is  important  that  tuberculosis  of  the  hip 
be  excluded,  even,  if  necessary,  by  biopsy  of 
the  synovium,  for  early  medical  treatment 


with  streptomycin,  PAS  and  isoniazid  will 
result  in  a high  percentage  of  cures,  with  a 
normal  joint.  To  attain  a cure,  treatment 
must  be  started  early  and  carried  out  ade- 
quately before  bone  and  cartilage  destruction 
has  become  irreparable. 

The  treatment  of  transient  synovitis  of  the 
hip  is  primarily  rest.  The  child  should  be 
kept  from  weight  bearing  until  full  range  of 
motion  of  the  hip  returns.  This  usually  is  a 
matter  of  one  to  three  weeks,  although  occa- 
sionally as  long  as  three  months  may  be  re- 
quired. If  muscle  spasm  is  marked,  traction, 
usually  at  home,  local  hot  compresses  and  tub 
baths  will  hasten  recovery.  If  muscle  spasm 
is  not  marked,  the  use  of  a bent  knee  brace 
or  shoulder  straps  and  crutches  may  be  per- 
mitted, so  that  the  child  may  be  up  and 
about  but  still  with  freedom  from  weight 
bearing. 

TREATMENT  OF  BOTH-BONE  FRAC- 
TURES OF  FOREARM  AND  LEG  BY 
REDUCTION  WITHOUT  ANESTHESIA 
AFTER  CASTING 

Most  both-bone  fractures  in  children  pre- 
sent little  displacement  of  the  bones,  al- 
though there  is  often  angulation  of  45  de- 
grees or  more.  This  is  due  to  the  toughness 
of  the  relatively  thick  periostium  of  the 
child,  which  only  partially  tears  at  the  frac- 
ture site,  permitting  little  displacement.  The 
reduction,  therefore,  is  primarily  a matter  of 
restoring  normal  alignment. 

When  this  condition  is  present,  the  follow- 
ing method  of  treatment  is  indicated:  With 
the  child  lying  supine,  the  hand  is  held  by  an 
assistant,  permitting  the  arm  to  hang  free, 
with  the  elbow  in  flexion  of  90  degrees,  and 
the  wrist  in  the  indicated  position  of  supin- 
ation or  pronation.  Stockinette  and  sheet 
wadding  are  gently  applied,  followed  by  a 
quickly  applied  plaster  cast.  Then,  in  that 
one  or  two  moments  remaining  before  the 
plaster  sets,  the  reduction  is  accomplished. 
This  is  done  by  suddenly  over-correcting  the 
angulation  of  the  bones,  breaking  completely 
through  the  cortex  on  the  convex  side  of  the 
angle.  This  is  done  without  prior  warning 
or  discussion  with  the  little  patient.  The  re- 
duction causes  pain,  of  course,  but  it  is  mo- 
mentary, and,  in  our  opinion,  the  pain  of  the 
reduction  accomplished  in  this  manner  is  not 
comparable  to  the  psychic  trauma  of  admin- 
istering a general  anesthetic.  To  tell  the 
child  ahead  of  time  what  is  to  be  done,  de- 
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feats  the  physician’s  purpose,  because  by  so 
doing  fear  and  tension  are  created  which 
makes  the  reduction  more  difficult  and, 
therefore,  more  painful.  Although  it  is  not 
wise  to  discuss  the  problem  with  the  child, 
it  is  wise  to  explain  to  the  parents,  previous 
to  treatment,  what  must  be  done  and  why. 

While  it  is  possible,  and  I believe,  desir- 
able to  do  most  both-bone  fractures  in  chil- 
dren in  this  way,  some  fractures  will  be  of 
such  a nature  that  a general  anesthetic  is 
required  for  the  degree  of  relaxation  and 
for  the  period  of  time  necessary  to  obtain 
an  adequate  and  unhurried  reduction  and 
fixation.  Where  possible,  the  giving  of  a 
general  anesthetic  should  be  delayed  until 
the  stomach  is  empty.  Often  one  can  gently 
straighten  the  injured  extremity  and  apply 
a comfortable  and  well-padded  plaster  cast 
in  improved  though  not  perfect  position. 
The  child  is  then  admitted  to  the  hospital, 
and  six  or  eight  hours  later,  or  on  the  fol- 
lowing morning,  after  he  has  had  sufficient 
time  to  empty  his  stomach,  and  after  proper 
pre-anesthesia  medication,  the  definitive  re- 
duction and  fixation  is  accomplished. 

I have  never  been  convinced  that  it  is 
much  more  difficult  to  reduce  a fracture 
eighteen  or  twenty  hours  after  it  has  hap- 
pened than  it  would  have  been  to  have  re- 
duced that  same  fracture  within  two  or 
three  hours,  but  I have  been  markedly  im- 
pressed with  the  vast  quantities  of  undigest- 
ed hot  dogs,  hamburgers,  peanuts,  popcorn, 
etc.,  that  any  child  will  vomit  up  in  the  pro- 
cess of  undergoing  immediate  anesthesia, 
even  though  his  mother  has  just  said  that  he 
had  had  nothing  to  eat  since  the  night  be- 
fore, except  a glass  of  milk  and  dry  cereal. 

I believe  that  any  possible  increase  in  the 
ease  of  reduction  is  negated  by  the  unease 
of  my  knowing  the  danger  of  a general  anes- 
thesia under  these  circumstances. 

Fractures  which  are  associated  with  cir- 
culatory or  neurological  damage,  or  even  the 
threat  of  such  damage,  must  be  handled  as 
emergencies.  Most  supracondylar  fractures 
of  the  humerus,  for  example,  are  of  this 
category ; so,  of  course,  are  all  open  fractures 
where  there  is  danger  of  infection.  In  these 
instances,  the  danger  of  delay  of  definitive 
treatment  is  of  such  quality  as  to  justify  the 
risks  of  immediate  anesthesia. 

In  all  other  fractures  of  the  extremity,  one 
should  give  serious  consideration  to  the 


method  of  reduction  without  anesthesia  and 
after  casting,  or,  at  least,  to  the  postpone- 
ment of  anesthesia  and  reduction  for  a period 
of  hours. 

FRACTURES  OF  THE  FEMUR  IN 
YOUNG  CHILDREN 

When  a child  of  five  or  six  years  sustains 
an  uncomplicated  fracture  of  the  femur,  it 
is  possible  to  decrease  the  cost  of  medical 
care  to  the  family  by  using  Bryant’s  traction 
on  a portable  frame,  cutting  the  period  of 
hospitalization  to  a few  days.  This  frame 
is  simply  a padded  rectangular  piece  of  one- 
inch  plywood  cut  to  size  for  the  individual 
child  but  usually  being  no  more  than  24 
inches  wide  by  30  inches  long.  The  height 
of  the  upright  is  also  based  on  the  length 
of  the  child.  The  frame,  with  the  child  sus- 
pended so  that  the  buttocks  hang  free,  can 
be  carried  by  the  mother,  and  can  be  placed 
on  a table  or  a convenient  bed  or  even  in  a 
play  pen  at  home.  The  child  should  be  kept 
in  the  hospital  for  the  first  few  days  only. 
During  this  time  one  can  be  sure  that  there 
are  not  associated  injuries  and  that  the  po- 
sition of  the  fragments,  as  determined  by 
X ray,  is  acceptable,  and,  most  importantly, 
the  mother  can  be  trained  in  the  care  of  the 
child  in  traction  and  in  the  application  and 
adjustment  of  the  traction.  It  is  necessary 
that  the  mother  fully  understands  the  ne- 
cessity for  frequent  close  observation  of  the 
child,  particularly  in  regard  to  the  circula- 
tion to  the  feet  and  the  prevention  of  the  de- 
velopment of  pressure  sores  around  the  ankle 
and  foot.  Showing  the  parents  photographs 
which  illustrate  how  pressure  sores  or  cir- 
culatory ulcers  have  developed  is  so  shock- 
ing that  the  parents  cannot  be  more  moti- 
vated to  care  properly  for  their  own  child. 

If  the  mother  is  intelligent  and  properly 
trained  and  indoctrinated,  the  child  can  be 
as  well  or  better  cared  for  at  home  than  in 
the  hospital  and  at  far  less  economic  and 
possibly  psychological  cost.  He  may  be 
transported  easily  to  and  from  the  hospital 
for  X-ray  and  follow-up  examination. 

IMPENDING  VOLKMAN’S 
ISCHEMIA 

Case  Report  1.  R.A.  Six-year-old 
boy.  Fell  from  his  play  wagon  at  eight 
o’clock  a.m.  on  the  27th  of  May,  1944, 
and  sustained  a supracondylar  fracture 
of  the  humerus  with  marked  displace- 
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ment.  He  was  taken  to  the  emergency 
room  at  the  hospital,  and,  under  gen- 
eral anesthesia  a reduction  of  the  frac- 
ture was  accomplished  immediately. 
His  arm  was  held  in  flexion  of  about  110 
degrees  with  a plaster  cast  about  the 
arm  and  forearm.  By  four  o’clock  in 
the  afternoon  there  was  marked  swell- 
ing of  the  elbow  and  forearm,  and  the 
cast  was  removed;  the  flexion  was  de- 
creased and  a sling  applied.  At  8 
o’clock  that  evening,  when  I first  saw 
him,  there  was  marked  SAvelling  about 
the  elbow,  the  radial  pulse  could  not  be 
obtained  on  that  side,  the  hand  was 
cold,  bluish-white  in  color,  and  the  child 
complained  of  marked  pain.  The  elbow 
was  extended,  gentle  traction  was  ap- 
plied to  the  forearm  by  adhesive  skin 
strips,  and  the  arm  was  elevated.  Papa- 
verin  was  given.  There  was  no  improve- 
ment in  the  circulation.  The  child  was 
taken  to  the  operating  room  and,  under 
general  anesthesia,  the  fascia  opened, 
beginning  at  the  upper  third  of  the  arm 
and  extending  distally  two  and  a half 
inches  below  the  cubital  fossa.  On  open- 
ing the  fascia  a small  amount  of  clotted 
blood  was  found.  The  musculature  below 
the  elbow  appeared  to  be  dead,  in  color 
greyish-blue  instead  of  the  normal  pink. 
The  radial  and  brachial  arteries  were 
identified  as  fibrous  strands..  There 
was  no  pulsation  in  the  arteries  what- 
soever. The  brachial  artery  was 
stripped  of  its  connective  tissue  up- 
wards to  the  middle  of  the  arm.  It 
then  began  suddenly  to  pulsate  down  to 
the  point  at  which  it  branched  into  the 
ulnar  and  radial  arteries.  The  radial 
artery  was  stripped  below  this  point, 
and  then  it,  too,  began  to  pulsate.  The 
branchialis  anticus  muscle  had  been  la- 
cerated, but  the  artery  was  not  in  con- 
tact with  the  sharp  edges  of  the  frac- 
tured bone.  When  an  attempt  was  made 
to  reduce  the  fracture,  the  pulsation  in 
the  arteries  stopped,  as  it  also  did  when 
an  attempt  was  made  to  close  the  wound. 
This  did  not  seem  to  be  due  to  direct 
pressure  on  the  artery  but  rather  to  ir- 
ritation of  the  artery.  The  wound  was 
therefore  left  open,  covered  with  a vase- 
line gauze  dressing  and  the  arm  placed 
in  a posterior  molded  plaster  trough  in 
approximately  150  degrees  of  extension 
at  the  elbow,  no  attempt  being  made  to 
reduce  the  fracture.  At  this  time  the 


fingers  were  warm  and  pink,  and  the 
radial  pulse  was  readily  obtained.  His 
circulation  remained  good.  Five  days 
later  a Kirschner  wire  was  placed 
through  the  olecranon  and  traction  ap- 
plied through  the  wire.  The  elbow  was 
brought  gradually  into  flexion  and  the 
wound  was  closed  secondarily  with  split 
thickness  skin  graft.  Two  years  later 
he  had  a normal  appearing  arm,  fore- 
arm and  hand,  with  full  range  of  mo- 
tion except  for  slight  decrease  in  flexion 
of  the  elbow.  He  had  no  circulatory  or 
neurologic  disturbance,  except  for  a 
small  area  of  hypesthesia  on  the  dor- 
sum of  the  thumb. 

Case  Report  2.  C.R.  Age  five.  On 
September  17,  1955,  the  little  girl  was 
knocked  over  when  her  brother  ran  in- 
to her  with  his  bike.  She  suffered  a 
supracondylar  fracture  of  the  elbow 
with  marked  displacement.  Under  gen- 
eral anesthesia,  one  hour  after  the  in- 
jury, a good  reduction  was  accom- 
plished, and  a molded  posterior  plaster 
splint  and  sling  were  applied,  holding 
the  arm  in  flexion  of  slightly  more  than 
90  degrees.  As  should  be  done  in  all 
similar  cases,  the  child  was  admitted 
to  the  hospital  so  that  the  circulation 
could  be  checked  at  frequent  intervals. 
The  following  day  there  was  much  swell- 
ing of  the  hand  and  forearm  and  elbow. 
The  dressings  were  loosened,  and  the 
elbow  was  further  extended.  The  cir- 
culation seemed  to  improve,  but  later 
that  day  it  became  less  good,  and  by  the 
following  morning,  the  radial  pulse  on 
the  affected  side  was  only  occasionally 
obtainable.  There  was  numbness,  blue- 
ness and  coolness  of  the  hand  and  in- 
ability to  flex  the  fingers.  A stellate 
ganglion  block  was  done  without  appre- 
ciable benefit,  and  therefore,  the  sur- 
gical approach  was  determined  upon. 
An  incision  was  made  extending  from 
two  inches  below  the  elbow  to  just  be- 
low the  shoulder.  The  fascia  was  split. 
There  was  practically  no  subfascial  hem- 
orrhage, nor  did  the  muscles  immedi- 
ately buldge  through  the  opening  in  the 
fascia  as  they  would  if  they  had  been 
under  marked  pressure.  The  bifurca- 
tion of  the  brachial  artery  occurred 
high,  approximately  two  inches  above  the 
elbow.  For  approximately  three  inches 
proximal  to  the  bifurcation  the  artery 
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was  in  severe  spasm,  being  about  the 
size  and  color  of  grocery  string,  al- 
though above  and  below  it  was  red  and 
full  and  possibly  three  millimeters  in 
diameter.  The  pulsation  in  the  artery 
stopped  at  the  sharp  line  of  demarca- 
tion of  spasm.  The  artery  was  bathed 
in  2%  Novocain,  and  Novocain  was  in- 
filtrated into  the  tissues  around  the  ar- 
tery at  the  upper  pole  of  incision.  This 
did  not  release  the  spasm.  The  artery 
was  then  stripped,  and  pulsation  re- 
turned, although  of  an  intermittent 
character.  A section  of  the  artery 
would  go  into  spasm  without  stimula- 
tion on  our  part,  but  within  a minute  or 
two  the  spasm  would  cease,  and  the  ar- 
tery would  again  pulsate  fully.  A 
Kirschner  wire  was  placed  through  the 
olecranon  and  gentle  traction  applied. 
The  wound  was  partially  closed  and  the 
child  transferred  to  her  room.  At  this 
time  the  radial  pulse  was  full  and  pound- 
ing and  remained  so.  The  wound  later 
was  closed  secondarily,  the  flexion  of 
the  arm  increased,  and  the  final  result 
is  a normally  functioning  extremity 
with  a nearly  normal  appearing  X ray. 

These  two  case  reports  are  cited  as  il- 
lustrative of  the  cause  and  the  treatment  of 
impending  Volkman’s  ischemia. 

There  are  two  theories  as  to  the  produc- 
tion of  the  ischemia  in  a Volkman’s  con- 
tracture. The  first  theory  supposes  that 
there  is  a blockage  of  venous  return  which 
produces  increased  intrafascial  pressure  of 
such  degree  as  to  embarrass  the  arterial  cir- 
culation. The  second  theory  is  that  the 
ischemia  is  due  to  arterial  spasm.  Edema  of 
severe  degree  may  be  seen  with  full  pulse. 
I cannot  say  that  edema,  produced  by  in- 
creased venous  pressure  due  to  too  sharp 
flexion  of  the  injured  extremity  or  to  a too 
tight  or  improperly  applied  cast  cannot  cause 
Volkman’s  ischemia,  but  until  further  evi- 
dence is  available,  it  is  my  belief  that  it  does 
not.  But  I cannot  doubt,  after  these  two 
dramatic  experiences,  that  it  can  be  caused 
by  arterial  spasm. 

When  an  impending  Volkman’s  ischemia 
is  present,  the  physician  should  determine 
that  the  stage  is  set  for  tragedy,  and  he 
must  act  with  resolution  and  promptness. 
The  reduction  of  the  fracture  should  be  ig- 
nored except  as  the  position  seems  to  influ- 
ence the  quality  of  the  radial  pulse.  The  el- 
bow should  be  taken  down  from  a position 


of  flexion  and  extended  to  150  or  160  de- 
grees and  immobilized  by  a molded  plaster 
slab  or  by  gentle  traction  with  the  extrem- 
ity elevated.  Vaso-dilater  drugs  may  be 
used  (papaverine,  Priscoline,  Roniacol,  Ila- 
dar)  but  if  the  circulation  in  the  extremity 
as  determined  by  the  radial  pulse  does  not 
improve  promptly,  a stellate  block  with  No- 
vocain must  be  done.  The  final  stage  of 
treatment  is  arterial  stripping. 

SPRAINS  OF  THE  FOOT  AND 
ANKLE 

The  treatment  of  sprains  is  a matter  of 
importance  because  of  their  great  frequency. 
Of  all  the  patients  with  orthopedic  com- 
plaints who  enter  the  emergency  room  in 
our  hospital,  sprains  account  for  the  larg- 
est number. 

A sprain  is,  by  definition,  a wrenching  of 
a joint,  producing  a stretching  or  laceration 
of  ligaments.  Lengthening  by  the  uncurling 
of  fibres,  the  way  a woolen  cord  does  when 
it  stretches,  does  not  occur  in  a ligament. 
Here  it  can  occur  only  by  the  tearing  of  in- 
dividual fibres  in  a scattered  pattern  through 
the  tendon,  or  by  complete  or  nearly  com- 
plete tearing  of  its  fibres,  or  by  the  avulsion 
of  the  ligament  from  its  bony  attachment. 
Sometimes  a thin  sheet  of  bone  is  torn  off 
rather  than  the  ligament  tearing.  This  re- 
sults in  a “sprain-fracture.”  However,  the 
pathology  and  disturbed  physiology  is  that 
of  a sprain  rather  than  of  a fracture. 

The  first  principle  of  the  treatment  of  a 
sprain  is  that  immobilization  should  be  suffi- 
ciently complete  and  prolonged  as  to  permit 
healing  of  the  torn  ligament.  The  second 
principle  is  that  healing  occurs  most  rapidly 
and  with  the  least  complications  in  the  ex- 
tremity  where  the  circulation  is  nearly  nor- 
mal. The  third  principle  is  that  the  circula- 
tion is  nearest  normal  in  the  ankle  which 
receives  the  most  normal  use. 

If  these  principles  are  true,  it  is  essential 
that  we  treat  the  condition  in  such  a way 
that  the  patient  will  be  able  to  walk,  with 
little  or  no  pain,  right  from  the  start.  We 
use  the  kind  of  immobilization  which  is 
necessary  to  permit  the  patient  to  walk  and 
to  carry  on  his  normal  activities.  If  the  tear 
is  a serious  one,  then  a walking  cast  is  re- 
quired. If  less  serious,  a properly  applied 
strapping  is  sufficient.  If  the  sprain  is 
mild,  the  support  is  used  for  a minimum  of 
ten  days  to  two  weeks.  If  more  severe,  a 
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month  in  a walking  cast,  followed  by  two 
or  more  weeks  of  strapping  is  used.  In  a 
chronic  sprain,  one  which  has  been  repeated- 
ly injured  or  one  which  has  not  had  adequate 
early  treatment,  protection  must  be  con- 
tinued for  months.  In  this  case,  a double 
bar,  short-leg  brace  with  free  ankle  motion 
has  the  advantage  that  it  offers  adequate 
protection  against  lateral  strain  of  the  foot 
and  ankle  but  can  be  removed  for  bathing 
and  at  night. 

The  technique  of  applying  a protective 
strapping  is  important.  The  leg  often,  even 
in  children,  should  be  shaved  and  the  skin 
cleansed  and  dried.  The  strapping  should 
be  applied  while  the  foot  is  held  in  neutral 
position  as  regards  both  dorsiflexion,  plan- 
tarflexion,  inversion,  and  eversion.  It 
should  be  held  in  the  same  position  that  it 
is  in  when  the  patient  is  standing  on  it. 

The  strapping  should  encircle  the  foot  and 
ankle  and  should  extend  down  to  the  base  of 
the  toes.  If  the  dorsum  of  the  foot  is  not 
included,  “window  edema”  occurs.  A second 
reason  for  including  the  foot  is  that  many 
sprains  involve  the  ligaments  of  the  foot, 
that  is  the  calcaneal  cuboid,  the  calcaneal 
navicular,  and  the  talo-calcaneal  rather  than 
the  ligaments  of  the  ankle  proper,  and  un- 
less the  foot  is  strapped,  these  ligaments 
are  not  properly  protected. 

The  important  thing  is  that  the  patient 
walk  in  as  normal  a manner  as  possible  and 
return  to  full  activity.  It  has  not  been  neces- 
sary to  use  Novocain  injections  or  to  freeze 
the  skin  by  using  ethel  chloride.  If  the  ankle 
is  properly  supported,  the  patient  will  walk. 
He  will  have  some  pain  for  the  first  two  or 
three  days,  when  he  first  starts  to  walk  after 
prolonged  rest,  but  within  a minute  or  two 
that  pain  disappears.  The  use  of  crutches 
should  not  be  necessary,  and  if  they  are  it  is 
evidence  that  our  immobilzation  is  not  ade- 
quate. There  is  no  place  for  the  use  of  heat 
in  any  of  its  modalities  or  of  massage  or 
other  physical  therapy.  The  best  physical 
therapy  is  normal  use.  The  use  of  an  elas- 
tic bandage  or  elastic  athletic  ankle  support 
above  is  not  adequate  treatment.  In  fact 
the  elastic  bandage  is  useful  only  to  cause 
compression  or  to  hold  in  place  something 
else,  such  as  a splint,  or  a strapping. 

When  sprains  are  treated  in  this  way, 
painful,  post  - traumatic  neuro  - circulatory 
dyscrasia  (Sudecks  bone  atrophy)  is  very 
rare.  Since  the  patient  is  back  at  full  ac- 


tivity very  shortly  after  his  injury,  eco- 
nomic loss  is  kept  to  a minimum. 

BASEBALL  FINGERS 

A “baseball  finger”  is  an  injury  produced 
by  catching  a ball  on  the  end  of  the  finger 
or  pushing  the  extended  finger  into  a solid 
object,  causing  a tear  of  the  extensor  mech- 
anism from  the  proximal  phalanx.  Baseball 
fingers  in  adolescent  boys  seldom  require 
internal  fixation  or  suturing  of  the  torn  ex- 
tensor tendon.  A strip  of  aluminum  cut  to 
proper  length  and  bent  to  fit  the  finger,  to 
hold  it  in  extension  of  the  distal  phalanx, 
flexion  of  the  proximal  phalanx  and  meta- 
carpal phalangeal  joints,  and  held  to  it  with 
“tensoplast,”  has  been  a most  satisfactory 
method  of  treatment. 

A special  form  of  baseball  finger  is  the 
epiphyseal  fracture  of  the  distal  epiphysis  in 
which  the  epiphysis  is  torn  from  the  phalanx 
as  it  is  forcefully  flexed.  These  injuries  are 
almost  always  compound.  The  perinycium 
slips  down  over  the  epiphysis,  and  the  phal- 
anx cannot  be  brought  back  to  meet  the  epi- 
physis until  the  perinycium  has  been  slipped 
out  from  beneath  it.  Often  it  is  necessary 
to  make  a short  incision  at  the  base  of  the 
nail  on  either  side  before  the  perinycium  can 
be  lifted  out.  Once  the  fracture  is  reduced 
it  can  be  held  in  the  same  way  that  the  tear 
of  the  extensor  tendon,  with  or  without 
the  fracture  of  the  phalanx,  is  held. 

Current  Comment 

Every  Physician  Should  Be  a Member  of  W.M.A. — 

The  Reference  Committee  on  Reports  of 
Board  of  Trustees  and  Secretary,  of  the 
House  of  Delegates  of  the  A.M.A.  made  the 
following  statement: 

“It  is  difficult  for  the  members  of  your 
Committee  to  believe  that  any  physician  in 
the  United  States,  and  especially  any  mem- 
ber of  the  American  Medical  Association  is 
not  a member  of  the  W.M.A.  With  condi- 
tions in  the  world  as  they  are  today,  we 
owe  it  to  ourselves  and  to  our  children,  not 
only  as  physicians  but  also  as  citizens  of 
this  great  country  of  ours,  to  do  everything 
in  our  power  to  keep  the  spark  of  freedom  in 
medicine  glowing  throughout  the  world.” 

Familiarity  with  the  work  and  accomplish- 
ments of  the  World  Medical  Association 
makes  for  wholehearted  agreement  with  this 
report. 
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An  Open  Psychiatric  Division 

General  Hospital 


This  author  reports,  herein,  his  experience  with 
the  open  psychiatric  unit  in  a general  hospital. 
This  experience  extended  over  a period  of  fifteen 
years  and  dealt  with  453  psychiatric  patients 
who  were  treated  and  discharged  in  a one-year 
period.  The  data  presented  strongly  support  the 
thesis  that  substantial  benefits  accrue  to  the  hos- 
pital. to  the  patient,  and  to  the  community  where 
this  type  of  service  is  available. 

—EDITOR 

DURING  the  past  number  of 
years,  such  men  as  Drs.  Frank- 
lin G.  Ebaugh1,  E.  G.  Billings2, 
S.  W.  Hamilton3,  Adolf  Meyer4,  William 
Sandy5,  L.  R.  Wilson6,  Thomas  J.  Heldt7,  A. 
E.  Bennett8,  and  others  have  constantly  fo- 
cused attention  on  the  importance  of  provid- 
ing for  psychiatric  facilities  within  the  gen- 
eral hospital.  In  addition  they  have  report- 
ed their  experience  and  success  with  various 
types  of  structural  and  administrative  organ- 
ization. In  1939,  Dr.  G.  Alexander  Young9 
summarized  very  completely  the  experiences 
of  various  psychiatric  departments  in  the 
general  hospitals  of  Omaha.  In  1940, 
Ebaugh  prepared  a monograph  entitled,  The 
Care  of  the  Psychiatric  Patient  in  General 
Hospitals,  which  was  published  by  the  Amer- 
ican Hospital  Association.  He  not  only 
showed  the  evolution  and  extent  of  the  prob- 
lem, but  also  the  hospitals  then  participating 
and  their  attitudes;  the  advantages  and  dis- 
advantages of  such  a service;  types  of  de- 
partmental organization;  and  fully  outlined 
the  principles  of  management  necessary  in 
the  psychiatric  disorders  commonly  seen  in 
the  general  hospital. 

Ebaugh  summarized  this  survey  by  stat- 
ing, “The  establishment  of  psychiatric  facili- 
ties in  the  general  hospital  brings  substan- 
tial benefits  to  the  hospital,  the  community, 
the  patient  and  the  medical  profession.  The 
hospital  gains  economically,  becomes  truly 
general,  raises  the  level  of  medical  practices 
within  its  walls,  improves  relationships  with 
the  community,  saves  money  for  everyone 
concerned,  and  becomes  capable  of  compe- 
tently discharging  important  educational  re- 
sponsibilities to  nurses,  medical  students,  in- 
terns, and  residents/’  He  further  pointed 

♦Presented  before  the  Thirty-Second  Annual  Convention  of 
the  Central  Neuropsychiatric  Association,  Omaha,  October  5, 
1956. 
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out,  “The  patient  gains  through  the  oppor- 
tunity of  receiving  complete  early  care  easily 
accessible  to  his  home  with  less  stigma  at- 
tached as  when  sent  to  a public  or  private 
mental  institution.”  He  concluded  by  stat- 
ing. “The  medical  profession  is  offered  the 
advantage  of  a stimulating  bilateral  consul- 
tation arrangement,  and  psychiatry  is  given 
an  opportunity  to  demonstrate  the  value  of 
early  attention,  the  methods  of  modern  ther- 
apy, and  the  application  of  constructive  men- 
tal hygiene  principles.” 

Heldt7,  a number  of  years  ago,  found  that 
from  12  to  20  per  cent  of  all  patients  ad- 
mitted to  a general  hospital  would  be  found 
to  present  conditions  and  problems  that  are 
primarily  neuropsychiatric  regardless  of  the 
patient’s  complaint  or  diagnostic  impression 
on  first  contact.  In  spite  of  this  finding,  in 
1951,  Bennett,  Hargrove,  and  Engle10  con- 
ducted a survey  of  psychiatric  facilities  in 
hospitals  in  the  United  States  and  Canada 
and  reported  that  only  4 per  cent  of  all  gen- 
eral hospital  beds  have  psychiatric  facilities. 
This  survey  also  brought  out  that  1,000  hos- 
pitals reported  no  psychiatric  service,  and  17 
had  some  psychiatric  service;  60  per  cent  of 
the  general  hospitals  with  psychiatric  serv- 
ice are  governmental,  while  less  than  40  per 
cent  are  private.  Private  general  hospitals 
have  thus  evaded  their  duty  in  the  matter  of 
adequate  patient  care.  In  fact,  most  of  the 
private  hospitals  having  psychiatric  provi- 
sions were  either  large  general  hospitals,  or 
those  associated  with  medical  schools. 

It  is  possible  that  this  evasiveness  may  re- 
sult from  the  lack  of  appreciation  of  the 
need  for  such  facilities,  but  I believe  it  is 
mainly  a fear  that  marked  architectural 
changes  will  be  necessary,  concern  over  the 
financial  cost,  and  a dread  of  administrative 
problems  involved. 

I propose  to  show  that  the  above  fears  are 
unwarranted.  I shall  do  so  by  giving  you 
the  evolution  and  development  of  an  open 
psychiatric  division  in  a 180-bed  general  hos- 
pital. Most  psychiatric  facilities  in  general 
hospitals  consist  of  separate,  distinct,  segre- 
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gated,  locked  units.  Isolation  and  segrega- 
tion of  the  psychiatric  patient  in  the  general 
hospital  usually  constitutes  the  first  step  in 
the  establishment  of  a neuropsychiatric  de- 
partment. I believe  that  the  usual  neuro- 
psychiatric patient  may  be  granted  a room 
or  bed  amidst  the  medical  or  surgical  popu- 
lation of  the  hospital  provided  the  attending 
nurses  and  physicians  are  sufficiently 
trained  in  psychiatric  methods  to  enable 
them  to  meet  the  needs  of  the  case.  It  is  the 
unusual  patient  that  requires  isolation,  and 
special  care,  and  precaution.  As  has  previ- 
ously been  mentioned,  one  of  the  arguments 
in  favor  of  establishing  a psychiatric  de- 
partment in  a general  hospital  was  that  it 
reduced  the  stigma  to  the  patient  and  his 
family  that  occurs  when  a patient  is  sent  to 
a sanitarium,  state  hospital,  or  hospital  bear- 
ing the  name  of  a psychiatric  institute.  Un- 
fortunately, it  has  been  the  author’s  experi- 
ence that  even  in  a large  community,  a seg- 
regated unit  in  the  course  of  time  develops 
this  same  stigma.  This  is  illustrated  by  the 
following  statements  of  laymen:  “Poor  John 
had  to  be  taken  to  Ward  F,”  or  “Harry  is  in 
the  Nut  Ward,”  or  “Did  you  know  that  Mary 
is  in  the  Psycho-Unit?” 

With  these  thoughts  in  mind,  it  was  decid- 
ed to  establish  an  open  psychiatric  unit  in 
the  Lincoln  General  Hospital,  Lincoln,  Ne- 
braska, in  July,  1940.  First,  two  rooms  were 
set  aside  on  the  medical  floor  for  the  care  of 
patients  having  abnormal  personality  func- 
tions. These  rooms  were  partially  sound- 
proofed with  Celotex  and  had  heavily  wired 
screen  on  the  outside  of  the  windows.  With- 
in a short  time,  it  was  evident  that  more 
room  was  needed  and  four  more  single  rooms 
and  one  double  room  were  fitted  with  remov- 
able protective  screens,  and  the  rooms  were 
either  used  for  psychiatric  patients  or  for 
medical  cases.  The  total  room-facilities  now 
include  seven  single  rooms,  three  double 
rooms,  and  one  four-bed  ward,  all  inter- 
changeable for  either  medical  or  psychiatric 
cases.  After  15  years  of  experience  with  this 
open  unit,  the  administrator  does  not  hesi- 
tate to  admit  psychiatric  patients  any  place 
in  the  hospital  if  there  is  a bed  shortage  on 
the  medical  floor  where  the  interchangeable 
rooms  are  located. 

After  the  first  year  and  one-half  of  ex- 
perience with  an  open  psychiatric  division, 
the  author11  presented  a paper  dealing  with 
the  advantages  and  disadvantages  of  such  a 
unit  before  the  Seventy-fourth  Annual  As- 
sembly of  the  Nebraska  State  Medical  Asso- 


ciation in  Omaha,  Nebraska,  May  5, 1942.  The 
original  cost  to  the  hospital  and  the  finan- 
cial return  were  summarized,  and  the  type 
of  psychiatric  cases  encountered,  their  ulti- 
mate therapy,  results  and  disposition  over  a 
one-year  period  were  presented. 

At  present,  between  300  and  400  psychi- 
atric patients  are  admitted  to  the  Lincoln 
General  Hospital  each  year.  All  types  of 
problems  are  accepted,  and  only  in  rare  in- 
stances has  it  been  necessary  to  confine  a pa- 
tient to  his  room  or  transfer  him  to  another 
institution  having  a segregated,  locked  unit. 
In  fact,  we  have  definite  data  to  substan- 
riate  our  belief  that  there  has  been  a reduc- 
tion of  stigma  to  the  patient  and  family,  al- 
lowing for  earlier  hospital  treatment,  a bet- 
ter educational  advantage  to  both  nurses  and 
doctors,  a reduction  in  the  number  of  days 
necessary  for  hospital  treatment,  and  the 
more  willing  return  of  the  patient  to  the 
hospital  or  office  for  follow-up  out-patient 
treatment.  Even  more  important,  the  fam- 
ilies of  our  patients  accept  the  fact  that 
mental  illness  is  a sickness  just  like  any 
other  sickness.  Their  participation  in  the 
hospitalization  and  home  care  of  their  rela- 
tives produces  a better  attitude  and  environ- 
ment for  the  recovery  from  a psychiatric 
disorder. 

In  1955,  there  were  453  neuropsychiatric 
admissions  to  the  Lincoln  General  Hospital. 
These  cases  were  classified  under  provisions 
of  the  Standard  Nomenclature  of  Diseases 
and  Operations  as  outlined  by  The  American 
Medical  Association,  fourth  edition,  January 
1952.  Briefly,  I would  like  to  present  a 
breakdown  of  these  453  admissions. 


I. 

Chronic  Brain  Disease 

. 14 

II. 

Involutional  Psychotic  Reactions. 

. 25 

III. 

Affective  Reactions  

1.  Depressive  Reactions  ... 

2.  Hypomanic  or  Manic 

.111 

.116 

Reactions  

. 5 

IV. 

Schizophrenic  Reactions  ... 

. 45 

V. 

Paranoia  or  Paranoid  Reactions. 

. 7 

VI. 

Psychoneurotic  Reactions 
1.  Reactive  Depressions  ... 

. 29 

.117 

VII. 

Personality  Disorders 

1.  Drug  Addiction  

. 7 

. 37 

2.  Alcoholism 

. 9 

VIII. 

Diseases  of  the  Nervous  System. 

. 92 

(Neurological  Disorders) 

VIII. 

1.  Neurosurgical  

. 28 

Total 453 

The  average  length  of  hospital  stay  for 
these  453  patients  was  121/2  days.  Eight  of 


172 


Nebraska  S.  M.  J. 


these  cases  were  committed  to  the  State 
Hospitals,  and  seven  were  transferred  to  pri- 
vate facilities  for  prolonged  psychiatric  hos- 
iptal  care.  Four  psychiatrists  in  private 
practice  admitted  the  majority  of  the  pa- 
tients. Psychotherapy,  chemo-  and  electric 
shock  therapy  according  to  the  need  in  indi- 
vidual cases  were  continued  in  the  offices  of 
these  four  doctors  for  a number  of  months 
following  the  patient’s  discharge  from  the 
hospital. 

Elewhere,  the  author  has  presented  the 
results  of  treatment  of  200  successive  psy- 
chiatric admissions  after  a two-year  follow- 
up survey.  The  results  of  recovery  or  im- 
provement compared  favorably  with  those 
reported  in  other  similar  studies.  Because 
of  the  short  hospital  stay,  no  attempt  was 
made  to  establish  organized  occupational  or 
recreational  services.  Individual  occupa- 
tional therapy  is  carried  on  by  the  nursing 
staff  on  suggestions  from  the  attending  psy- 
chiatrist. Patients  are  encouraged  to  go  out 
for  walks,  either  alone  or  with  other  pa- 
tients, unaccompanied  in  most  instances  by 
attendants  or  nurses.  A sunporch  was 
equipped  with  television,  card  tables,  and  so 
forth  to  provide  for  and  encourage  social  and 
recreative  activities  of  patients. 

The  following  mimeographed  note  is  given 
each  patient  who  has  received  electric  shock 
therapy  when  discharged  from  the  hospital: 

FOR  PATIENT  WHEN  DISCHARGED 

You  have  completed  your  hospital  treat- 
ments and  today  you  are  going*  home. 

Your  memory  will  be  poor  and  you  will 
forget  things  easily  for  the  next  few  days. 
This  is  a normal  reaction  and  occurs  in  all 
patients  after  they  have  had  a few  treat- 
ments. Your  memory  will  gradually  return 
so  do  not  worry  about  it. 

You  can  do  anything  you  want  to  do,  but 
remember  you  will  tire  easily  for  a while,  so 
do  not  over-do. 

You  are  to  return  to  my  office, 

430  Stuart  Building  on 

Day 

at  — 

Date  Time 


Doctor 


Date 

After  fifteen  years’  experience  with  an 
open  unit,  the  psychiatrists  using  this  type 
of  hospital  facility  are  all  agreed  that  it  is 


preferable  to  a closed  unit.  Records  indicate 
that  there  has  never  been  a successful  sui- 
cidal attempt  by  any  patient,  very  few  pa- 
tients have  left  the  hospital  unless  discharged 
by  their  doctor,  and  only  rarely  have  other 
patients  in  the  hospital  complained  of  noise 
or  disturbances  created  by  an  agitated  psy- 
chiatric patient. 

In  spite  of  my  enthusiasm  after  fifteen 
years’  experience  with  an  open  psychiatric 
unit,  I wish  to  conclude  with  this  suggestion 
of  Thomas  Heldt7:  “In  contemplating  the 

establishment  and  the  maintenance  of  a divi- 
sion of  Neuro-psychiatry  in  a general  hos- 
pital, we  judge  that  no  preconceived  plan  of 
any  proportion  can  be  set  down  in  a general 
hospital  setting  and  be  expected  to  function 
as  such.  The  neuro-psychiatrist  of  all  medi- 
cal men,  knows  how  important  it  is  to  indi- 
vidualize patients  and  their  situations,  so  in 
introducing  and  developing  neuro-psychiatry 
in  the  general  hospital,  each  general  hospital 
setting  is  different  and  must  be  thoroughly 
individualized  and  evaluated.  Upon  the  basis 
of  such  evaluation  must  the  plan  of  approach 
and  development  be  carried  out  with  antici- 
pation of,  and  provision  for,  flexibility  and 
elasticity  of  application.” 

BIBLIOGRAPHY 

1.  Ebaugh,  F.  G.:  “The  Care  of  the  Psychiatric 

Patient  in  General  Hospitals.”  American  Hospital 
Associations,  1940. 

2.  Billings,  E.  G.:  “The  Value  of  Psychiatry 

to  the  General  Hospital.”  Read  at  the  96th  Annual 
Meeting  of  the  American  Psychiatric  Association, 
Cincinnati,  Ohio,  May  20-24,  1940. 

3.  Hamilton,  S.  N.:  “The  Psychiatric  Depart- 

ment in  the  General  Hospital.”  Hospitals,  12:93, 
January,  1935. 

4.  Meyer,  Adolf:  “Dealing  with  Mental  Dis- 

eases.” Modem  Hospital,  51:87-89,  September,  1938. 

5.  Sandy,  W.  C.:  “Relation  and  Responsibility 

of  the  General  Hospital  in  the  Care  and  Treatment 
of  the  Psychiatric  Patient.”  Bureau  of  Mental 
Health,  Penn.  Department  of  Welfare,  1939. 

6.  Wilson,  L.  R.:  “Care  of  Psychiatric  Patients 

in  a General  Hospital.”  Hospitals,  12:76-78,  July, 
1938 

7.  Heldt,  T.  J.:  “The  Functioning  of  a Division 

of  Neuro-psychiatry  in  a General  Hospital.”  Amer- 
ican Journal  of  Psychiatry,  7 :459-476,  November, 
1927. 

8.  Bennett,  A.  E.:  “Psychiatry  Is  Good  Business 
in  the  General  Hospitals.”  Presented  to  the  Amer- 
ican Psychiatric  Association,  1946. 

9.  Young,  G.  A.:  “Experiences  with  Psychiatric 

Departments  in  General  Hospitals  of  O m a h a.” 
American  Journal  of  Psychiatry,  96:69-77,  July, 
i939. 

10.  Bennett,  A.  E.;  Hargrove,  and  Engle:  “Pres- 
ent Status  and  Future  Needs  of  Psychiatric  Facili- 
ties in  General  Hospitals  in  the  United  States  and 
Canada.”  American  Journal  of  Psychiatry,  108:321, 
November,  1951. 

11.  Stein,  R.  J.:  Paper  presented  at  Seventy- 

fourth  Annual  Assembly  of  the  Nebraska  Stale 
Medical  Association  in  Omaha,  Nebraska,  May  5, 
1942. 


April.  1957 


173 


Abstracts 

The  Omaha  Research  Club,  an  affiliate  of 
The  American  Federation  for  Clinical  Re- 
search, held  its  Annual  Fall  Meeting  on  No- 
vember 29,  1956,  at  St.  Joseph’s  Hospital,  in 
Omaha.  Below,  we  present  abstracts  of  five 
of  the  six  papers  that  were  read  and  dis- 
cussed. 

Hemagglutination  Tests  in  the  Diagnosis  of  Infec- 
tious Diseases.  J.  M.  Severens,  Ph.D.,  Depart- 
ment of  Microbiology,  Creighton  University  School 
of  Medicine. 

This  report  presents  preliminary  investi- 
gations on  attaching  antigens  of  various 
kinds  to  preserved  sheep  erythrocytes  pre- 
pared according  to  the  method  of  Cox.  Thus 
far,  attempts  to  adsorb  onto  the  surface  of 
preserved  sheep  erythrocytes  the  Rh  anti- 
gen obtained  from  lysed  0 positive  cells 
have  been  successful.  The  resulting  prepara- 
tion is  capable  of  detecting  the  Rh  anti- 
bodies and  affords  a relatively  stable  prepara- 
tion. The  material  has  proven  to  be  useful, 
now,  for  a period  of  three  months  with  con- 
tinued testing  at  various  intervals  of  time  to 
determine  the  maximum  life  of  such  materi- 
al. Experiments  are  underway  to  determine 
whether  or  not  it  will  be  feasible  to  attach 
such  antigenic  materials  as  PPD,  cardiolip- 
ins,  and  various  virus  antigens.  The  work  is 
aimed  at  the  development  of  reagents  which 
will  be  useful  in  the  serologic  diagnosis  of 
infectious  diseases  for  which  at  the  present 
time  no  practical  method  exists. 

The  Use  of  Mecamylamine  (Inversine)  and  Clori- 
sondamine  (Ecolid)  for  Autonomic  Hyperreflexia. 

C.  A.  Hamilton*;  R.  L.  Grissom,  and  F.  Majka. 
Department  of  Medicine,  University  of  Nebraska 
College  of  Medicine,  and  Department  of  Neurolo- 
gy, Veterans  Administration  Hospital,  Omaha,  Ne- 
braska. 

We  have  administered  ganglionic  block- 
ing agents  (Inversine  and  Ecolid)  for  a syn- 
drome recently  termed  autonomic  hyper- 
reflexia occurring  in  quadriplegics  with  le- 
sions in  the  cervical  cord.  This  syndrome 
consists  of  over-activity  of  both  parasympa- 
thetic and  sympathetic  modalities  resulting 
in  hypertension,  bradycardia,  “goose-flesh,” 
headache,  excessive  sweating  in  the  derma- 
tome areas  above  the  site  of  the  lesion,  and 
a general  sense  of  uneasiness.  Several  stim- 
uli are  capable  of  inducing  this  outburst  but 
bladder  distention  seems  to  be  the  most  po- 
tent of  these. 

*Research  Fellow  of  National  Heart  Institute,  Department  of 
Health,  Education  and  Welfare. 


Six  quadriplegics  were  examined  by  blad- 
der distention  for  the  presence  of  this  syn- 
drome. A cystometrograph  was  recorded 
concurrently  with  blood  pressure  and  pulse 
and  other  objective  signs.  To  three  of  these 
patients,  who  had  this  syndrome  in  a rather 
severe  form,  mecamylamine  (Inversine  2.5 
mg.  and  5.0  mg.  twice  a day)  and  chlorison- 
damine  (Ecolid  25  mg.  and  50  mg.  twice  a 
day) , were  administered.  At  the  end  of  each 
treatment-period  the  cystometrograph,  blood 
pressure  and  pulse  studies  were  repeated. 
Six  control  tests,  seven  tests  during  meca- 
mylamine treatment,  and  six  tests  during 
chlorisondamine  treatment  were  completed. 

Results : The  improvement  during  the 

drug  period  compared  to  the  control  period 
was  limited  but  distinctly  present  during 
minor  bladder  stimuli  whereas  there  was  a 
“break  through”  at  higher  levels  of  stimuli. 
This  improvement  in  response  to  bladder 
stimulation  while  on  ganglionic  blocking 
agents,  consisted  of  less  marked  increase  in 
systolic  and  diastolic  blood  pressure,  less 
bradycardia,  and  less  sweating.  Lessened 
systolic  blood  pressure  rise  was  the  most  fav- 
orable result  with  ganglionic  blockade.  The 
average  systolic  blood  pressure  rise  during 
cystometrographs  were : In  control  period, 
95  mm.  Hg. ; in  mecamylamine  (Inversine) 
treatment  period,  77  mm.  Hg. ; and  in  chlo- 
risondamine (Ecolid)  treatment  period,  76 
mm.  Hg.  Bladder  spasms,  “gooseflesh,” 
and  sweating  were  controlled  to  a variable 
degree. 

The  most  disturbing  side  effects  were 
blurring  of  vision,  postural  hypotension,  and 
constipation,  which  prevented  the  control  of 
the  syndrome  by  limiting  the  dosages  which 
could  be  used. 

Effect  of  Fasting  and  Realimentation  With  High 
Carbohydrate  or  High  Protein  Diets  on  the  Blood 
Pressure  and  Heart  Rate  of  Sympathectomized 
Dogs.  A.  J.  Carnazzo*;  H.  H.  McCarthy,  and  C. 
M.  Wilhelmj.  Departments  of  Physiology  and 
Surgery,  Creighton  University  School  of  Medicine, 
Omaha,  Nebraska. 

Six  adult  dogs  (4  males  and  2 females) 
were  studied  after  bilateral  paravertebral 
ganglionectomy  and  adrenal  denervation.  On 
the  kennel  diet,  systolic  blood  pressure  and 
heart  rate  were  not  significantly  different 
from  normal  dogs,  but  there  was  a greater 
tendency  for  diastolic  pressure  to  be  lower  or 
for  the  Karotkoff  sounds  to  go  to  zero.  Dur- 
ing fasts  varying  from  3 to  6 weeks,  the 
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blood  pressure  did  not  fall  as  in  normal  dogs, 
but  either  remained  unchanged  or  tended  to 
rise.  Pulse  rate  diminished.  Loss  of  weight 
was  possibly  faster  than  in  normal  dogs,  but 
the  fasts  were  well  tolerated.  Realimenta- 
tion with  high  carbohydrate  diets  (boiled 
white  rice)  fed  at  the  level  of  120.  cal/M2/ 
hr/24  hrs.  caused  an  elevation  above  the 
fasting  value  of  pulse  rate  but  not  of  blood 
pressure.  Isocaloric  high  protein  diets 
(horse  meat  or  casein)  caused  no  change  or 
a slight  fall  in  blood  pressure.  Gain  in 
weight  during  realimentation  was  normal  or 
slow.  During  fasting,  the  capillary  resist- 
ance rose  and  the  eosinophil  count  fell  but 
the  rise  in  capillary  resistance  was  definite- 
ly less  than  that  in  most  normal  dogs.  In 
spite  of  the  autonomic  imbalance  favoring 
the  vago-insulin  system,  there  was  no  ten- 
dency toward  hypoglycemia  during  fasting 
or  realimentation.  Skin  lesions  were  more 
pronounced  than  in  normal  dogs. 

The  Effect  of  Ganglionic  Blocking  Drugs  on  Mon- 
keys With  Chronic  Renal  Hypertension.  Kenneth 
M.  Brown,  M.D.  Department  of  Neurosurgery, 
University  of  Nebraska  College  of  Medicine. 

Experiments  were  done  with  a colony  of 
twelve  monkeys  made  hypertensive  by  the 
Goldblatt  technique.  The  duration  of  the  hy- 
pertension was  1 to  2.5  years. 

The  ganglionic  blocking  agents  mecamyla- 
mine  (Inversine),  chlorisondamine  (Ecolid) 
and  pentolinium  (Ansolysen)  were  each  ef- 
fective in  lowering  the  blood  pressure  of  such 
monkeys  to  a significant  degree  in  acute  ex- 
periments, at  a dosage  of  1 mg./k  repeated 
in  four  hours,  when  given  intramscularly. 
None  of  the  drugs  were  effective  by  the  oral 
route  at  this  dosage,  and  even  at  a dose  level 
of  8 mg./k  results  were  inconstant. 

Chronic  experiments  with  reserpine,  chlor- 
promazine,  Raudixin,  and  Rauwiloid  re- 
vealed no  improvement  of  the  hypertension, 
whereas  chlorisondamine  was  effective  over 
a three  months  interval  when  given  I.M.  at 
a dose  level  of  2 mg/k/day. 

Radiography  With  a Radioactive  Thulium  Portable 
Unit.  Gordon  F.  Johnson,  M.D.;  George  R.  Pull- 
man, M.D.;  George  C.  Bess,  Col.  USAF  (MC); 
Herbert  M.  Saichek,  M.D.,  and  Ralph  C.  Moore, 
M.D.  From  the  Departments  of  Radiology,  Veter- 
ans Administration  Hospital  and  the  University 
of  Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska. 

For  some  time  there  has  been  a demand 
for  simple  portable  diagnostic  X-ray  equip- 
ment to  supplant  bulky  conventional  appar- 


atus now  in  general  use.  In  recent  years  an 
isotope  of  thulium  (thulium-170)  has  been 
tested  for  this  purpose.  It  emits  a gamma 
ray  comparable  to  a 100  kv.  beam  from  the 
ordinary  X-ray  tube. 

Th$  authors  participated  in  an  Air  Force 
service  test  of  a 200  mg.  thulium  source.  It 
came  housed  in  a 19 14  pound  lead  shield  unit 
with  an  exposure  shutter  which  was  activat- 
ed by  a simple  cable  release.  Over  a three- 
month  period,  numerous  radiographs  of  the 
extremities  were  obtained  utilizing  Polaroid 
paper  and  conventional  X-ray  film  with  va- 
rious intensifying  screens  of  different 
speeds. 

Our  results  seem  to  indicate  that,  while 
this  unit  is  conveniently  portable  and  rela- 
tively simple  to  operate,  its  use  is  somewhat 
limited.  Satisfactory  examinations  of  body 
parts  thicker  than  15  cm.  cannot  generally 
be  obtained.  Gross  abnormalities,  including 
long  bone  fractures,  dense  soft  tissue  calcifi- 
cation and  metallic  foreign  bodies,  are  usual- 
ly well  demonstrated.  On  the  other  hand, 
fractures  of  small  bones  and  bone  and  soft 
tissue  detail  are  not  readily  reproduced.  Loss 
of  detail  in  the  finished  radiographs  is  due 
in  part  to  the  long  exposure  time  and  short 
target-object  distances  required.  In  addi- 
tion, the  short  half-life  (129  days)  necessi- 
tates progressively  longer  exposures  as  the 
source  deteriorates  and  eventual  replacement 
with  a fresh  source. 

The  best  over-all  radiographs  were  ob- 
tained with  conventional  X-ray  film  and 
high-speed  intensifying  screens.  No  particu- 
lar radiation  hazard  to  the  patient  or  oper- 
ator was  detected  so  long  as  ordinary  precau- 
tions were  observed. 

Because  of  these  various  limitations,  the 
present  thulium  source  will  not  likely  sup- 
plant the  conventional  diagnostic  X-ray  tube. 

Current  Comment 

Some  of  the  Quick  Tests  for  Glycosuria — 

Dr.  J.  H.  Leonards  ( J.A.M.A.,  163  :260) 
reports  extensive  trials  with  two  “enzyme” 
tests  for  urinary  sugar.  One  is  the  “match- 
book”  type,  the  other  a roll  of  tape  in  de- 
tachable sections.  The  “matchbook”  type 
will  detect  the  presence  of  sugar  but  the  tape 
roll  gives  an  inaccurate  quantitation  in  a 
large  majority  of  tests.  A patient  could  be 
dangerously  misled  by  depending  upon  such 
a test. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
April  13,  McCook,  St.  Catherine  Hospital 
April  27,  Wayne,  Student  Union  Building 
May  11,  Alliance,  St.  Joseph  Hospital 
May  25,  Ogallala,  Elks  Club 

SECTIONAL  MEETING  OF  THE  AMERI- 
CAN COLLEGE  OF  SURGEONS— April 
8-10,  1957,  St.  Paul,  Minnesota. 

CANCER  DETECTION  COURSES  — Co- 
lumbus, April  10,  1957 ; Hastings,  April 
11,  1957;  York,  April  12,  1957.  Sponsored 
by  the  Cancer  Committee  of  the  Nebraska 
State  Medical  Association  and  the  Nebras- 
wa  Division  of  the  American  Cancer  So- 
ciety. 

ANNUAL  SESSION  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — May  13-16, 
1957,  Hotel  Paxton,  Omaha. 

ANNUAL  SESSION  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION  — June  3-7, 
1957,  New  York. 

News  and  Views 

A.M.A.  Plans  Outstanding  Medical 
Meeting  in  June — 

Physicians  attending  the  A.M.A.’s  106th 
Annual  Meeting  in  New  York  City  June  3- 
7 will  find  a star-studded  revue  of  exhibits, 
scientific  lectures,  medical  films  and  color 
television  programs  lined  up  for  their  pleas- 
ure and  enlightenment.  Focal  point  of  the 
scientific  program  will  be  the  Coliseum — 
New  York’s  new  exhibition  hall — with  four 
floors  devoted  to  technical  and  scientific  ex- 
hibits, many  of  the  scientific  meetings  and 
the  color  television  programs.  Headquar- 
ters for  the  House  of  Delegates  will  be  the 
Waldorf  Astoria. 

An  outstanding  scientific  lecture  program 
is  being  arranged  by  the  Council  on  Scien- 
tific Assembly.  Kicking  off  the  general  sci- 
entific program  on  Monday  morning,  June  3, 
will  be  a review  of  the  recent  progress  in 
surgery  while  the  afternoon  session  will  deal 
with  recent  advances  in  medicine. 

Formal  section  meetings  will  run  from 
Tuesday  afternoon  through  Friday  morning. 
Many  of  the  sections  will  combine  to  present 
special  symposiums  and  panel  discussions. 
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The  Section  on  Miscellaneous  Topics  is  ar- 
ranging sessions  on  allergy,  legal  medicine 
with  a mock  trial  involving  the  testing  of 
drinking  drivers,  and  methods  of  improving 
communication  in  medicine.  Special  exhib- 
its on  fractures,  diabetes,  prenatal  mortal- 
ity, pulmonary  function  testing,  fresh  tissue 
pathology,  arthritis,  and  nutrition  also  will 
be  presented. 

The  color  television  program  presenting 
live  surgical  procedures  from  Roosevelt  Hos- 
pital will  again  be  sponsored  in  cooperation 
with  Smith,  Kline  & French  Laboratories. 

Registration  officially  opens  at  the  Coli- 
seum Monday  at  8 :30  a.m.  The  exhibit  hall 
will  be  open  to  “doctors  only”  on  Tuesday 
and  Wednesday  mornings  to  give  physicians 
an  opportunity  to  circulate  more  freely 
among  the  technical  and  scientific  exhibits. 

Physicians  and  their  wives  should  plan 
now  to  attend  this  worthwhile  medical  con- 
clave. Further  details  will  be  published  in 
the  Journal  of  the  A.M.A. 

Medical  Education  Week — 

April  21-27  has  been  designated  “Medical 
Education  Week.”  It  should  be  promoted  by 
all  physicians  and  medical  personnel.  The 
goals  of  this  special  week  are  as  follows : 

1.  To  portray  the  key  role  that  medical 
education  plays  in  the  promotion  and  main- 
tenance of  the  nation’s  health  and  security, 
and  make  the  public  aware  that  the  nation’s 
82  medical  schools  are  the  foundation  of  our 
entire  health  and  medical  structure. 

2.  To  explain  how  the  medical  schools 
are  striving  to  meet  the  demand  for  larger 
numbers  of  physicians  and,  at  the  same  time, 
to  maintain  the  high  standards  of  training 
that  have  come  to  characterize  American 
medical  education. 

3.  To  call  attention  to  the  steady  progress 
in  the  medical  sciences,  showing  what  this 
means  in  terms  of  longer  life,  better  health 
and  greater  freedom  from  disease  and  dis- 
ability. 

4.  To  point  out  the  wide  range  of  activi- 
ties— teaching,  research,  service  and  leader- 
ship— carried  on  by  the  modern  medical 
school  in  addition  to  its  job  of  training  new 
doctors. 

5.  To  make  clear  the  extent  and  nature 
of  the  new  challenges  to  the  profession,  some 
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growing  out  of  our  constantly  expanding 
fund  of  medical  knowledge  and  some  result- 
ing from  the  mounting  complexity  of  our 
civilization. 

6.  To  point  out  some  of  the  steps  being 
taken  constantly  to  push  back  the  horizons 
of  the  medical  sciences  and  to  realize  the 
full  potential  of  the  nation’s  health  re- 
sources. 

While  medical  societies  and  medical 
schools  throughout  the  country  build  com- 
munity programs  around  these  objectives, 
the  national  sponsors — the  A.M.A.  and  the 
Woman’s  Auxiliary,  the  Association  of 
American  Medical  Colleges,  the  Student 
A.M.A. , the  American  Medical  Education 
Foundation,  and  the  National  Fund  for  Med- 
ical Education  — a re-enlisting  the  help  of 
newspaper  syndicates,  radio  and  television 
networks,  popular  and  professional  publica- 
tions, civic  groups,  industry,  and  commerce 
in  a broad  program  of  national  publicity  and 
promotion. 

Grants  for  Research  in  Rehabilitation — 

Three  long-range  research  projects  in  re- 
habilitation will  receive  grants  totaling  $51,- 
300  from  the  Easter  Seal  Research  Founda- 
tion. Two  of  the  projects  will  seek  to  im- 
prove effectiveness  of  bone  grafts  in  ortho- 
pedic surgery,  and  the  third  will  attempt  to 
determine  physiological  causes  of  stuttering. 
The  grants  will  go  to  Western  Reserve  Uni- 
versity, the  University  of  Mississippi,  and 
the  University  of  Iowa. 

From  the  Guide  Rock  Signal — 

In  an  article  “Physician  Sounds  Off”  in  a 
recent  Sunday  World-Herald,  Dr.  H.  S.  Reed 
is  quoted  as  saying  “Doctors  are  too  lazy  for 
the  little  towns.”  Dr.  Reed  has  practiced 
very  successfully  in  Guide  Rock  and  com- 
munity for  about  fifty  years.  He  thinks 
that  the  reason  young  doctors  avoid  smaller 
towns  is  that  they  have  been  trained  to 
work  only  with  all  the  conveniences  and 
equipment  that  a hospital  provides. 

From  the  Bruning  Banner — 

The  Geneva  General  Hospital  closed  its 
door  January  31.  During  the  many  years 
of  its  operation  the  hospital  had  performed 
a fine  service  for  the  community.  However, 
it  did  not  conform  to  the  modern  structures 
required  by  the  State  Board,  which  had  re- 
fused to  license  it  further. 


The  Finest  Diagnostic  Instrument — 

“It’s  not  the  microscope  or  colorimeter  or 
even  the  sphygmomanometer,  but  the  trained 
clinical  judgment  of  your  physician.” 

These  constitute  the  entry  into  a very  fine 
article  in  Today’s  Health  for  March.  The 
author  is  Doctor  Paul  Williamson.  Another 
short  quotation  from  the  body  of  his  article 
is  equally  impressive.  It  follows: 

“We  have  no  positive  error-free  techniques 
of  medical  testing.  The  measures  we  have 
provide  estimates,  some  crude,  and  a few 
accurate.  None  are  (sic)  perfect.  Each  test 
has  to  be  judged  in  the  light  of  the  entire 
clinical  picture.” 

Voluntary  Health  Insurance  Grows  and  Grows — 

Health  Information  Foundation  points  out 
that  voluntary  health  insurance  is  paying  a 
“record”  proportion  of  the  average  Ameri- 
can’s total  medical  bill.  The  foundation 
says  that  insurance  now  covers  more  than 
25  per  cent  of  the  total  annual  cost  of  all 
private  health  services  for  both  insured  and 
uninsured  persons.  This  has  grown  from 
8 per  cent  in  1946.  During  the  past  eight 
years  the  proportion  of  total  medical  ex- 
penses met  by  insurance  increased  about 
three  times  as  rapidly  as  the  proportion  of 
the  U.  S.  population  covered  by  health  in- 
surance. About  112,000,000  Americans  now 
have  some  form  of  health  insurance. 

From  the  Sioux  City,  Iowa,  Journal — 

The  national  mental  health  committee  re- 
ported that  the  “top”  (mental)  hospitals  in 
the  country  were  discharging  65  to  85  per 
cent  of  the  patients  admitted  for  the  first 
time,”  and  the  Nebraska  Psychiatric  Insti- 
tute was  claiming  an  even  better  record. 

Dr.  Cecil  L.  Wittson,  director,  said  the 
rate  at  the  institute  here  was  90  per  cent 
on  first  admissions. 

The  national  committee  reported  Nebraska 
mental  hospitals  last  year  showed  a reduc- 
tion of  4.1  per  cent  in  the  number  of  pa- 
tients at  the  end  of  1956  compared  with 
1955.  Only  six  states  and  the  District  of  Co- 
lumbia did  better. 

From  the  Lincoln  Star — 

The  Nebraska  Heart  Association  has  an- 
nounced three  additional  grants  for  research 
on  the  causes  of  heart  attacks. 
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Dr.  C.  M.  Wilhelmj,  research  chairman, 
said  a grant  of  $500  was  given  to  Dr.  Vic- 
tor E.  Levine,  $1000  to  Dr.  Leo  P.  Clements 
and  $350  to  Dr.  Violet  M.  Wildner,  all  of 
Omaha. 

From  the  Bruning  Banner — 

The  Thayer  County  Memorial  Hospital 
medical  staff  met  recently  to  discuss  the  new 
equipment  to  be  purchased  with  funds  from 
the  Ford  Foundation  grant. 

The  Ford  grant  is  for  $10,000,  and  $5,000 
of  this  amount  will  be  used  to  purchase 
equipment. 

Hospital  Superintendent  Robert  Hill  said 
the  remainder  would  be  used  for  air  condi- 
tioning the  institution. 

Purchase  of  the  following  new  equipment 
is  contemplated : Colson  inhalator,  automatic 
oxygen  tent,  thermotic  drainage  pump,  oxy- 
gen regulator,  Trimer  inhaler,  portable  hy- 
draulic patient  lift,  portable  fracture  table, 
post-anesthesia  stretcher,  wheel  chair,  EKG 
machine,  short  wave  diathermy  machine  and 
small  oxygen  tent. 

From  the  Lincoln  Star-Journal — 

The  Doctors  Steenburg  are  a tradition  in 
Aurora.  This  community  has  been  served 
by  the  Steenburgs  for  more  than  71  years 
and  probably  will  be  for  some  time  to  come. 

Of  the  three  Doctors  Steenburg  here  now, 
two  are  the  sons  and  one  the  grandson  of 
the  late  Dr.  Edmund  Steenburg  who  began 
his  practice  here  in  1885.  He  founded  Aur- 
ora Community  Hospital  early  in  the  1900’s. 

The  doctors  own  and  practice  in  the  Aurora 
Community  Hospital  building,  which  was  re- 
modeled from  a hotel  and  will  bed  30  pa- 
tients. Thirty  persons  are  on  the  hospital 
staff.  The  Steenburgs  say  they  plan  to  add 
office  space  to  the  hospital  which  doctors 
practicing  in  the  hospital  may  use. 

Agriculture  and  livestock  is  a second  in- 
terest of  the  three  Steenburgs. 

From  the  Omaha  World-Herald — 

With  A-bombs  giving  way  to  H-bombs, 
Civil  Defense  groups  have  to  change  their 
planning. 

A general  meeting  of  members  of  Civil 
Defense  health  services  was  held  in  Omaha 


recently  to  discuss  those  changes  and  to  re- 
view plans  for  local,  natural  disasters. 

Dr.  R.  Russell  Best  said  Civil  Defense 
workers  formerly  planned  to  set  up  aid  sta- 
tions 15  miles  from  the  city  limits  to  handle 
bomb  casualties. 

Now  plans  call  for  the  aid  stations  to  be 
150  miles  from  the  bomb  area. 

Dr.  Best  is  chairman  of  the  Omaha-Doug- 
las  County  Civil  Defense  and  Disaster  Medi- 
cal Committee. 

Is  the  Attendant  Protected  Against  Polio?  — 

“Polio  cases  in  the  future,  though  fewer 
in  number,  may  be  concentrated  in  the  upper 
age  group  and  may  be  of  even  more  serious 
consequence  than  the  general  level  of  the 
past,”  said  Doctor  Thomas  Rivers. 

The  men  and  women  who  work  with  polio- 
myelitis, as  well  as  all  men  and  women, 
should  take  polio  vaccine.  Past  experience 
teaches  us  that  age  does  not  constitute  as- 
surance that  we  are  immune.  If  we  wish 
to  protect  ourselves  as  well  as  to  help  stamp 
out  this  disease,  we  should  be  vaccinated. 

The  Nylon  Aortic  Bifurcation  Graft — 

A nylon  “aortic  bifurcation  graft”  is  said, 
by  the  makers,  Chemstrand  Corporation,  to 
have  been  used  successfully  in  more  than 
200  cases.  This,  of  course,  is  used  to  replace 
part  of  the  diseased  abdominal  aorta  and  its 
bifurcation.  As  in  the  case  of  replacement 
by  aorta  from  the  “bank,”  it  will  be  inter- 
esting to  have  follow-up  information  on 
these  cases  in  five  to  ten  years. 

Health  Insurance  After  Retirement — 

The  last  four  years  have  seen  an  increase 
in  the  number  of  group  health  insurance 
plans  which  help  provide  protection  against 
the  cost  of  hospital  and  doctor,  after  retire- 
ment. Sixty-two  of  129  plans  studied  by  the 
Health  Insurance  Institute,  offers  protec- 
tion after  retirement  to  3.1  million  work- 
ers. 

A.M.A.  Meeting  in  New  York 
To  Be  Outstanding — 

Physicians  who  attend  the  A.M.A.’s  106th 
Annual  Meeting  in  New  York,  June  3-7,  will 
find  a star-studded  revue  of  exhibits,  scien- 
tific lectures,  medical  films,  and  color  tele- 
vision. 
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There  will  be  a concentration  of  exhibits 
and  meetings  in  and  near  the  Coliseum,  New 
York’s  new  exhibition  hall.  Headquarters  of 
the  House  of  Delegates  will  be  the  Waldorf 
Astoria. 

Congress  Under  Pressure  About  “Hoxey” 

Cancer  Treatment — 

From  A.M.A.  Washington  Letter  85-9  we 
find  that  Congressmen  are  receiving  multi- 
colored cards  urging  them  to  investigate  the 
food  and  Drug  Administration  because  this 
agency  is  attempting  to  stop  operations  of 
Hoxey  cancer  treatment  system.  The  F.D.A. 
says  the  treatment  starts  with  an  inadequate 
examination  of  the  patient.  “This  is  followed 
by  administration  of  drugs  whose  ingredi- 
ents are  well  known  to  medical  science; 
there  is  no  evidence  that  they  are  of  any 
value  in  treating  cancer.”  The  F.D.A.  has 
brought  successful  actions  in  federal  courts 
against  the  Hoxey  treatment,  yet  promotion 
of  it  still  goes  on. 

A.M.E.F.  Distributed  Grants  to 
Med  Schools — 

On  Febr.  11,  A.M.E.F.  made  its  distribu- 
tion of  grants  to  medical  schools  for  1956. 
Each  of  the  83  schools  received  $6,850  for 
a four-year  school  and  half  that  much  for  the 
two-year  school.  Each  school  also  received 
those  monies  earmarked  for  them  by  the 
donor.  The  total  was  $1,072,727.  The  med- 
ical schools  of  Nebraska  received:  Creigh- 
ton University  School  of  Medicine,  $33,850 ; 
the  University  of  Nebraska  College  of  Medi- 
cine, $36,255. 

Impossible  to  Prove  Adult  Not  Suffering 
JFrom  Coronary  Disease — 

Ellis  and  Hancock  (J.A.M.A.,  163:445) 
discuss  “Current  Status  of  Therapy  in  Coro- 
nary Artery  Disease.”  The  following  ilum- 
inating  statement  is  made  in  their  prelim- 
inary remarks: 

“In  evaluating  any  type  of  therapy  for 
coronary  artery  disease,  it  is  important  to 
realize  that  the  disease  can  only  be  diagnosed 
clinically  when  some  breakdown  in  the  coro- 
nary apparatus  has  occurred  leading  to  myo- 
cardial dysfunction  ...  It  is  virtually  im- 
possible, therefore,  to  set  up  a control  series 
of  persons  not  suffering  from  significant 
coronary  disease,  since  we  have  no  measure 
of  whether  such  disease  exists  . . .” 


Interesting  Meetings  That  Have  Come  and  Gone — 

The  Nebraska  Heart  Association  held  its 
annual  clinical  session  in  Omaha,  on  March 
2nd.  The  forenoon  hours  were  occupied  by 
consideration  of  cardiac  arhythmias.  The 
luncheon  hour  was  followed  by  a business 
meeting  during  which  reports  of  committees, 
progress  reports  on  the  heart  fund  drive  and 
other  important  matters  were  discussed. 

The  regional  (annual)  meeting  of  the 
American  College  of  physicians  took  place 
the  afternoon  of  March  2nd,  at  the  Black- 
stone  Hotel  in  Omaha.  The  papers  read  dur- 
ing the  afternoon  were  of  great  interest  and 
were  followed  by  a cocktail  hour  and  a din- 
ner. The  after-dinner  talk  by  Doctor  Wal- 
ter L.  Palmer  of  Chicago,  president  of  the 
American  College  of  Physicians,  was  the 
climax  of  the  meeting. 

The  Lancaster  County  Medical  Society  and 
the  Lincoln  Bar  Association  held  another 
of  their  annual  Legal-Medical  Clinics  on 
February  25th.  This  clinic  is  presented 
yearly  by  these  two  organizations  as  part 
of  their  respective  programs  for  continuing 
professional  education  and  in  furtherance 
of  mutual  relations  and  better  understand- 
ing between  the  professions  of  medicine  and 
law. 

News  From  Nebraska  Heart  Association — 

With  the  successful  follow-up  to  its  an- 
nual membership  drive,  the  Nebraska  Heart 
Association  is  now  one  of  the  largest  special- 
ty groups  in  the  state.  Dr.  Harold  Neu  of 
Omaha,  Membership  Chairman,  reported 
that  about  one-fifth  of  the  physicians  in  the 
state  are  now  members.  The  membership 
roll  shows  312  physicians  from  52  commun- 
ties,  including  118  from  Omaha  and  42  from 
Lincoln.  He  added  that  membership  is  still 
open  for  $5  annual  dues.  Professional  mem- 
bers receive  the  monthly  “Modern  Concepts 
of  Cardiovascular  Disease,”  bi  - monthly 
“Heart  Bulletin,”  other  specialized  litera- 
ture, two  free  annual  state  scientific  confer- 
ences, and  public  education  materials  for 
their  patients  and  their  community.  Plans 
are  now  being  made  for  a membership  drive 
among  nurses  interested  in  the  cardiovascu- 
lar problem. 

State  Chairman  Robert  Crosby  expressed 
appreciation  to  all  physicians  who  helped 
make  the  1957  Heart  Fund  Drive  a success. 
He  reported  that  the  February  campaign  in 
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485  Nebraska  communities  met  with  won- 
derful public  response.  It  is  expected  that 
the  final  total  of  contributions  will  well  ex- 
ceed the  $185,000  goal.  The  campaign  was 
considerably  larger  than  the  1956  Drive, 
which  was  held  in  372  communities,  raising 
$167,000. 

In  order  to  develop  activities  throughout 
the  state,  the  Professional  Education  Com- 
mittee has  been  expanded  to  include  eight 
out-state  physicians.  Chairman  Robert  L. 
Grissom  of  Omaha  announced  these  new 
members:  Drs.  Dan  A.  Nye  of  Kearney, 
Douglas  Campbell  of  Scottsbluff,  Sanford 
Rathbun  of  Beatrice,  J.  H.  Dunlap  of  Nor- 
folk, Stephen  A.  Kerkhoff  of  North  Platte, 
A.  L.  Smith,  Jr.  of  Lincoln,  L.  E.  Imes  of 
Grand  Island,  and  John  L.  Batty  of  McCook. 
New  Omaha  members  are  Drs.  Otto  A.  Wurl 
and  R.  J.  Fangman. 

To  provide  a broader  balance  of  skills  for 
its  programs,  the  Public  Education  Commit- 
tee has  expanded  to  include  a pediatrician, 
two  health  educators,  and  an  additional  in- 
ternist. Dr.  Richard  L.  Egan  of  Omaha, 
Chairman,  announced  these  new  members: 
Dr.  Robert  H.  Gregg  of  Omaha,  Miss  Helen 
Becker  of  State  Extension  Service  in  Lin- 
coln, Miss  Violet  DuBois  of  Omaha-Douglas 
County  Health  Department,  and  Dr.  Robert 
Long  of  Omaha. 

An  11-county  cardiac  conference  was  held 
at  Scottsbluff  March  19,  co-sponsored  by  the 
Nebraska  Heart  Association  and  the  Scotts 
Bluff  County  Medical  Society.  Arrange- 
ments were  handled  by  Dr.  W.  Max  Gentry 
of  Gering  and  Dr.  Douglas  Campbell  of 
Scottsbluff.  Guest  speakers  were  Dr.  S. 
Gilbert  Blount,  Jr.  of  Denver  and  Dr.  Theo- 
dore F.  Hubbard  of  Omaha.  Physicians  were 
invited  to  attend  the  conference  from  all  the 
Panhandle  counties:  Sioux,  Dawes,  Sheri- 
dan, Box  Butte,  Scotts  Bluff,  Morrill,  Gar- 
den, Kimball,  Cheyenne,  Deuel,  and  Banner. 

The  regular  quarterly  cardiac  conference 
for  the  Dawson  County  area  was  held  at 
Lexington,  March  21st,  with  Dr.  R.  S.  Wy- 
coff  in  charge  of  arrangements.  The  ses- 
sions are  co-sponsored  by  the  Nebraska 
Heart  Association  and  the  Lexington  Com- 
munity Hospital. 

Dr.  Willis  D.  Wright,  President  of  the  Ne- 
braska Heart  Association,  urged  local  physi- 
cians to  participate  in  the  Public  Education 
Program  of  the  newly-organized  county 


units.  Known  as  Heart  Councils,  these 
county  units  of  the  Association  have  now 
been  organized  in:  Cheyenne,  Buffalo,  Per- 
kins, Scotts  Bluff,  Dawson,  Deuel,  Chase, 
Morrill,  Custer,  Holt,  Dawes,  and  Phelps 
Counties. 

Doctor  H.  Winnett  Orr  Memorialized — 

Three  pages  in  the  March-April,  1917,  is- 
sue of  the  Bulletin  of  the  American  College 
of  Surgery  are  devoted  to  a story  of  the  life, 
writings,  and  medical  achievements  of  the 
late  Doctor  H.  Winnett  Orr.  The  first  para- 
graph is  as  follows : 

“Dr.  H.  Winnett  Orr,  a much  loved  and 
distinguished  surgeon,  died  on  October  11, 
1956.  His  contributions  to  surgery  are  well 
known.  His  interest  in  medical  history  and 
his  generous  gifts  to  medical  libraries  and 
particularly  to  the  library  of  the  American 
College  of  Surgeons  are  less  well  known  and 
deserve  our  grateful  appreciation.” 

A footnote  states : “It  is  anticipated  that 
a catalogue  of  the  Orr  collection  will  be  pub- 
lished in  the  not  distant  future  and  that  stu- 
dents of  medical  history  will  wish  to  visit 
College  headquarters  to  study  its  rare  items 
or  to  borrow  those  which  can  properly  be 
loaned.” 

Announcements 

Medical  Art  Work  of  High  Quality  Available — 

Tables,  charts,  graphs,  and  drawings  to 
illustrate  medical  articles  are  important  ad- 
ditions to  the  written  word.  If  they  are  well 
prepared  they  enhance  the  text.  If  poorly 
done,  they  may  detract  from  an  otherwise 
good  paper.  The  average  doctor-writer  is 
not  a good  artist.  We  have  found  a man 
who  is  well  prepared  to  do  medical  illustrat- 
ing for  those  who  would  like  high  class  il- 
lustrations. Make  a note  of  his  name  and 
address:  Mr.  Roger  A.  Metcalf,  2424  South 
37th  Street,  Lincoln,  Nebr. 

Monthly  Courses  Available  in  Clinical  Hypoxia — 

The  National  Resuscitation  Society,  Inc., 
has  presented  121  monthly,  intensive  courses 
in  Clinical  Hypoxia.  They  have  been  pre- 
sented in  New  York  City  as  well  as  in  south- 
ern, mid-western,  and  western  cities.  More 
than  1,000  physicians  and  dentists  have  re- 
ceived personal  instruction  in  “exposing  the 
death  zone  of  the  respiratory  tract.” 
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Spring  courses  will  be  given  April  5-6, 
May  3-4,  and  June  7-8.  If  interested,  write 
the  National  Resuscitation  Society,  Inc.,  2 
East  63rd  Street,  New  York  21,  New  York, 
Attention,  Paluel  J.  Flagg,  M.D. 

American  College  of  Chest  Physicians  to  Meet — 

The  23rd  Annual  Meeting  of  the  Ameri- 
can College  of  Chest  Physicians  will  be  held 
at  Hotel  Commodore,  New  York  City,  May 
29-June  2,  1957.  All  aspects  of  diseases 
of  the  heart  and  lungs  will  be  presented  by 
prominent  speakers.  Symposia,  round  table 
discussions,  seminars,  motion  pictures,  and 
the  popular  Fireside  Conferences  will  be 
held.  Copies  of  the  program  may  be  ob- 
tained by  writing  to  Executive  Offices, 
American  College  of  Chest  Physicians,  112 
East  Chestnut  St.,  Chicago  11,  Illinois. 

Postgraduate  Course  in  Trauma — 

Under  auspices  of  the  Chicago  Committee 
on  Trauma  of  the  American  College  of  Sur- 
geons, April  10-13,  at  John  B.  Murphy  Audi- 
torium, Chicago.  Fee,  $50.  Write  Dr.  John 
Fahey,  1791  Howard  St.,  Chicago  26,  111.,  for 
advance  registration  form. 

Mississippi  Valley  Trudeau  Society  to 
Meet  in  Omaha — 

October  11,  1957,  is  the  day,  and  Omaha 
the  place  of  meeting  of  the  Mississippi  Val- 
ley Trudeau  Society.  Nebraska  is  one  of 
twelve  states  embraced  by  this  society  in  its 
membership.  The  program  is  arranged  to 
include  discussion  of  several  pulmonary  dis- 
eases, by  essayists  of  distinction.  For  fur- 
ther information  communicate  with  Doctor 
John  F.  Gardiner,  president,  Omaha. 

The  Use  of  Parenteral  Fluids  in  Disease — 

May  9,  1957,  at  the  Thompson-Brumm- 
Knepper  Clinic  in  St.  Joseph,  Mo.,  Doctor 
Curtis  P.  Artz,  Associate  Professor  of  Sur- 
gery at  the  University  of  Mississippi  Medical 
Center,  will  deliver  the  Annual  Dr.  F.  G. 
Thompson,  Sr.  Lectureship  address.  His 
subject  will  be  “The  Use  of  Parenteral  Flu- 
ids in  Disease,  Trauma  and  Burns  as  Indi- 
cated in  Daily  Practice.”  This  is  an  eve- 
ning meeting.  All  physicians,  especially 
generalists,  are  invited. 

Basic  Sciences  in  Anesthesiology — 

A postgraduate  symposium  on  the  basic 
sciences  related  to  anaesthesiology  will  be 


given  at  Pittsburg,  Pa.,  on  June  11-14,  by  the 
University  of  Pittsburgh  School  of  Medicine, 
Section  on  Anaesthesiology.  For  particular 
information  address  Chairman  of  the  Com- 
mittee on  Graduate  Medical  Education,  Uni- 
versity of  Pittsburgh  School  of  Medicine, 
3941  O’Hara  Street,  Pittsburgh  13,  Pa.  The 
fee  is  $25. 

Management  of  Chronic  Kidney  Disease 
and  Hypertension — 

Two  new  full-time  courses  on  the  manage- 
ment of  chronic  kidney  disease  and  of  hyper- 
tension are  to  be  given  by  the  New  York 
University  Post-graduate  Medical  School 
from  June  24  through  27.  For  further  in- 
formation address  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate 
Medical  School,  550  First  Ave.,  New  York 
16,  N.Y. 

National'  Industrial  Health  Conference — 

In  the  Kiel  Auditorium,  St.  Louis,  Mo., 
April  20-26,  the  twelfth  National  Industrial 
Health  Conference  will  be  held.  Some  200  of 
the  country’s  leading  specialists  and  ex- 
perts in  the  complexities  and  technicalities 
of  preventive  medicine  and  hygiene  in  in- 
dustry will  present  highly  interesting  and 
instructive  information  on  many  facets  of 
the  problems  of  industrial  medicine.  The 
complete  program  may  obtained  by  writing 
E.  C.  Holmblad,  M.D.,  Managing  Director, 
Industrial  Medical  Association,  26  East  Jack- 
son  Boulevard,  Chicago  4,  111. 

Pediatric  Refresher  Courses — 

The  following  short  refresher  courses  will 
be  given  at  the  Children’s  Hospital  of  Phila- 
delphia in  May  and  June: 

1.  Pediatric  Advances  for  Pediatricians 
and  General  Practitioners,  May  27  through 
31.  Tuition,  $110. 

2.  Practical  Pediatric  Hematology,  June 
3,  4,  and  5.  Tuition,  $75. 

3.  Blood  Group  Incompatibilities,  June 
6 and  7.  Tuition,  $50. 

For  further  information,  address  Irving 
J.  Woolman,  M.D.,  Children’s  Hospital,  1740 
Bainbridge  St.,  Philadelphia. 

Free  Cardiac  Surgery  Program — 

National  Jewish  Hospital  at  Denver  is  ex- 
panding its  cardiovascular  program.  It  will 
consider  applications  for  admission  in  be- 
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half  of  patients  suffering  from  cardiovas- 
cular defects  amenable  to  surgical  interven- 
tion, including  mitral  and  aortic  stenosis, 
congenital  cardiac  anomalies,  etc.  Defini- 
tive diagnosis  is  not  necessary  prior  to  ad- 
mission, inasmuch  as  the  hospital  has  a com- 
pletely equipped  cardio-pulmonary  physiol- 
ogy laboratory  for  this  purpose.  Patients 
are  accepted  without  respect  to  race,  reli- 
gion, or  national  origin,  and  without  charge. 
Only  those  unable  to  pay  for  private  care 
are  eligible.  Periodic  reports  are  made  rou- 
tinely to  the  referring  physician  and  the  pa- 
tient is  directed  to  report  to  him  after  dis- 
charge. Inquiries  should  be  sent  to  Medical 
Director,  National  Jewish  Hospital,  Denver 
6,  Colorado. 

American  Goiter  Association  to  Meet — 

The  1957  meeting  of  the  American  Goiter 
Association  will  be  held  at  the  Hotel  Statler, 
New  York,  May  28,  29,  and  30,  1957‘. 

Library  of  Films  for  Teaching  Available — 

The  Pfizer  Laboratories  Film  Library  has 
a considerable  number  of  16  mm.  films  for 
loan.  Their  latest  “Listing  of  Medical 
Teaching  Films”  may  be  obtained  from  the 
library  at  330  Flushing  Avenue,  Brooklyn  6, 
New  York. 

Human  Interest  Tales 

Dr.  R.  J.  Lynn,  Ord,  has  set  up  a medical 
office  in  Burwell  on  a part-time  basis. 

Dr.  M.  M.  Sullivan,  Spalding,  is  the  new 
president  of  the  Four  County  Medical  So- 
ciety. 

Dr.  and  Mrs.  John  W.  Tanner,  Omaha, 
have  returned  home  after  a three-week  trip 
to  the  West  Coast. 

Dr.  C.  G.  Ingham,  Norfolk,  was  the  prin- 
cipal speaker  at  a regular  meeting  of  the 
Lions  Club  in  January. 

Drs.  B.  W.  Pyle  and  S.  H.  Perry,  Gothen- 
burg, recently  had  some  remodeling  done 
on  their  medical  offices. 

Dr.  John  A.  Aita,  Omaha,  was  a guest 
speaker  at  a February  meeting  of  the  Coun- 
cil Bluffs  Woman’s  Club. 

Dr.  R.  H.  Scherer,  West  Point,  has  been 
elected  president  of  the  staff  of  the  West 
Point  Memorial  Hospital. 


Dr.  J.  H.  Dunlap,  Norfolk,  has  been  ap- 
pointed to  the  Nebraska  Heart  Association, 
professional  education  committee. 

Dr.  Wilmar  Kamprath,  Utica,  has  been 
elected  president  of  the  Seward  County  Med- 
ical Society  for  the  coming  year. 

Dr.  W.  S.  Kilgore,  York,  has  been  elected 
president  of  the  Sixth  Councilor  District 
Medical  Society  for  the  coming  year. 

Dr.  Fred  Fouts,  Central  City,  was  honored 
by  the  Lebanon  Council  No.  24  of  that  city, 
recently,  in  honor  of  his  80th  birthday. 

Dr.  T.  P.  Krush,  Omaha,  was  the  speaker 
at  a regular  meeting  of  the  Gage  County 
Medical  Society  in  Beatrice,  in  February. 

Dr.  Charles  Marsh,  Valley,  presented  a 
program  on  traffic  safety  at  a recent  meet- 
ing of  the  Fremont  Junior  Woman’s  Club. 

Dr.  Delbert  Nies,  Omaha,  was  the  fea- 
tured speaker  at  the  February  meeting  of 
the  Tri-County  Medical  Society,  in  Fremont. 

Dr.  Francis  L.  Simonds,  Omaha,  sustained 
an  injured  foot  when  an  x-ray  table  was  ac- 
cidentally tipped  bringing  it  down  on  his 
foot. 

Dr.  R.  E.  Penry,  Hebron,  is  the  possessor 
of  a Cessna  plane  which  is  equipped  to  be 
used  as  a flying  ambulance  in  emergency 
cases. 

Dr.  James  Ramsey,  Atkinson,  was  the 
guest  speaker  at  a regular  meeting  of  the 
Atkinson  Parent-Teachers  Association  in 
January. 

Dr.  George  R.  Underwood,  Lincoln,  has 
been  named  medical  service  co-ordinator  for 
the  Lancaster  County  Division  of  Public 
Welfare. 

Dr.  Norman  Svoboda,  Fremont,  was  a 
guest  speaker  at  a recent  meeting  of  the 
North  Side  Pre-School  Study  Group  held  in 
that  city. 

Dr.  Robert  A.  Coen,  formerly  associated 
with  the  University  of  California,  has  been 
named  clinical  director  of  the  Nebraska  State 
Hospital  at  Hastings. 

Dr.  T.  D.  Fitzgerald,  Alliance,  was  a guest 
speaker  at  the  quarterly  meeting  of  the  Ne- 
braska State  Nurses  Association,  District 
5,  in  Alliance,  in  February. 

Dr.  Maynard  M.  Greenberg  has  announced 
the  association  of  Dr.  Richard  S.  Greenberg 
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and  the  removal  of  their  offices  to  1421 
Dodge  St.,  Omaha.  Ophthalmology. 

Dr.  William  Boelter,  Omaha,  discussed 
“Caesarean  Section  Under  Hypnosis”  at  a 
recent  meeting  of  the  University  of  Nebras- 
ka School  of  Nursing  Alumnae  Association. 

Drs.  J.  M.  F.  Heumann,  J.  G.  Kadavy,  and 
Sven  Isacson,  Omaha,  were  all  re-elected  as 
officers  of  the  Doctors  Hospitals  board  of 
trustees  at  their  annual  meeting  in  Febru- 
ary. 

Dr.  R.  F.  Sievers,  Blair,  has  been  named 
to  the  staff  of  the  new  toxicological  labora- 
tory in  Omaha.  The  “lab”  will  be  used  to 
determine  cause  of  death  in  suspected  poi- 
sonings. 

Dr.  Henry  Caes,  Hastings,  presented  the 
third  in  a series  of  educational  programs  on 
cancer  at  the  Mary  Lanning  Nurses  Home 
recently. 

Dr.  Curtis  H.  Lohr,  St.  Louis,  Missouri, 
director  of  the  St.  Louis  County  Hospital, 
was  the  principal  speaker  at  the  February 
meeting  of  the  Omaha-Douglas  County  Med- 
ical Society. 

A regular  meeting  of  the  Northwest  Med- 
ical Society  was  held  in  February  in  Chad- 
ron.  The  physicians  had  as  their  guests  the 
pre-med  students  and  their  faculty  advisors 
from  Chadron  State  Teachers  College. 

Dr.  James  F.  Kelly,  Sr.,  Omaha,  has  an- 
nounced that  the  St.  Catherine’s  Hospital 
has  been  notified  by  the  American  College 
of  Surgeons  that  its  cancer  consultation  and 
treatment  program  has  been  granted  full 
approval. 

In  the  March  issue  we  announced  that  the 
American  College  of  Cardiology  had  appoint- 
ed Dr.  Arthur  L.  Smith  of  Lincoln  to  be  Gov- 
ernor of  the  College  for  Nebraska.  This 
should  have  read  Doctor  Arthur  L.  Smith, 
Jr.  Sorry! 

Dr.  Kalle  Emil  Kallio,  professor  of  sur- 
gery at  the  University  of  Helsinki,  Finland, 
was  the  house  guest  of  Dr.  J.  E.  M.  Thom- 
son, Lincoln,  during  his  recent  visit  to  this 
city.  Dr.  Kallio  is  traveling  in  America  un- 
der the  auspices  of  the  American  Council  on 
Education. 

DOCTOR  . . . Please  take  each  copy  of 

your  Journal  home.  The  wives  complain 

that  they  never  get  to  read  the  Aux- 
iliary column. 


PROCEEDINGS  OF  THE  BOARD 
OF  COUNCILORS 

February  10,  1957 

The  annual  mid-winter  meeting  of  the  Board  of 
Councilors  was  held  at  the  Hotel  Cornhusker,  Lin- 
coln, Nebraska,  February  10,  1957.  The  meeting 
was  called  to  order  at  ten  o’clock  by  the  chairman, 
Dr.  W.  C.  Kenner. 

Present  were  Drs.  Paul  Read,  W.  C.  Kenner, 
Harvey  Runty,  Walter  Benthack,  E.  E.  Koebbe, 
B.  N.  Greenberg,  F.  A.  Mountford,  Wilber  E.  John- 
son, F.  M.  Karrer,  R.  J.  Morgan;  J.  M.  Woodward, 
President;  R.  Russell  Best,  President-Elect;  Wm. 
E.  Wright,  Immediate  Past  President;  Fritz  Teal, 
Speaker,  House  of  Delegates;  and  J.  B.  Christensen, 
Vice  Speaker,  House  of  Delegates. 

Others  present  were  Drs.  R.  B.  Adams,  Fay  Smith, 

G.  E.  Peters,  A.  A.  Ashby,  J.  E.  M.  Thomson,  K. 
S.  J.  Hohlen,  E.  A.  Rogers,  John  A.  McMillan,  Paul 
Bancroft,  James  F.  Kelly,  Harold  S.  Morgan,  Geo. 

H.  Misko,  E.  F.  Leininger,  R.  S.  Wycoff,  A.  J. 
Offerman,  E.  B.  Reed,  D.  B.  Steenburg,  Geo.  J. 
Stewart,  and  Mr.  M.  C.  Smith,  Executive  Secretary. 

Nominations  for  chairman  were  called  for  and 
Dr.  W.  C.  Kenner  was  nominated. 

A motion  was  made  by  Dr.  E.  E.  Koebbe  that  the 
nominations  be  closed  and  Dr.  Kenner  declared  the 
unanimous  choice  of  the  Council  for  chairman.  The 
motion  was  seconded  and  carried. 

Dr.  F.  M.  Karrer  was  nominated  for  the  office  of 
secretary. 

A motion  was  made  by  Dr.  Walter  Benthack  that 
the  nominations  be  closed  and  the  secretary  cast  the 
unanimous  ballot  of  the  Council  for  Dr.  Karrer  as 
secretary.  The  motion  was  seconded  and  canned. 

A motion  was  made  by  Dr.  Wilber  E.  Johnson 
that  the  minutes  as  published  by  accepted.  The 
motion  was  seconded  and  carried. 

The  Report  of  the  Secretary-Treasurer  and  the 
Audit  were  checked  as  they  appeared  in  the  bro- 
chure. 

A motion  was  made  and  seconded  that  the  Report 
of  the  Secretary-Treasurer  and  the  Audit  be  ac- 
cepted and  published.  The  motion  carried. 

The  Report  of  the  Executive  Secretary  was  re- 
viewed and  special  attention  was  called  to  the  in- 
crease in  the  number  of  pages  in  the  Journal. 

A motion  was  made  by  Dr.  Paul  Read  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

Dr.  Fay  Smith  was  asked  if  he  had  anything  fur- 
ther to  add  to  the  report  of  the  Board  of  Trustees. 
Dr.  Smith  stated  there  was  nothing  to  add  but  that 
he  would  call  the  attention  of  the  Councilors  to  the 
$300  additional  item  for  Civil  Defense  to  be  added 
to  both  the  1957-  and  1958-budgets. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  report  be  accepted  and  published;  that  the 
budget  for  1958  be  recommended  for  approval  by 
the  House  of  Delegates;  and  that  the  additional 
$300.00  item  for  Civil  Defense  be  recommended  for 
approval  by  the  House  for  the  1957-budget.  The 
motion  was  seconded  and  carried. 

Dr.  B.  N.  Greenberg  was  given  permission  of  the 
floor  and  gave  the  Councilors  a resume  of  the 
critical  financial  crisis  at  the  University  of  Ne- 
braska. He  stated  he  thought  it  important  that 
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the  medical  profession  have  a united  front  in  re- 
gard to  recommending  the  University  budget  to  the 
Nebraska  Legislature. 

Dr.  Greenberg  made  the  motion  that  we  recom- 
mend to  the  Nebraska  State  Medical  Association 
that  they  go  on  record  as  supporting  the  entire 
University  budget;  that  a committee  be  appointed 
to  confer  with  the  Governor;  and  that  the  members 
of  every  county  medical  society  contact  their  legis- 
lator and  confer  with  him  relative  to  the  budget. 
The  motion  was  seconded  and  carried. 

Dr.  Earl  F.  Leininger,  Delegate  to  the  A.M.A., 
stated  he  had  nothing  further  to  report  than  that 
already  printed  in  the  Journal. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  report  be  accepted.  The  motion  was  seconded 
and  carried. 

A motion  was  made  by  Dr.  Benthack  that  the  re- 
port of  the  Delegate  to  the  North  Central  Medical 
Conference  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

Dr.  J.  M.  Woodward  was  granted  permission  of 
the  floor  and  gave  a brief  summary  of  some  of 
the  criticisms  which  have  arisen  out  of  the  present 
polio  vaccine  problem.  He  stated  that  the  A.M.A. 
had  recently  had  a meeting  in  Chicago  to  which 
they  had  invited  each  state  to  send  a representative 
or  representatives,  and  that  Dr.  John  A.  McMillan, 
Hastings,  and  Dr.  Paul  Bancroft,  Lincoln,  had 
kindly  consented  to  go  as  the  Nebraska  delegates. 
He  then  introduced  Dr.  John  A.  McMillan  who  read 
a report  of  the  conference  held  in  Chicago. 

When  Dr.  McMillan  had  completed  his  report,  Dr. 
Woodward  asked  Dr.  Paul  Bancroft  to  add  any 
comments  he  might  want  to  make  regarding  the 
meeting. 

Dr.  Bancroft  stated  there  was  little  he  could  add 
to  the  report,  but  that  it  was  a very  interesting 
meeting  and  he  felt  that  the  doctors  should  take  the 
initiative  in  sponsoring  the  program  outlined  by 
the  A.M.A.  He  stated  that  one  hundred  per  cent 
coverage  was  necessary  for  complete  control  of 
the  disease  and  that  as  a public  relations  measure 
we  should  get  this  educational  information  to  the 
public;  that  we  should  take  the  lead  in  it  and  get 
as  much  coverage  as  we  can  through  education  and 
persuasion. 

A motion  was  made  by  Dr.  Mountford  that  the 
report  given  by  Dr.  McMillan  be  accepted  and  pub- 
lished in  the  Journal.  The  motion  was  seconded 
and  carried. 

Attention  was  called  to  the  report  of  the  Commit- 
tee on  Blood  and  Blood  Products,  and  the  question 
was  raised  as  to  publishing  the  report  in  the  Journal. 

A motion  was  made  by  Dr.  Harvey  Runty  that  the 
report  be  accepted  but  not  published.  The  motion 
was  lost  for  want  of  a second. 

A motion  was  made  by  Dr.  Benthack  that  the  re- 
port be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

A motion  was  made  by  Dr.  Wilber  Johnson  that 
the  report  of  the  Committee  on  Constitution  and 
By-Laws  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

The  chair  commented  on  the  excellence  of  the 
report  of  the  Committee  on  Hospital  and  Profes- 
sional Relations. 

A motion  was  made  by  Dr.  Runty  that  the  report 


be  accepted  and  published.  The  motion  was  sec- 
onded and  carried. 

Dr.  George  Misko  was  given  permission  of  the 
floor  and  read  the  report  of  the  Insurance  Com- 
mittee. 

A motion  was  made  by  Dr.  Mountford  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

The  report  of  the  Editor  was  reviewed  and  com- 
ment was  again  made  upon  the  improvement  of 
the  Journal. 

A motion  was  made  by  Dr.  Runty  that  the  report 
be  accepted  and  published.  The  motion  was  sec- 
onded and  carried. 

The  report  of  the  Committee  on  Medical  Educa- 
tion was  read  by  Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  Mountford  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

Mr.  Smith  asked  for  permission  of  the  floor  and 
introduced  two  guests — Mr.  F.  C.  Asmus  and  Mr. 
Dave  Powell,  representatives  of  the  News  Printing 
Service,  publishers  of  the  Nebraska  State  Medical 
Journal. 

The  report  of  the  Public  Relations  Committee  was 
scanned  and  a motion  was  made  by  Dr.  Johnson 
that  the  report  be  accepted  and  published.  The  mo- 
tion was  seconded  and  carried. 

Both  Dr.  E.  B.  Reed  and  Mr.  M.  C.  Smith  gave 
short  oral  reports  on  the  activities  of  the  Commit- 
tee on  Medical  Service;  then  Mr.  Smith  read  the 
following  resolution: 

RESOLUTION 

WHEREAS,  It  is  generally  understood  and 
agreed  that  our  Nebraska  people  are  entitled 
to  and  should  have  the  very  best  scientific  med- 
ical care  available,  and 

WHEREAS,  There  is  a general  lack  of  knowl- 
elge  among  our  people  pertaining  to  the  estab- 
lished standards  and  qualifications  of  the  va- 
rious branches  of  the  healing  arts  on  a profes- 
sional basis,  and 

WHEREAS,  Such  lack  of  knowledge  produces 
confusion  and  misunderstanding  in  almost  every 
session  of  our  Nebraska  Unicameral  Legislature, 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
That  the  Board  of  Councilors  of  the  Nebraska 
State  Medical  Association,  in  regular  session 
this  10th  day  of  February,  1957,  recommend  to 
the  House  of  Delegates  that  a proposal  be  made 
to  the  Nebraska  Legislature  now  in  session 
that  a study  group  be  established  within  the 
Legislative  Council  of  that  body  for  the  pur- 
pose of  evaluating  the  standards  and  qualifica- 
tions of  the  members  of  the  various  branches 
of  the  healing  arts,  such  information  to  be 
used  for  the  purpose  of  future  regulation  and 
legislation,  and 

BE  IT  FURTHER  RESOLVED,  That  the 
Nebraska  State  Medical  Association  offer  all 
of  its  facilities  to  the  Legislative  Council  for 
this  study,  and 

BE  IT  FURTHER  RESOLVED,  That  this 
study  shall  cover  a period  of  the  next  two  years 
and  that  the  Legislative  Council  shall  report 
its  findings  to  the  1959  Nebraska  Legislature. 
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A motion  was  made  by  Dr.  Johnson  that  we  ac- 
cept the  report  of  the  Medical  Service  Committee. 
The  motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  Read  that  the  reso- 
lution as  read  by  Mr.  Smith  be  approved  and  re- 
ferred to  the  House  of  Delegates  for  action.  The 
motion  was  seconded  and  carried. 

The  report  of  the  Medicolegal  Advice  Committee 
was  read  by  Mr.  Smith. 

A motion  was  made  by  Dr.  Benthack  that  the 
report  be  accepted.  The  motion  was  seconded  and 
carried. 

The  report  of  the  Planning  Committee  was  called 
for  and  Dr.  Harold  S.  Morgan,  Chairman,  gave 
a short  oral  report.  He  stated  the  committee  had 
had  one  meeting  at  the  request  of  Professor  John 
Wiley  of  the  University  of  Nebraska  Speech  Depart- 
ment to  discuss  a program  in  which  the  Speech  De- 
partment was  participating;  also  that  he  had  been 
asked  to  sit  in  on  the  discussion  relative  to  the  plans 
for  the  MEDICARE  program.  He  further  stated 
that  the  problem  of  redistricting  had  been  referred 
to  the  committee  and  that  they  hoped  to  have  a re- 
port ready  at  the  time  of  the  Annual  Session  in 
May. 

A motion  was  made  by  Dr.  Johnson  that  the  re- 
port of  the  Planning  Committee  as  given  by  Dr. 
Morgan  be  accepted.  The  motion  was  seconded  and 
carried. 

Dr.  Read  stated  that  Dr.  John  Brush,  Chairman 
of  the  Prepayment  Medical  Care  Committee,  had 
asked  him  to  read  his  report. 

A motion  was  made  by  Dr.  Mountford  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

The  report  of  the  Rural  Medical  Service  Commit- 
tee was  revised,  and  Dr.  J.  M.  Woodward  stated 
that  he  would  like  to  encourage  every  doctor  that 
possibly  could  to  attend  Senior  Medical  Day,  and 
especially  the  evening  session  at  which  time  the 
students  were  encouraged  to  ask  questions.  Mr. 
Smith  explained  the  “buzz”  session  arrangement  for 
the  evening  session  and  urged  that  all  doctors  at- 
tend. 

A motion  was  made  by  Dr.  E.  E.  Koebbe  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

Dr.  Harold  S.  Morgan  made  the  announcement 
that  the  Board  of  Trustees  of  the  Nebraska  Medical 
Foundation,  Inc.,  would  meet  immediately  upon  ad- 
journment of  the  Board  of  Councilors. 

A recess  was  called  by  the  chair,  and  libations 
and  dinner  wTere  served  in  the  Lincoln  Room. 

The  meeting  was  again  called  to  order  by  Dr. 
Kenner  at  2:20  p.m. 

Dr.  K.  S.  J.  Hohlen  gave  an  oral  report  of  the 
Council  on  Professional  Ethics  in  which  he  reviewed 
some  of  the  causes  for  complaints  which  were  re- 
ferred to  the  Council. 

A motion  was  made  by  Dr.  Benthack  that  the  re- 
port as  given  by  Dr.  Hohlen  be  accepted.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Kenner  stated  that  it  has  been  requested  that 
discussion  be  reopened  relative  to  the  polio  vaccine 
program,  and  after  some  discussion,  Dr.  Fritz  Teal 
presented  the  following  resolution: 


RESOLUTION 

WHEREAS,  The  Executive  Committee  of  the 
American  Medical  Association,  at  its  Board  of 
Trustees  meeting  December  14,  1956,  passed 
the  following  motion:  “The  American  Medical 
Association  is  in  favor  of  encouraging  the  ad- 
ministration of  poliomyelitis  vaccine  to  the 
public,  and  is  in  sympathy  with  the  efforts  of 
those  who  are  endeavoring  to  educate  the  pub- 
lic in  its  use.  The  American  Medical  Associa- 
tion will  lend  its  efforts  through  regular  medi- 
cal channels  toward  the  encouragement  of  such 
use  by  the  general  public,”  and 

WHEREAS,  The  problem  of  eliminating  para- 
lytic polio  requires  the  inoculation  of  every  in- 
dividual between  the  ages  of  birth  to  age  40, 
of  which  there  are  108,000,000  in  the  United 
States,  and 

WHEREAS,  The  problem  of  eliminating  polio 
rests  with  each  individual  for  whom  there  is 
need  for  vaccine  either  for  himself  or  for  those 
for  whom  he  is  responsible,  and 

WHEREAS,  Since  there  is  no  longer  a prob- 
lem of  shortage  of  polio  vaccine  but  rather  one 
of  stimulating  persons  under  age  40  to  take 
prompt  advantage  of  available  supplies,  and 

WHEREAS,  The  elimination  of  polio  is  a na- 
tional public  health  problem  no  longer  limited  to 
age  groups,  and 

WHEREAS,  Free  government  inoculation  will 
remain  available  through  local  city  and  county 
health  agencies  for  indigents  and  those  request- 
ing inoculation  from  birth  to  age  19,  and  to  preg- 
nant women; 

THEREFORE  BE  IT  RESOLVED,  That  the 
Nebraska  State  Medical  Association,  in  the  in- 
terests of  the  people  of  Nebraska,  wholeheart- 
edly endorse  a program  of  health  education  de- 
signed to  encourage  the  polio  vaccine  inocula- 
tion of  every  individual  in  the  State  of  Ne- 
braska between  the  ages  of  birth  and  40;  and 

LET  IT  FURTHER  BE  RESOLVED,  That  the 
principal  responsibility  for  the  implementation 
of  this  program  must  rest  with  the  state  and 
local  county  societies  and  that  they  make  every 
effort  to  activate  this  program  by  publicity  and 
talks  to  lay  groups,  striving  at  the  same  time 
to  cement  patient-physician  relationship  so  that 
the  inoculation  program  may  be  carried  on  in 
the  physician’s  office;  and 

LET  IT  FURTHER  BE  RESOLVED,  That 
the  Board  of  Councilors  of  the  Nebraska  State 
Medical  Association,  in  session  10  February, 
1957,  in  the  interests  of  the  general  public  wel- 
fare and  in  order  to  encourage  patient-physician 
relationship  in  this  program,  go  on  record  as 
suggesting  a minimum  fee  of  $3.00  as  an  equit- 
able charge  for  each  inoculation  until  such  time 
that  inoculation  of  the  general  population  of  Ne- 
braska between  the  ages  of  birth  to  40  shall 
have  been  accomplished;  and 

LET  IT  FURTHER  BE  RESOLVED,  That 
the  Nebraska  State  Medical  Association  sponsor 
a polio  inoculation  month  to  accomplish  immuni- 
zation of  all  persons  in  Nebraska  from  birth  to 
age  40. 

General  discussion  ensued  relative  to  the  protec- 
tion of  the  patient-physician  relationship,  the  meth- 
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ods  that  could  be  employed  by  the  county  medical 
societies  in  carrying  out  the  educational  program  in 
getting  everybody  to  be  immunized,  and  the  im- 
portance of  the  public  relations  opportunity  in 
arousing  the  interest  of  every  citizen  to  see  the 
necessity  of  protecting  his  health  and  the  health 
of  his  community. 

A motion  was  made  that  we  adopt  the  resolution 
and  recommend  it  to  the  House  of  Delegates.  The 
motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Speak- 
ers Bureau  Committee  be  accepted  and  published. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Uni- 
form Fee  Schedule  and  Advisory  to  Governmental 
Agencies  Committee  be  accepted  and  published. 
The  motion  was  seconded  and  carried. 

A motion  was  made  and  seconded  that  the  report 
of  the  United  Health  Fund  Committee  be  accepted 
and  published.  The  motion  carried. 

A motion  was  made  by  Dr.  Runty  that  the  re- 
port of  the  Cancer  Committee  be  accepted  and  pub- 
lished. The  motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  Read  that  the  report 
of  the  Cardiovascular  Committee  be  accepted  and 
published.  The  motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  Mountford  that  the 
report  of  the  Diabetes  Committee  be  accepted  and 
published.  The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Frac- 
ture Committee  be  accepted  and  published.  The  mo- 
tion was  seconded  and  carried. 

The  report  of  the  Maternal  and  Child  Health  Com- 
mittee was  reviewed. 

A motion  was  made  by  Dr.  Runty  that  the  report 
be  accepted,  but  that  it  not  be  published.  The  mo- 
tion was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Mental 
Hygiene  Committee  be  accepted  and  published.  The 
motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  Runty  that  the  Mental 
Health  Liaison  Advisory  Committee  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

The  motion  was  made  and  seconded  that  the  re- 
port of  the  Committee  on  Muscular  Rehabilitation 
be  accepted  and  published.  The  motion  carried. 

The  report  of  the  Tuberculosis  Committee  was 
called  to  the  attention  of  the  Council,  and  Dr.  J. 
Harry  Murphy,  Chairman,  stated  that  more  money 
is  now  being  allocated  in  Nebraska  for  educational 
purposes  and  also  for  research;  that  there  are  now 
funds  available  for  courses  for  physicians  and 
nurses  who  would  wish  to  be  more  proficient  in  the 
care  of  tuberculous  patients. 

A motion  was  made  by  Dr.  Mountford  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

Dr.  R.  Russell  Best,  President-Elect,  read  his 
committee  appointments  for  the  year  1957-58. 

A motion  was  made  that  the  appointments  made 
by  Dr.  Best  be  confirmed.  The  motion  was  second- 
ed and  carried. 

Letters  requesting  Life  Memberships  were  pre- 
sented for  the  following  physicians: 

Custer  County — Carl  Amick,  M.D.,  Loup  City 


Omaha-Douglas  County — W.  R.  Strickland, 

M.D.,  Omaha 

A motion  was  made  by  Dr.  Benthack  that  Drs. 
Amick  and  Strickland  be  recommended  to  the  House 
of  Delegates  for  Life  Membership.  The  motion  was 
seconded  and  carried. 

Mr.  M.  C.  Smith  was  given  permission  of  the 
floor  and  read  a letter  from  Mrs.  Max  Weddel, 
President  of  the  North  Platte  Senior  High  School 
P.T.A.  in  which  she  was  requesting  information  rel- 
ative to  clinics  for  polio  inoculation. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

1956  ANNUAL  AUDIT  COMMITTEE 
REPORTS  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 

REPORT  OF  SECRETARY-TREASURER 

This  report  will  be  short.  The  year  1956  was  an- 
other year  just  as  successful  as  those  have  been  for 
the  last  fifteen  or  more  years.  The  membership 
at  the  end  of  the  year  was  1,300.  Seventy-one  new 
members  were  added  to  the  rolls.  The  final  total 
was  again  34  over  the  previous  year.  Twenty  mem- 
bers died  during  1956. 

The  standing  committees  which  have  been  active 
over  the  years  were  just  as  active  as  they  have 
always  been.  They  did  their  usual  good  work.  Many 
meetings  were  held  and  were  well  attended  by  the 
respective  members.  The  committees  which  were  in- 
active were  in  most  cases  not  active  because  there 
was  nothing  for  them  to  do. 

There  was  no  legislative  session  held  during  1956, 
therefore,  not  much  work  needed  to  be  done  along 
this  line. 

The  annual  meeting  held  in  Lincoln  was  as  usual 
a successful  meeting,  although  attendance  fell  off 
to  some  degree.  Our  guest  speakers  were  as  fol- 
lows : 

Northwestern  University  Medical  School,  Chicago. 
Drs.  James  E.  Fitzgerald,  Associate  Professor  of 
Obstetrics  and  Gynecology;  Robert  T.  McElvenny, 
Assistant  Professor  of  Orthopedic  Surgery;  How- 
ard W.  Schneider,  Associate  Professor  of  Ortho- 
pedic Surgery;  James  K.  Stack,  Associate  Professor 
of  Orthopedic  Surgery;  Vernon  C.  Turner,  Associate 
Professor  of  Orthopedic  Surgery.  From  Tulane  Uni- 
versity of  Louisiana  School  of  Medicine,  New  Orleans, 
came  Drs.  Edgar  Burns,  Professor  and  Chairman, 
Department  of  Urology;  Sam  Threefoot,  Assistant 
Professor  of  Medicine;  Jack  K.  Wickstrom,  Pro- 
fessor and  Chairman,  Department  of  Orthopedic 
Surgery.  Western  Reserve  University  School  of 
Medicine,  Cleveland,  G.  Keith  Folger,  Senior  Instruc- 
tor, Obstetrics  and  Gynecology;  Oscar  D.  Ratnoff, 
Assistant  Professor  of  Medicine.  Single  speakers 
included  Horace  E.  Campbell,  M.D.,  Denver,  Colo- 
rado, Chairman,  Automotive  Safety  Committee, 
Colorado  State  Medical  Society;  Howard  D.  Fabing, 
M.D.,  Cincinnati,  Ohio,  Past  President,  American 
Academy  of  Neurology;  Jacques  P.  Gray,  M.D.,  Di- 
rector, Special  Medical  Services,  Parke,  Davis  & 
Company.  The  Annual  Banquet  Speaker  was  Mr. 
Samuel  C.  Waugh,  Washington,  D.C.,  President,  Ex- 
port-Import Bank. 

The  financial  report  follows.  As  usual,  it  is  a 
definite  report  and  clear  enough  to  be  easily  fol- 
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lowed.  Therefore,  the  secretary  does  not  believe  a 
discussior  of  it  is  necessary. 

Respectfully  submitted, 

R.  B.  ADAMS,  Secretary-Treasurer. 

AUDIT 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1956,  and  submit  herewith  our  report.  Included 
in  the  report  are  the  following  exhibits  and  sched- 
ules: 

Exhibit  A — Analysis  of  Fund  Balances — Jan- 
uary 1,  1956  to  December  31,  1956. 

Exhibit  B — Statement  of  Receipts  and  Dis- 
bursements— Year  1956. 

Schedule  B-l — Statement  of  Receipts  and 
Disbursements  — Annual  Session  — Year 
1956. 

Schedule  B-2 — Comparison  of  General  Ex- 
pense with  Budget — Year  1956. 

Schedule  B-3 — Statement  of  Receipts  and 
Disbursements — C ancer  Committee  and 
Speakers’  Bureau  Postgraduate  Courses — 
Year  1956. 

Schedule  B-4 — Statement  of  Receipts  and 
Disbursements — Hall  of  Health— Year  1956. 
Exhibit  C — Statement  of  Investments — Jan- 
uary 1,  1956  to  December  31,  1956. 

Exhibit  D — Journal  Accounts  Receivable — 
December  31,  1956. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1956  there  was  an  increase  in  the  bal- 
ances of  $1,992.50.  The  total  balance  on  Decem- 
ber 31,  1956  was  $74,596.47,  and  was  represented 
by  cash  in  the  regular  account  at  the  National  Bank 
of  Commerce,  Lincoln,  Nebraska,  of  $22,621.92,  cash 
on  hand  of  $134.06,  and  investments  of  $51,840.49. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  incomes  and  expenses  have  been  divided 
into  three  classifications.  Under  the  heading  of 
General  Income,  the  principal  items  are  member- 
ship dues  of  $41,860.00,  interest  collected  of  $470.30, 
Trust  Account  income  of  $988.15,  and  income  from 
the  Annual  Session  of  $6,747.25.  The  chief  items 
of  income  for  the  Journal  during  the  year  were  ad- 
vertising in  the  amount  of  $23,505.65  and  subscrip- 
tions of  $348.00. 

Other  receipts  include  cash  received  for  the  Amer- 
ican Medical  Association  dues  of  $29,100.00  which 
was  remitted  to  that  Association  as  shown  under 
Other  Disbursements  in  this  statement.  Funds  in 
the  amount  of  $3,548.20  were  received  from  various 
organizations  to  be  used  to  conduct  postgraduate 
courses.  Receipts  and  disbursements  pertaining  to 
the  conduct  of  these  courses  are  set  forth  in  Sched- 
ule B-3. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $41,- 
412.81.  A comparison  of  these  items  with  the  budget 
items  approved  for  1956  is  shown  in  Schedule  B-2. 
Journal  expenses  for  the  year  totaled  $26,773.57 


and  other  disbursements  were  $38,035.63.  This 
amount  included  American  Medical  Association  dues 
of  $29,100.00,  expenses  for  postgraduate  courses  of 
$2,777.30,  and  refunds  to  organizations  supporting 
the  Speakers’  Bureau  of  $1,045.65.  The  amount  of 
$5,000.00  was  contributed  to  the  Student  Loan  Fund 
of  the  Nebraska  Medical  Foundation.  The  total  dis- 
bursements during  the  year  were  $106,222.01.  The 
excess  of  receipts  over  disbursements  for  1956  oper- 
ations amounted  to  $681.93. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C.  The 
value  of  the  investments  at  the  beginning  of  the 
year  was  $50,529.92.  In  the  Trust  Account  United 
States  Treasury  Notes  were  purchased  at  a cost  of 
$2,978.01.  During  the  year  there  was  a net  in- 
crease in  principal  cash  of  $469.39.  Dividend  cred- 
its in  building  and  loan  accounts  amounted  to 
$171.82.  The  increase  in  value  of  the  United  States 
Savings  Bonds,  Series  F,  was  $60.00  and  the  in- 
crease in  value  of  Series  J Bonds  was  $2.28  during 
the  year.  From  the  Trust  Account  100  shares  of 
Wisconsin  Electric  Power  Company  were  sold  for 
$3,413.08  which  cost  the  Association  $2,371.93.  The 
total  value  of  the  investments  on  December  31,  1956 
was  $51,840.49. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  Journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  receiv- 
able record  indicated  that  these  accounts  are 
amounts  receivable  for  advertising  during  the  month 
of  December,  1956.  This  record  also  indicated  that 
these  accounts  are  being  paid  currently.  As  the  As- 
sociation operates  on  the  cash  basis,  these  items 
are  not  taken  into  income  until  cash  is  received. 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition,  tests 
were  made  of  letters  of  transmittal  tracing  the 
items  to  the  individual  members’  accounts.  An  in- 
spection of  the  members’  unused  cards  in  connection 
with  our  examination  of  the  receipts  indicated  that 
all  cards  issued  to  members  during  the  year  were 
accounted  for  on  the  books  of  the  Association.  It 
was  also  found  that  during  the  year  1956  cards  were 
issued  to  17  military  members  and  90  life  members, 
for  which  no  dues  were  collected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined  cov- 
ering a selected  portion  of  the  disbursements.  Min- 
utes of  the  trustees’  meetings  during  the  year  were 
examined  in  regard  to  authorization  of  salaries, 
budgets,  and  other  disbursements.  The  balances 
shown  as  cash  in  bank  were  confirmed  by  direct  cor- 
respondence with  the  depository. 

Our  audit  also  included  an  inspection  of  securi- 
ties owned  by  the  Association  at  the  close  of  the 
year.  Balances  in  savings  and  loan  and  investment 
accounts  were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Association  at  Decem- 
ber 31,  1956  and  the  operations  for  the  year  then 
ended.  Should  any  additional  information  be  de- 
sired concerning  any  matters  falling  within  the 
scope  of  our  examination,  we  shall  be  pleased  to 
supply  it  upon  request. 

DANA  F.  COLE  AND  COMPANY. 


April,  1957 
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EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1956  to  December  31,  1956 

Total  Balance,  January  1,  1956 $72,603.97 

Represented  by : 

Cash — National  Bank  of  Com- 
merce, General  Fund $21,125.32 

Cash — National  Bank  of  Com- 
merce, Speakers’  Bureau 

Fund  274.75  21,400.07 


Cash  on  Hand — Deposited 

in  January,  1956 673.98 

Investments — Exhibit  C 50,529.92 


$72,603.97 


Add: 

Excess  of  Receipts  over  Disburse- 
ments— Exhibit  B 681.93 

Net  Increase  in  Investments — Exhibit  C_  1,310.57  1,992.50 


Total  Balance,  December  31,  1956 $74,596.47 

Represented  by : 

Cash — National  Bank  of  Commerce,  General  Fund 22,621.92 

Cash  on  Hand — Deposited  in  January,  1957 134.06 

Investments — Schedule  C — 51,840.49 


$74,596.47 

EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1956 

Cash  on  Hand,  January  1,  1956  : 

General  Fund — National  Bank 

of  Commerce 

Speakers’  Bureau — National  Bank 

of  Commerce  

Cash  on  Hand — Deposited 

in  January,  1956 


$ 21,125.32 
274.75 

673.98  $ 22,074.05 


RECEIPTS : 

General : 

Membership  Dues  $41,860.00 

Interest  Collected  470.30 

Trust  Account  Income 988.15 

Annual  Session — 

Schedule  B-l 6,747.25 

A.M.A.  Membership  Ex- 
pense Rebate  292.50 


Journal : 

Advertising  23,505.65 

Subscriptions  348.00 

Copies  Sold  13.29 


Other  Receipts  : 

A.M.A.  Dues  29,100.00 

Formulary — Sale  of 

Copies  6.00 

Contributions  for  Conduct 
of  Speakers’  Bureau  Post- 
graduate Courses  (Sched- 
ule B-3)  3,548.20 

Reimbursements  for  Tele- 
phone Charges 24.60 


50,358.20 


23,866.94 


32,678.80 


TOTAL  RECEIPTS 


$106,903.94 


Journal : 

Salaries  $ 7,386.00 

Publication  Expense 11,377.84 

Press  Clipping  Expense-  221.22 

Color  5,742.00 

Inserts  255.50 

Cuts,  Engraving  and 

Art  Work  777.10 

Single  Wrapping 96.00 

Expenses — Editor  336.91 

Covers  485.85 

Promotion  95.15 


Other  Disbursements : 

A.M.A.  Dues 29,100.00 

Speakers’  Bureau  Post- 
graduate Course  Ex- 
penses (Sch.  B-3)  2,777.30 

Speakers’  Bureau  Refund 
to  Organizations 

(Sch.  B-3)  1,045.65 

Nebraska  Medical 

Foundation  5,000.00 

First  Trust  Company — - 
Investment  Agent’s 
Fees  and  Expenses 112.68 


26,773.57 


38,035.63 


TOTAL  DISBURSEMENTS  $106,222.01 

Excess  of  Receipts  over  Disbursements, 

1956  Operations  $ 681.93 

CASH  ON  HAND,  December  31,  1956 22,755.98 

Consisting  of : 

General  Fund — National  Bank 

of  Commerce  $ 22,621.92 

Cash  on  Hand — Deposited  in 
January,  1957  134.06 


$ 22,755.98 

SCHEDULE  B-l: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1956 

RECEIPTS  : 

Exhibits  

Registration  Fees 
Fun  Night  Income 

Banquet  

Luncheons  


$4,405.00 
20.00 
846.00 
. 1,201.50 

274.75  $6,747.25 


DISBURSEMENTS : 

Printing  $ 733.53 

Badges  55.91 

Exhibitors’  Party  282.29 

Booths  330.00 

Reporter  310.90 

Fun  Night  Expense 850.00 

Banquet  1.413.00 

President’s  Expense  296.58 

Guest  Speakers  1,284.34 

Auxiliary  Expense  62.00 

Employees’  Expense  158.60 

Past  Presidents’  Breakfast 16.50 

Entertainment  and  Gratuities 484.50 

50-Year  Pins  36.49 

Luncheons  252.00  6,566.64 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS— $ 180.61 


DISBURSEMENTS  : 


General : 

Salaries  and  Social 


Security  Taxes 

$21,459.83 

Travel 

1,882.81 

Office  Expense: 

Rent 

2,640.10 

Mimeograph 

170.57 

Printing 

413.48 

Postage 

1,077.20 

Telephone  and 

Telegraph 

1.154.37 

Miscellaneous 

296.19 

Councilor  Expense 

220.27 

Annual  Session 

(Schedule  B-l) 

6,566.64 

Committee  Expense — 

Regular 

1,525.54 

Committee  Expense — 

Hall  of  Health 

200.00 

De'egate,  A.M.A.,  and 

Headquarters.  A.M.A._ 

_ 1,218.95 

Miscellaneous  Dues 

and  Travel 

370.50 

President’s  Expense 

836.96 

Senior  Medical  Day 

577.56 

Audit  Expense 

275.00 

Office  Equipment 

25.00 

Expendable  Supplies 

29.34 

Speakers’  Bureau  Post- 
graduate Expense 

(Schedule  B-3) 

472.50 

SCHEDULE  B-2 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
Year  1956 


Salaries  and  Social 
Security  Taxes 

Travel  

Office  Expense: 

Rent  

Mimeograph  

Printing  

Postage  

Telephone  

Miscellaneous 

Council  Expense 

Annual  Session 

Audit  Expense  

Attorn ev’s  Fees  

Office  Equipment  _ 

President’s  Expense 

Committee  Expense 

Miscellaneous.  Dues.  Travel 

Delegate  A.M.A.  and  Head- 
quarters A.M.A.  

Senior  Medical  Day 

Expendable  Supplies  

Speakers’  Bureau  

Reappropriation  


Actual  Unexpended 
Budget  Expense  Balance 


:i.460.00 

$21,459.83 

$ .17 

1,885.00 

1,882.81 

2.19 

2,645.00 

2,640.10 

4.90 

500.00 

170.57 

329.43 

750.00 

413.48 

336.52 

1,200.00 

1,077.20 

122.80 

1,200.00 

1,154.37 

45.63 

500.00 

296.19 

203.81 

300.00 

220.27 

79.73 

7,000.00 

6,566.64 

433.36 

275.00 

275.00 

1,000.00 

1,000.00 

200.00 

25.00 

175.00 

850.00 

836.96 

13.04 

1.730.00 

1,725.54 

4.46 

375.00 

370.50 

4.50 

1.250.00 

1,218.95 

31.05 

580.00 

577.56 

2.44 

1.000.00 

29.34 

970.66 

500.00 

472.50 

27.50 

1,300.00 

1,300.00 

$46,500.00  $41,412.81  $ 5.087.19 
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SCHEDULE  B-3 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
CANCER  COMMITTEE  AND  SPEAKERS’ 
BUREAU  — POSTGRADUATE  COURSES 


Year  1956 

Speakers’  Bureau  Fund,  January  1,  1956 $ 274.75 

RECEIPTS  : 

Nebraska  Division,  American  Cancer 

Society  $ 850.00 

Nebraska  Heart  Association 1,000.00 

Nebraska  Tuberculosis  Association 1,000.00 

National  Foundation  for  Infantile 

Paralysis  225.70 

Nebraska  State  Medical  Association 472.50 


Less  : 

Refund  to  Nebraska  Heart 

Association  $ 481.27 

Refund  to  Nebraska  Cancer 

Society  83.11 

Refund  to  Nebraska  Tuberculosis 

Association  481.27 


$3,548.20 


1,045.65 


2,502.55 


DISBURSEMENTS : 


Honor- 

Expense 

Total 

Nebraska  Division, 
American  Cancer 

arium 

Incurred 

Expense 

Society 

Nebraska  Heart 

.$  400.00 

$ 659.77 

$1,059.77 

Association 

Nebraska  Tuberculosis 

. 350.00 

186.85 

536.85 

Association  350.00 

National  Foundation  for 

186.85 

536.85 

Infantile  Paralysis. 

400.00 

243.83 

643.83 

$1,500.00 

$1,277.30 

$2,777.30 

Speakers’  Bureau  Fund,  December  31,  1956 


$2,777.30 


$2,777.30 

None 


SCHEDULE  B-4 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 


HALL  OF  HEALTH 
Year  1956 

RECEIPTS : 

Nebraska  State  Medical  Association $100.00 

Nebraska  Heart  Association 100.00 

Nebraska  Division,  American  Cancer  Society  100.00 

Nebraska  Tuberculosis  Association 100.00 

Nebraska  Society  of  Clinical  Pathologists 

and  Medical  Technologists 100.00 

Nebraska  Psychiatric  Institute 100.00 

Nebraska  Society  of  X-Ray  Technicians 100.00 

Nebraska  Pharmaceutical  Association 100.00 

Nebraska  State  Nurses’  Association 100.00 

University  of  Nebraska  College  of  Medicine-  100.00 

Creighton  University  School  of  Medicine 100.00 

State  Department  of  Health 300.00 

Lincoln  Multiple  Sclerosis  Society 100.00 

Nebraska  Hospital  Association 100.00 

National  Foundation  for  Infantile  Paralysis  100.00 
Nebraska  State  Medical  Association 

(1957  Payment)  100.00  $1,800.00 


DISBURSEMENTS  : 

Exhibit  Space,  Nebraska  State  Fair $450.00 

Signs,  Decoration,  and  Decoration 

Supplies 544.84 

Air  Conditioning,  Electricity,  and 

Wiring  Supplies  676.02 

Clocking  100.00 

Freight  12.36 

Miscellaneous  Expense  16.50  1,799.72 


UNEXPENDED  BALANCE,  Bank  Balance, 

National  Rank  of  Commerce $ .28 


NOTE:  Due  to  the  small  balance  left  there  was  no  refund 

made  to  the  participating  organizations.  The  unexpended  bal- 
ance is  being  carried  forward  to  1957  in  a bank  account  in 
the  National  Bank  of  Commerce  and  is  not  included  in  funds 
of  the  Association. 

EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1956  to  December  31,  1956 

Total  Balance,  January  1,  1956 $50,529.92 

Consisting  of : 

TRUST  ACCOUNT:  (Stocks 
and  Bonds  at  Cost  Value — in 
Hands  of  First  Trust  Co.)  — 

General  Electric  Co. — 

120  Shares  $$3,623.35 

Union  Carbide  & Carbon 

Corp. — 40  Shares 3,045.48 

Mission  Corp.  — 100  Shares-  2,710.94 

Standard  Oil  of  Indiana — 

100  Shares  4,814.23 


Central  & South  West 

Corp. — 100  Shares 2,716.87 

Houston  Lighting  & Power 

Co. — 105  Shares 3,425.08 

Wisconsin  Electric  Power 

Co.— 100  Shares 2,371.93 

Principal  Cash  Account 23.27  $22,731.15 


U.  S.  GOVERNMENT  BONDS  : 

U.  S.  Treasury  Bonds  2 %% 

(Mature  8-15-63,  Maturity 
Value  $4,500.00)  Purchase 

Price  4,402.14 

U.  S.  Savings  Bonds,  Series 
F (Issue  Price  $2,960.00,  Ma- 
turity Value  $4,000),  Re- 
demption Value 3,940.00 

U.  S.  Savings  Bonds, 

Series  G 11,000.00 

U.  S.  Savings  Bonds,  Series 
J (Issue  Price  $126.00, 

Maturity  Value  $175.00), 

Redemption  Value 127.57 

U.  S.  Savings  Bonds, 

Series  K 3,000.00  22,469.71 

SAVINGS  ACCOUNTS: 

Omaha  Loan  & Building 

Association  2,206.77 

Conservative  Savings  & 

Loan  Association  1,798.02 

Nebraska  Central  Building  & 

Loan  Association  1,258.27 

Postal  Savings  Certificate 

(Issue  Price  $50.00) 66.00  5,329.06 


$50,529.92 

ADDITIONS  : 

Purchases  : 

U.  S.  Treasury  Notes 
2%%  (Due  6-15-58), 

Maturity  Value  $3,000.00 $ 2,978.01 

Increase  in  Principal  Cash 

Account — First  Trust  Company  : 

Sale  Price  100  Shares 
Wisconsin  Electric — 

Power  3,413.08 

Less  : Cost  of  Acquisition  2,371.93 


$1,041.15 

Add : Sale  Price  100 
Rights  Wisconsin 
Electric  Power  34.32 


Gain  on  Sale  of  Stock 

and  Rights  

Less : Amount  Used 
as  a Portion  of  Pur- 
chase Price  of  U.  S. 
Treasury  Notes 


Dividend  Credits  : 

Omaha  Loan  & Building 

Association  

Conservative  Savings  & 

Loan  Association  

Nebraska  Central  Building 
& Loan  Association 


Increase  in  Value — U.  S. 

Savings  Bonds: 

Series  “F”  Bond 

Increment  60.00 

Series  “J”  Bond 

Increment  2.28  62.28 


Interest  Accrued — Postal  Savings  •• 

Interest  Accrued, 

December  31,  1956 17.00 

Interest  Accrued. 

December  31,  1955 16.00  1.00 


$ 3,682.50 

Less:  Cost  Value  of  Securities  Sold: 

100  Shares  Wisconsin  Electric  Power-  2,371.93 


Net  Increase  in  Investments 1,310.57 

Total  Balance,  December  31,  1956 $51,840.49 


Investments  as  of  December  31,  1956,  consist  of : 


TRUST  ACCOUNT:  (Stocks 

and  Bonds  at  Cost  Value — 
in  Hands  of  First  Trust 
Company) — - 

General  Electric  Co.— 

120  Shares $3,623.35 

Un’’on  Carbide  & Carbon 

Corp. — 40  Shares  3,045.48 

Mission  Corporation — 

100  Shares  2,710.94 

Standard  Oil  of  Indiana — 

100  Shares 4,814.23 

Central  and  South  West 

Corp. — 100  Shares  2,716.87 

Houston  Lighting  & Power 
Co.— 105  Shares 3,425.08 


66.66 

54.33 

50.83  171.82 


$1,075.47 

606.08  469.39 
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U.  S.  Treasury  Notes,  2%% 

(Due  6-15-58,  Maturity 

Value  $3,000.00)  2,978.01 

Principal  Cash  Account 492.66  23,806.62 


U.  S.  GOVERNMENT  BONDS: 

U.  S.  Treasury  Bonds  2*4% 

(Mature  8-15-63,  Maturity 

Value  $4,500.00)  4,402.14 

U.  S.  Savings  Bonds,  Series 
F (Issue  Price  $2,960.00, 

Maturity  Value  $4,000.00), 

Redemption  Value  4,000.00 

U.  S.  Savings  Bonds, 

Series  G 11,000.00 

U.  S.  Savings  Bonds,  Series 
J (Issue  Price  $126.00, 

Maturity  Value  $175.00), 

Redemption  Value 129.85 

U.  S.  Savings  Bonds, 

Series  K 3,000.00  22,531.99 


SAVINGS  ACCOUNTS: 

Omaha  Loan  & Building 

Association  $2,273.43 

Conservative  Savings  & 

Loan  Association  1,852.35 

Nebraska  Central  Building  & 

Loan  Association  1,309.10 

Postal  Savings  Certificate 

(Issue  Price  $50.00) 67.00  5,501.88 


Total,  December  31,  1956 $51,840.49 

EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1956 

Hotel  Paxton ^ $ 20.70 

Mr.  H.  J.  Stoehr g_65 

State  Medical  Journal  Advertising  Bureau 2,191.97 


$2,221.32 

REPORT  OF  BOARD  OF  TRUSTEES 

Fay  Smith,  M.D.,  Chairman,  Imperial ; J.  E.  M.  Thomson, 
M.D.,  Lincoln  ; G.  E.  Peters,  M.D..  Randolph ; A.  A.  Ashby, 
M.D.,  Geneva  ; R.  B.  Adams,  M.D.,  Lincoln. 

Four  regular  meetings  were  held  during  the  past 
year.  The  Board  appreciates  the  attendance  at  our 
meetings  of  both  Dr.  J.  M.  Woodward,  President, 
and  Dr.  R.  Russell  Best,  President-Elect. 

We  continue  to  feel  that  our  Hall  of  Health  at  the 
Nebraska  State  Fair  is  a very  worth  while  project. 
Fifty-three  thousand  six  hundred  one  persons  visit- 
ed the  Hall  of  Health  this  year.  This  is  7,047  more 
than  last  year.  Our  expense  was  $100.00  for  1956 
for  a booth  donated  to  the  State  Safety  Patrol. 

The  traffic  film  for  which  $3,000.00  was  appro- 
priated has  not  been  made  and  whether  or  not  it 
will  be  made  is  still  uncertain. 

The  Board  has  been  asked  for  definite  policy  to 
be  determined  relative  to  accepting  advertising  for 
the  Nebraska  State  Medical  Journal  from  path- 
ologist laboratories  which  do  not  have  licensed  med- 
ical men  working  within  the  laboratories  but  only 
connected  with  the  laboratories  in  an  advisory  ca- 
pacity. Such  policy  has  not  yet  been  determined. 

The  Board  of  Councilors  and  the  House  of  Dele- 
gates approved  the  investment  policies  of  the  Board 
of  Trustees  in  February  of  1956.  We  are  continu- 
ing such  policy  of  investing  in  both  Common  Stock 
and  Government  Bonds.  Income  from  Bonds  this 
year  has  been  $470.30.  Income  from  Common 
Stock  this  year  has  been  $988.15. 

The  budget  for  1958  will  remain  the  same  except 
for  the  addition  of  a new  item  of  $300.00  for  Civil 
Defense.  The  old  budget  was  $49,500.00;  there- 
fore, the  budget  for  1958  will  be  $49,800.00,  and  is 
as  follows: 

BUDGET  1958 


Salary  and  Taxes $21,000.00 

Travel  1,000.00 


Office : 

Rent  2,600.00 

Mimeograph 500.00 

Printing 750.00 

Postage  1,200.00 

Telephone  and  Telegraph 1,200.00 

Miscellaneous 500.00 

Council  Expense 300.00 

Annual  Session 7,000.00 

Committee  Expense 1,000.00 

Miscellaneous,  Dues,  Travel 250.00 

Delegate  to  A.M.A.  and  Head- 
quarters A.M.A.  1,250.00 

Senior  Medical  Day 500.00 

Audit  250.00 

Dues  Share  to  Journal 3,000.00 

Attorneys  Fees 1,000.00 

Office  Equipment 200.00 

President’s  Expense 500.00 

Speakers  Bureau 500.00 

Civil  Defense ^ 300.00 

Expendable  Supplies 1,000.00 

Reappropriate  from  Unexpended 

Balance  4,000.00 


Total  $49,800.00 


We  have  lived  within  our  budget  for  the  past 
year.  The  Board  of  Trustees  asks  the  Board  of 
Councilors  to  recommend  to  the  House  of  Delegates 
the  above  budget  for  1958,  and  to  add  to  the  1957 
budget  the  $300.00  for  Civil  Defense. 

Respectfully  submitted, 

FAY  SMITH,  M.D., 
Chairman. 

REPORT  OF  EXECUTIVE  SECRETARY 

Another  year  has  passed.  It  has  been  a year 
of  further  expansions  of  services  of  your  Nebraska 
State  Medical  Association  to  our  membership  and 
to  the  citizens  of  Nebraska.  This  advancement  has 
been  due,  in  large  part,  to  the  fine  cooperation  of 
our  members.  Nebraska  can  well  be  proud  of  the 
quality  of  our  membership  and  it  is  because  of 
this  outstanding  fact  that  such  good  medicine  is 
practiced  in  our  state. 

During  the  past  year  our  membership  has  reached 
the  highest  point  in  the  history  of  the  Association 
with  1,300  members.  We  have  wondered  why  this 
constant  increase  in  well  qualified  doctors  coming 
into  Nebraska  from  other  states,  as  well  as  the 
number  of  graduates  who  stay  within  our  state. 
Some  recent  inquiries  indicate  that  young  doctors 
are  interested  in  Nebraska  because  of  our  medical 
practice  act  and  the  high  standards  in  Nebraska. 
Quackery  is  held  at  a minimum  and  is  being  fast 
stamped  out  of  Nebraska  in  comparison  with  other 
states.  All  of  us  are  obligated  to  maintain  this 
status  in  order  that  we  may  attract  better  physi- 
cians to  Nebraska  and  thus  maintain  the  highest 
type  of  medical  care  for  our  people. 

It  is  not  practical,  because  of  time  and  space,  to 
detail  all  of  the  activities  of  your  Association,  but 
we  do  like  to  point  out  the  most  important  high- 
lights from  an  administrative  viewpoint  each  year 
so  that  the  membership  may  be  well  informed  as 
to  all  activities.  Some  of  this  information  is  based 
on  a comparison  with  other  years  in  order  to  graph- 
ically record  the  advance  and  progress  of  your  As- 
sociation. 
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NEBRASKA  STATE  MEDICAL  JOURNAL 
Advertising-  Income  (gross)  — 1935-1956 


Year  Total  Income  Total  Pages 

1935  $ 3,298.48  240 

1940  4,738.13  274% 

1945  12,850.60  448Y8 

1950  13,291.70  374% 

1956  27,277.70  53iy2 


As  shown  by  the  above  table  the  Nebraska  State 
Medical  Journal  has  made  substantial  gains  in  the 
past  21  years.  In  the  year  1935  the  240  pages  of 
advertising  consisted  of  all  black  and  white  ads.  In 
1956  color  advertising  totaled  55  per  cent  of  the 
531%  pages  of  advertising. 

Contracts  for  1957  indicate  that  advertising  in  the 
Journal  will  continue  its  present  upward  trend  and 
will  surpass  the  record  1956  advertising  year  both 
in  size,  color  pages,  and  income.  This  steady  in- 
crease has  been  due  to  several  factors,  namely,  that 
the  state  medical  journal  is  read  more  thoroughly 
by  the  members,  who,  in  turn,  are  supporting  the 
journal  by  patronizing  its  advertisers. 

Perhaps  it  should  again  be  pointed  out  that  al- 
though there  has  been  an  outstanding  expansion 
and  growth  of  the  Nebraska  State  Medical  Journal, 
the  publication  still  does  not  generally  show  a profit. 
This  is  true  of  the  past  year  as  is  indicated  in  the 
financial  audit.  There  has,  of  course,  been  an  in- 
crease in  our  publication  expense  due  to  the  eco- 
nomic situation  and  a general  price  advance  in  all 
printing  costs.  We  make  no  attempt  to  show  a 
profit  on  the  Journal.  Any  surplus  above  actual 
costs  is  used  to  enhance  the  value  of  the  publica- 
tion to  the  membership.  It  is  this  policy  which 
makes  it  possible  to  produce  such  a fine  publication 
at  no  expense  to  the  members. 

HALL  OF  HEALTH 

The  Hall  of  Health  is  a relatively  new  innova- 
tion set  up  in  the  Public  Relations  Committee  of 
the  Association.  In  its  3 years  of  existence  at  the 
1954-55-56  Nebraska  State  Fairs,  104,205  persons 
have  passed  through  its  doors  to  view  the  many 
interesting  and  educational  health  exhibits.  This 
new  medium  of  contact  with  the  people  in  all  walks 
of  life  has  been  an  excellent  tool  for  public  relations 
for  the  medical  profession.  It  has  also  been  an 
enlightening  adventure  into  the  many  fields  of 
health  activities  for  the  many  persons  who  have 
visited  these  exhibits. 

With  each  succeeding  year,  the  exhibit  gains  ex- 
perience and  presents  new  and  varied  exhibits,  a 
number  of  which  incorporate  audience  participation. 
A number  of  exhibitors  who  do  not  exhibit  in  the 
Hall  of  Health  have  expressed  a desire  to  join  the 
exhibit,  but  present  facilities  hold  the  number  of 
exhibits  to  17. 

Nebraska  is  one  of  the  early  states  to  enter  into 
this  new  field  of  exhibiting  at  state  fairs.  Our 
exhibit  is  also  unique  in  that  our  two  medical  schools 
and  twelve  other  allied  health  organizations  are 
cooperating  to  present  to  the  fair  visitors  a com- 
plete story  of  medicine  and  allied  organizations  un- 
der one  roof. 

THE  BULLETIN 

The  bulletin  or  “pink  sheet”  as  it  is  commonly 
called,  is  a familiar  sight  on  the  desk  of  each  mem- 
ber. This  is  a benefit  of  membership  which  was 
started  a number  of  years  ago.  At  indicated  inter- 


vals, information  which  is  vital  and  pertinent  to 
the  well-being  of  medicine,  is  mailed  to  each  mem- 
ber so  that  he  may  keep  abreast  of  the  latest  de- 
velopments of  medical  interest.  The  articles  are 
designed  to  be  as  brief  as  possible  so  that  a few 
minutes  reading  time  will  tell  the  physician  what 
is  going  on  that  is  of  information  and  importance 
to  him. 

Facilities  at  the  headquarters  office  are  so  de- 
signed that  a bulletin  can  be  on  the  way  to  the 
members  within  a few  hours,  if  the  matter  neces- 
sitates such  expediency.  Every  member  who  has 
not  already  done  so  should  instruct  their  office  per- 
sonnel that  this  bulletin  should  receive  special  at- 
tention and  placed  on  the  top  of  the  mail  when  it 
arrives.  This  is  our  private  line  of  communication 
to  you. 

COMMITTEES 

For  an  organization  to  be  active,  stimulating,  and 
progressive,  it  must  have  good  committees  to  which 
it  can  distribute  the  multitude  of  problems  with 
which  it  is  confronted.  We  are  most  fortunate  to 
have  a fine  group  of  committee  members  who  serve 
devotedly  and  without  remuneration. 

Twenty-five  committee  meetings  were  held  dur- 
ing the  year.  Many  important  decisions  were  made 
at  these  meetings  which  affect  every  doctor  in  the 
state.  The  146  physicians  who  serve  as  members 
of  these  committees  traveled  more  than  15,000  miles 
to  give  of  their  time  and  talent.  Their  services 
are  invaluable  to  this  Association  and  its  members. 

PLACEMENT  SERVICE 

The  placement  service  had  another  active  year  in 
assisting  physicians  who  were  looking  for  a loca- 
tion. A total  of  74  physicians  have  entered  the 
state  during  the  year.  Of  this  number  61  have 
established  their  practice  in  the  metropolitan  areas, 
13  in  the  out-state  areas. 

There  are  55  communities  seeking  a physician 
but  a large  number  of  these  communities  are  too 
small  to  support  a resident  physician.  It  is  anti- 
cipated that  the  end  of  the  Doctor-Draft  in  1957 
will  be  a big  help  in  securing  a larger  number  of 
physicians  for  rural  practice.  It  is  also  interesting 
to  note  that  a number  of  physicians  in  the  specialty 
fields  are  beginning  to  locate  in  the  out-state  areas. 

SENIOR  MEDICAL  DAY 

The  fifth  Senior  Medical  Day  program  was  held 
at  the  Hotel  Paxton  in  Omaha  on  April  26,  1956. 
The  day-long  program  presents  talks  by  practicing 
physicians  on  such  subjects  as  rural  practice,  medi- 
cal ethics,  medical  economics,  bedside  manners,  and 
other  subjects  which  the  student’s  busy  schedule 
does  not  allow.  The  popularity  of  the  program  is 
indicated  by  the  fact  that  there  is  almost  a one 
hundred  per  cent  attendance  on  the  part  of  the 
students.  This  program  is  valuable  in  that  it  gives 
organized  medicine  a firsthand  opportunity  to  tell 
these  future  physicians  what  organized  medicine 
means  to  them. 

This  program  is  another  first  for  Nebraska,  and 
we  have  received  numerous  requests  from  other 
states  as  to  how  our  program  is  organized  and  op- 
erated. 

REGIONAL  POSTGRADUATE  CIRCUIT 
COURSES 

On  September  29,  1956,  the  6th  Annual  Post- 
graduate Circuit  Course  was  completed  under  the 
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direction  of  the  Speakers  Bureau.  This  course 
was  first  started  in  1951  for  the  purpose  of  bring- 
ing up-to-date  medical  data  and  research  informa- 
tion to  the  out-state  practitioneers  who  find  it 
difficult  to  leave  their  practice  for  any  length  of 
time.  Four  outstanding  speakers,  who  are  special- 
ists in  their  fields,  have  been  selected  each  year 
for  this  traveling  circuit  program. 

Due  to  a decreased  attendance  and  an  apparent 
lack  of  interest  during  the  past  two  years,  the  com- 
mittee has  decided  to  discontinue  these  courses  for 
1957.  They  can  be  reinstated  if  there  appears  to 
be  any  demand  for  them. 

A second  postgraduate  program  which  is  enter- 
ing its  third  year  of  programs  is  the  Cancer  De- 
tection Program  sponsored  by  the  Nebraska  Divi- 
sion of  the  American  Cancer  Society.  This  program 
is  an  activity  of  the  Cancer  Committee  of  the  Ne- 
braska State  Medical  Association.  It  is  a pro- 
gram designed  to  encourage  the  doctor  at  the  grass 
roots  level  to  be  on  the  lookout  for  early  signs  of 
cancer  in  their  patients.  The  committee  feels  that 
every  doctor’s  office  should  be  a cancer  detection 
center.  This  program,  too,  has  proved  to  be  popu- 
lar with  the  out-state  physicians.  The  third  annual 
program  will  be  held  this  year  from  April  10-13, 
1957. 

MEDICARE 

The  last  session  of  Congress  passed  P.L.  569, 
which  provided  for  medical  care  and  hospitalization 
for  dependents  of  members  of  the  uniformed  armed 
services.  The  program  is  administered  by  the  De- 
fense Department.  This  program  was  an  innova- 
tion since  it  is  the  first  such  program  ever  to  be 
established  in  which  your  Association  contracted 
direct  with  the  Federal  Government  for  the  perform- 
ance of  medical  services  by  members  of  this  Asso- 
ciation. Careful  planning  was  indicated,  since  this 
program  no  doubt  will  establish  a definite  pattern 
for  future  programs.  Under  the  leadership  and 
careful  guidance  of  J.  M.  Woodward,  M.D.,  Presi- 
dent, and  the  counsel  of  the  Policy  Committee,  a 
satisfactory  contract  has  been  signed.  Fees  were 
negotiated  on  a basis  of  average  fees  for  service 
in  the  community  where  the  service  is  performed, 
and  thus  it  is  not  required  nor  necessary  to  pub- 
lish a separate  fee  schedule.  Special  cases  may  be 
“arbitrated.”  Nebraska  Medical  Service  has  been 
named  as  fiscal  agent  for  the  Nebraska  State  Medi- 
cal Association.  The  hospital  side  of  the  program 
is  being  administered  by  Mutual  of  Omaha.  The 
plan  started  operation  December  7,  1956. 

STATEMENT  OF  MEMBERSHIP  AS  OF 
DECEMBER  31,  1956 

Following  are  the  usual  tables  indicating  the  state 


of  membership  for  1956: 

TABLE  NO.  1 

Members  deceased 20 

Non-members  deceased 17  37 


Members  moved  out  of  state 36 

Non-members  moved  out  of  state 3 39 


76 

New  physicians  in  state — members 71 

Potential  members 29  100 


Net  gain 24 


In  active  practice 1,471 

Retired  but  eligible 26 


Members — December  31,  1955 1,266 

Members — December  31,  1956 1,300 

Net  membership  gain 34 

TABLE  NO.  2 

Licensed  physicians  (last  file  count) 2,641 

Residing  out  of  state 1,025 


Members*  1,268 

Associate  members 97 

Non  eligible 24 

Retired 26 

Non-members  eligible  179 


Unclassified  (home  add.,  etc.) 22  2,641 

(*There  are  9 members  in  the  retired,  Veterans 
Administration  Service,  professors;  7 inactive, 
Service  status). 

TABLE  NO.  3 


Members : 

Active  1,167 

Life  (10  in  deceased  column) 80 

Service  (given  Service  Mem- 
berships for  1956) 17 

Out  of  state 16 

Deceased  (10  Life  members) 20 

Total  1,300 


DUES  AND  MEMBERSHIP 
In  1936  the  membership  dues  in  this  Association 
were  $10.00.  Today  your  dues  are  $35.00,  of  which 
$5.00  is  set  aside  for  investment  purposes.  For  the 
remaining  thirty  dollars  here  are  a few  of  the  bene- 
fits which  you  receive:  The  monthly  issue  of  the 
Nebraska  State  Medical  Journal,  annual  scientific 
meetings,  traveling  postgraduate  courses,  timely 
bulletins  of  confidential  information,  placement 
service  for  physicians,  complete  information  services 
through  the  headquarters  office,  and  protective  sup- 
port in  malpractice  cases. 

The  following  table  shows  a breakdown  of  total 
membership  and  dues  at  various  intervals  during 
the  last  21  years: 


Year  Membership  Dues 

1935  1,119  $ 5.00 

1940  1,146  10.00 

1945  1,080  15.00 

1950  1,200  30.00 

1956  1,300  35.00 


According  to  a survey  of  state  dues  only,  made 
by  the  A.M.A.,  in  1953,  Nebraska  ranks  in  the  mid- 
dle or  about  average  in  dues  charged.  There  are 
21  states  charging  less  and  21  states  charging  more. 
In  the  states  immediately  surrounding  Nebraska, 
South  Dakota  charges  $50.00;  Iowa,  $50.00;  Colo- 
rado, $50.00,  and  Kansas,  $25.00. 

MAIL 

During  the  past  year  your  headquarters  office  has 
handled  35,011  pieces  of  mail;  8,198  pieces  of  mail 
were  incoming,  and  the  outgoing  first  class  mail 
amounted  to  14,714  pieces.  The  balance  consisted 
of  bulletins  to  the  membership. 

It  is  again  a privilege  to  close  this  annual  report 
with  an  expression  of  appreciation  to  the  members 
for  the  usual  fine  cooperation  and  many  continued 
friendships. 

Respectfully  submitted, 

M.  C.  SMITH,  Executive  Secretary. 


192 


Nebraska  S.  M.  J. 


REPORT  OF  THE  EDITOR 

Your  editor  and  his  staff  have  continued  their 
efforts  to  produce  a journal  that  is  readable,  inter- 
esting, and  filled  with  useful  information.  The 
information  relates  to  scientific  medicine;  to  medico- 
political  trends;  to  activities  of  the  organized  pro- 
fession, both  on  national  and  local  levels;  to  the 
goings  and  comings  of  individual  Nebraska  doc- 
tors; and  to  the  plans  and  accomplishments  of  your 
subsidiary  organizations  such  as  the  Blue  Shield 
and  our  Auxiliary.  In  other  words,  we  try  to  make 
this  publication  fulfill  the  functions  of  a scientific 
organ  and  of  a highly  specialized  newspaper. 

Changes  in  the  general  makeup  of  the  Journal 
have  been  few  in  the  past  year.  It  is  to  be  noted 
that  we  have  abandoned,  largely,  the  use  of  types 
smaller  than  10-point.  We  are  of  the  opinion  that 
the  difficulty  in  reading  smaller  types,  such  as  8- 
and  6-point,  will  discourage  the  average  reader. 
You  may  have  noticed  also,  that  there  is  very  little 
“filler”  to  be  found  in  the  Journal  during  recent 
months.  “Filler”  is  material  copied  from  some  other 
source  and  used  to  fill  space  that  can  not  be  utilized 
for  regular  items.  We  have  been  putting  “Current 
Comments”  in  these  spaces.  “Current  Comments,” 
while  not  original  with  the  journal-staff,  are  news 
items  rewritten  in  our  own  style,  and  printed  in 
10-point  type.  This  should  make  them  more  inter- 
esting and  easier  to  read. 

The  cover  should  come  in  for  further  comment. 
In  order  to  relieve  the  monotony  of  seeing  one  cov- 
er each  and  every  month,  no  matter  how  beautiful  it 
may  be,  we  have  been  using  typical  scenes  from  Ne- 
braska every  few  months.  These  pictures,  such 
as  the  cattle-feeding,  the  corn-elevator,  and  Chim- 
ney Rock,  are  interesting  in  themselves,  but  furnish 
a certain  freshness  and  newness  to  the  old  cover 
when  it  reappears  the  following  month. 

The  editorial  staff  has  not  been  able  to  enlist 
the  wholehearted  help  of  those  responsible  for  the 
program  for  the  Annual  Session  in  obtaining  manu- 
scripts from  the  participants  for  publication  in  the 
Journal.  Last  year,  through  direct  communication 
between  the  editor  and  the  essayists,  we  were  able 
to  get  five  or  six  times  the  number  formerly  ob- 
tained. There  is  no  reason  why  we  should  not  ob- 
tain a printable  paper  from  each  and  every  doctor 
who  speaks  at  our  annual  meetings.  To  be  entirely 
successful  in  this  matter  the  speaker  must  be  in- 
formed, during  the  process  of  obtaining  his  service 
as  a speaker,  that  a manuscript  must  be  left  with 
the  stenotypist  at  the  time  he  speaks  to  us. 

The  original  articles  submitted  for  publication 
have  increased  in  number,  are  generally  interesting 
and  instructive,  and  show  great  improvement  in 
the  art  of  writing. 

We  are  greatly  indebted  to  our  Executive  Secre- 
tary and  his  staff,  as  well  as  to  the  News  Printing 
Service  of  Norfolk,  for  advice  and  the  utmost  in 
cooperation  in  producing  the  Nebraska  State  Medi- 
cal Journal. 

Respectfully  submitted, 

GEORGE  W.  COVEY,  M.D.,  Editor 

REPORT  OF  CANCER  COMMITTEE 

B.  R.  Bancroft,  M.D.,  Chairman,  Kearney;  John  T.  McGreer, 
Jr.,  M.D.,  Lincoln ; Ralph  C.  Moore,  M.D.,  Omaha. 

Realizing  that  education  is  still  our  most  useful 
means  of  combating  cancer,  this  committee  has  ex- 


pended most  of  its  efforts  in  this  direction.  The 
1956  program  was  essentially  unchanged. 

PROFESSIONAL  CANCER 
EDUCATION 

1.  Cancer  Detection  Program — emphasizing  that 
every  doctor’s  office  is  a cancer  detection  center. 

Yearly  traveling  cancer  detection  course  given  in 
three  outstate  cities  using  a guest  faculty  from  the 
Cancer  Detection  Center  of  the  University  of  Minne- 
sota. 

In  1956  these  courses  were  given  in  McCook, 
North  Platte,  and  Scottsbluff.  Faculty  included: 
Stewart  Arhelger,  M.D.,  Head  of  the  Tumor 
Service  of  the  Surgical  Division  of  the  Cancer 
Detection  Center,  University  of  Minnesota 
Alex  R.  Margulis,  M.D.,  Instructor  in  Radiology, 
University  of  Minnesota 
W.  Albert  Sullivan,  M.D.,  Director  of  Cancer 
Detection  Center,  University  of  Minnesota 

In  addition  to  the  postgraduate  Cancer  Educa- 
tion Program,  talks  for  lay  audiences  were  given  at 
meetings  in  the  evening. 

The  1957  courses  are  planned  for  Columbus,  York, 
and  Hastings,  on  April  10,  11,  and  12. 

2.  Tumor  Clinics — Local  medical  groups  are  en- 
couraged to  form  their  own  tumor  clinics.  Assist- 
ance may  be  had  by  contacting  the  Nebraska  Can- 
cer Research  and  Education  Society. 

3.  Traveling  Postgraduate  Courses — In  conjunc- 
tion with  the  Speakers  Bureau  Committee  of  the  Ne- 
braska State  Medical  Association,  cancer  topics  are 
included  in  the  regional  postgraduate  courses  each 
year. 

1956 — Some  Problems  in  Diagnosis  of  Kidney 
Tumors  by  Ray  Bunge,  M.D.,  Professor  of 
Urology,  State  University  of  Iowa. 

4.  Postgraduate  cancer  courses  at  the  University 
of  Nebraska  College  of  Medicine.  There  has  been 
a recent  symposium  on  Cancer  of  the  Head  and 
Neck. 

5.  At  the  Annual  Session  of  the  Nebraska  State 
Medical  Association,  adequate  time  has  been  devoted 
to  Cancer  subjects. 

LAY  CANCER  EDUCATION 

1.  This  can  best  be  accomplished  by — 

Cooperation  with  the  Nebraska  Division  of  the 
American  Cancer  Society  in  establishing  the  forma- 
tion of  more  local  units.  Recommendation  to  Coun- 
ty Medical  Societies  that  they  cooperate  in  furnish- 
ing advisors  to  such  groups.  The  primary  func- 
tion of  these  local  units  should  be  to  furnish  cancer 
programs  such  as  movies  and  professional  talks  to 
local  clubs,  schools,  etc. 

Furnishing  speakers  from  the  Nebraska  State 
Medical  Association  for  lay  groups  in  cooperation 
with  the  Speakers  Bureau. 

Encouraging  lay  attendance  and  participation  by 
questions  and  answers  at  the  three  outstate  pro- 
grams. 

This  committee  welcomes  any  suggestions  which 
will  improve  this  program. 

The  Chairman  is  indebted  to  the  committee  mem- 
bers for  their  invaluable  help.  The  committee  ap- 
preciates the  cooperation  of  the  executive  offices  of 
the  Nebraska  Division  of  the  American  Cancer  So- 


April,  1957 


195 


ciety  and  the  generous  assistance  of  Mr.  M.  C. 
Smith  and  his  staff. 

Respectfully  submitted, 

B.  R.  BANCROFT,  M.D., 
Chairman. 

REPORT  OF  MUSCULAR  REHABILITATION 
COMMITTEE 

W.  R.  Hamsa,  M.D.,  Chairman,  Omaha  ; M.  C.  Howard,  M.D., 
Omaha  ; John  M.  Thomas,  M.D.,  Omaha. 

The  Muscular  Rehabilitation  Committee  of  the 
Nebraska  State  Medical  Association  has  had  no 
problems  turned  over  to  it  for  study  during  the 
past  year.  As  a result,  no  meetings  have  been 
called,  and  hence  no  further  report  will  be  made. 

Respectfully  submitted, 

W.  R.  HAMSA,  M.D., 
Chairman. 

REPORT  OF  CARDIOVASCULAR 
COMMITTEE 

O.  A.  Kostal,  M.D.,  Chairman,  Hastings ; Fred  W.  Niehaus, 
M.D.,  Omaha ; Wm.  M.  McGrath,  M.D.,  Grand  Island. 

No  serious  problems  have  faced  the  Cardiovas- 
cular Committee  during  the  past  year.  Active  pro- 
fessional interest  in  the  Cardiovascular  field  has 
been  maintained,  particularly  through  cooperation 
with  the  Nebraska  Heart  Association.  An  active 
Speakers  Bureau  service  for  community  groups  has 
been  maintained  by  that  organization  and  270 
speaking  engagements  were  recorded  during  the  past 
year.  A “Heart  Speaker”  for  the  Sixth  Annual  Re- 
gional Postgraduate  Courses  of  the  Nebraska  State 
Medical  Association  was  financed  by  the  Nebraska 
Heart  Association. 

The  February  issue  of  the  Nebraska  State  Medical 
Association  Journal  is  a “Heart  Issue”  jointly  spon- 
sored by  the  Cardiovascular  Committee  of  the  Ne- 
braska State  Medical  Association  and  the  Nebraska 
Heart  Association.  The  editorial  is  devoted  to  the 
Cardiovascular  field.  Cardiovascular  research  con- 
tinues to  be  zealously  pursued  by  the  interested 
groups.  Professional  education  and  community  serv- 
ice have  been  given  their  deserved  attention.  The 
profession  has  been  kept  abreast  and  continues  to 
be  alert  in  this  challenging  field. 

It  would  seem  advisable  to  keep  informed  of  the 
activity  and  closely  follow  the  excellent  work  done 
by  active  groups  interested  in  Cardiovascular  prob- 
lems. 

Respectfully  submitted, 

0.  A.  KOSTAL,  M.D., 
Chairman. 

REPORT  OF  COMMITTEE  ON 
CONSTITUTION  AND  BY-LAWS 

Ray  S.  Wycoff,  M.D.,  Chairman,  Lexington ; R.  B.  Adams, 
M.D.,  Lincoln  ; C.  R.  Brott,  M.D.,  Beatrice. 

The  Committee  on  Constitution  and  By-Laws  held 
a single  meeting  in  October  and  considered  a num- 
ber of  suggestions  which  had  been  made  for  clarifi- 
cation or  alterations  in  the  Constitution  and  By- 
Laws,  as  follows: 

1.  Following  the  instructions  received  from  the 
House  of  Delegates  at  the  last  Annual  Session,  your 
Committee  will  propose  that  the  Research  Commit- 
tee heretofore  known  as  the  Committee  on  Mental 
Hygiene,  Paragraph  G,  as  outlined  on  Page  50,  shall 


be  changed  to  the  Committee  on  Psychiatry.  This 
is  in  accord  with  instructions  received  from  the 
House  of  Delegates  last  spring  at  the  annual  meet- 
ing, and  was  ordered  because  it  is  more  in  accord 
with  modern  thought  and  teaching; 

2.  The  suggestion  was  also  made  to  the  Commit- 
tee that  it  might  be  wise  to  provide  for  temporary 
membership  on  any  committee  of  persons  with  spe- 
cial skills,  knowledge,  or  experience,  for  the  purpose 
of  giving  advice  and/or  counsel  on  specific  prob- 
lems. It  was  the  opinion  of  the  Committee,  after 
some  discussion,  that  this  provision  is  unnecessary, 
since  it  has  for  some  time  been  our  custom  to  in- 
vite into  committee  meetings  persons  who  might 
contribute  much  because  of  their  specialized  skills 
and  experience,  so  giving  the  regular  committee  the 
benefit  of  this  specific  knowledge,  and  yet  without 
making  such  experts  members  of  the  committee  for 
even  a short  period  of  time; 

3.  Another  problem  is  one  that  has  been  raised 
in  varying  ways  over  a period  of  years,  and  con- 
cerns the  status  of  a man  who  is  appointed  to  fill 
an  unexpired  term  on  a standing  committee,  when 
the  number  of  terms  that  one  person  may  serve 
on  that  committee  is  limited  by  Constitution  and/or 
By-Laws.  It  was  the  opinion  of  the  Committee  that 
under  circumstances  of  this  kind,  members  of  the 
committee  who  are  appointed  to  complete  an  unex- 
pired term  should  be  eligible  to  election  or  reappoint- 
ment for  the  number  of  full  terms  that  are  desig- 
nated in  the  Constitution  and  By-Laws  for  regular 
committee  members; 

4.  On  Page  8,  ARTICLE  XI  of  the  Constitution, 
there  is  provision  made  for  a referendum  on  any 
question  pending  before  the  House  of  Delegates,  in 
case  the  House  sees  fit  to  order  it.  There  are  two 
questions  raised  by  the  wording  of  this  ARTICLE. 
The  first  is  that  in  considering  the  submission  of 
the  question  of  a referendum  to  the  active  members 
of  the  Association  a two-thirds  vote  is  required  in 
the  House  of  Delegates,  but  no  definite  statement 
is  made  as  to  two-thirds  of  how  many,  other  than 
the  membership  of  the  House;  the  question  then 
arises  as  to  whether  this  means  a two-thirds  vote 
of  the  entire  House  or  two-thirds  vote  of  those 
present.  The  second  point  is  that  this  referendum  is 
to  be  carried  out  by  mail  in  a manner  in  which  the 
House  shall  prescribe  at  the  time,  and  that  a ma- 
jority of  those  voting  on  the  referendum  shall  de- 
cide the  issue.  The  committee,  after  some  discus- 
sion, feels  that  the  first  of  these  provisions  is  in- 
definite and  believes  that  it  should  be  changed  to 
provide  that  a referendum  may  be  ordered  by  two- 
thirds  vote  of  the  members  of  the  House  of  Delegates 
present  at  the  time  of  the  vote. 

The  question  concerning  the  vote  in  a referendum 
was  presented  at  the  Annual  Session  last  year,  at 
which  time  it  was  proposed  to  require  that  a ma- 
jority of  25%  of  the  entire  membership  of  the  As- 
sociation be  necessary  to  carry  a referendum.  Your 
Committee  after  further  discussion,  wishes  to  raise 
a question  as  to  whether  a majority  of  25%  of  the 
membership  is  adequate  to  carry  a referendum,  and 
if  this  should  be  the  feeling  of  the  House  of  Dele- 
gates, we  plan  to  propose  that  a majority  of  not 
less  than  51%  of  the  membership  of  the  Associa- 
tion be  required  for  approval  of  any  action  proposed 
in  a referendum; 

5.  Again  in  CHAPTER  VII,  of  the  By-Laws, 
Section  8,  Page  27,  where  provision  is  made  for  the 
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removal  of  an  officer  of  the  Association  by  two- 
thirds  vote  of  the  members  of  the  House  of  Dele- 
gates, and  in  CHAPTER  XII,  Section  II,  Page  41, 
where  provision  is  made  for  the  impeachment  of 
an  officer  to  be  confirmed  by  two-thirds  vote  of  the 
members  of  the  House  of  Delegates,  your  Commit- 
tee feels  that  the  wording  in  both  of  these  is  in- 
definite, since  no  exact  statement  is  made  as  to 
whether  this  is  two-thirds  of  the  membership  of 
the  entire  House,  or  two-thirds  of  those  present  at 
the  time  of  the  meeting.  After  discussion,  your 
Committee  believes  that  this  vote  should  be  defin- 
itely stated  in  both  instances  to  be  two-thirds  of 
the  members  present  at  the  time  of  the  vote; 

6.  A letter  from  Doctor  Best  has  brought  to  our 
attention  the  need  for  a Disaster  and  Cicil  Defense 
program  on  a state  level,  and  in  this  connection  he 
has  requested  that  the  House  of  Delegates  approve 
the  formation  of  a new  Standing  Education  Com- 
mittee, to  be  designated  as  Committee  W,  the  Dis- 
aster and  Civil  Defense  Committee.  This  will  be 
presented  to  the  House  of  Delegates  for  their  ap- 
proval, and  if  approved,  can  be  presented  to  the  an- 
nual meeting  in  May,  1957,  as  an  addition  to  the 
standing  committees  already  formed; 

7.  Finally,  correspondence  with  Doctor  Wood- 
ward, our  President,  and  also  letters  from  Dr.  R. 
Russell  Best,  President-Elect,  indicate  a definite  need 
for  a change  in  the  membership  of  the  Committee  on 
Scientific  Assembly.  Information  received  by  them 
indicates  that  having  a representative  of  the  Ameri- 
can Academy  of  General  Practice  on  this  Commit- 
tee would  afford  full  credit  to  members  of  the 
Academy  for  their  attendance  at  the  state  meetings. 
In  line  with  his  practice,  Doctor  Woodward  has  al- 
ready appointed  Dr.  Harvey  Runty  as  an  interim 
member  of  the  Committee  in  order  to  accomplish 
this  aim  for  the  current  year. 

Acting  in  line  with  this  suggestion,  our  Commit- 
tee will  propose  this  change  in  the  membership  of 
the  Committee  on  Scientific  Session,  Committee  0, 
as  outlined  on  page  43  of  the  Constitution  and  By- 
Laws,  plus  the  Secretary  Treasurer  of  the  Nebraska 
State  Medical  Association.  The  suggestion  has  also 
been  made  by  Doctor  Woodward  that  terms  of  ap- 
pointment on  this  committee  should  be  reduced  to 
three  years  each,  with  the  possibility  of  reappoint- 
ment for  one  term,  thus  providing  that  two  men 
should  be  appointed  annually.  Doctor  Best  has  con- 
curred in  this  proposed  change  in  term  of  appoint- 
ment. 

Respectfully  submitted, 

RAY  S.  WYCOFF,  M.D., 
Chairman. 

REPORT  OF  DIABETES  COMMITTEE 

Morris  Margolin,  M.D.,  Chairman,  Omaha ; L.  E.  Dickinson, 
M.D.,  McCook ; E.  L.  MacQuiddy,  M.D.,  Omaha. 

1.  Diabetes  Number  of  the  Nebraska  State  Medi- 
cal Journal  was  issued  in  November  containing  five 
articles  on  diabetes  and  related  subjects,  in  addi- 
tion to  an  editorial  by  Dr.  C.  R.  Hankins  on  the 
oral  hypoglycemic  substances.  All  subjects  were 
covered  very  creditably,  were  highly  stimulating  and 
served  well  the  purpose  of  professional  education  on 
diabetes. 

2.  The  National  Diabetes  Week  and  Detection 
Drive  was  inducted  by  a most  thorough  publicity 
coverage,  including  newspapers,  and  radio  and  tele- 
vision broadcasts.  We  were  helped  immensely  in 


publicity  by  McKesson  and  Robbins,  Inc.,  who  coop- 
erated in  distributing  posters  throughout  the  State. 
Credit  is  to  be  given  to  the  headquarters  staff  for 
much  of  the  publicity.  We  must  also  express  our 
gratitude  to  the  radio  and  television  stations  for 
their  willing  cooperation  in  broadcasting  our  ma- 
terial. 

3.  Report  on  Results  of  Diabetes  Detection  Drive. 
Questionnaires  were  received  from  108  of  our  mem- 
bers with  results  as  follows: 

Number  of  tests,  3,302;  total  number  of  positives, 
110;  number  of  previously  known  positives,  73;  num- 
bers of  positives  previously  unknown,  37;  no  follow- 
up on  the  unknown  positives  is  available  to  us  at 
this  time.  It  is  our  feeling  that  many  more  exam- 
inations were  made  than  those  reported  to  us. 

The  Detection  Drive  certainly  serves  the  pur- 
pose of  public  education  in  the  field  of  diabetes.  In 
addition  to  discovering  unsuspected  diabetics,  it  has 
value  also  in  stimulating  the  negligent  diabetic  to 
seek  the  needed  services  of  his  doctor.  All  this  is  very 
important  and  we  recommend  continuation  and  fur- 
ther extension  of  this  project  along  the  same  line. 

4.  A diabetes  survey  of  the  state  institutions  was 
conducted  this  year  with  the  cooperation  of  the 
Board  of  Control.  We  were  immensely  gratified  by 
the  response  of  the  institutions,  all  but  two  reply- 
ing. The  summary  of  the  survey  is  as  follows: 

Total  number  of  diabetics  resident  in  the  institu- 
tions, 149.  The  Norfolk  State  Hospital  and  the 
Beatrice  State  Home  reported  a diabetes  recheck  on 
3,449  inmates  and  the  finding  of  21  new  diabetics 
among  them.  Two  other  institutions  made  similar 
surveys  and  found  no  new  diabetics;  the  number  in- 
volved in  these  surveys  was  not  stated.  A letter  of 
appreciation  was  sent  to  the  Board  of  Control  Chair- 
man. 

Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D., 
Chairman. 

REPORT  OF  MENTAL  HEALTH  LIAISON 
ADVISORY  COMMITTEE 

Earl  F.  Leininger,  M.D.,  Chairman,  McCook;  R.  R.  Brady, 
M.D.,  Ainsworth ; George  E.  Charlton,  M.D.,  Norfolk ; Carl 
C.  Barr,  M.D.,  Tilden  ; Robert  S.  Wigton,  M.D.,  Omaha ; 
Chester  H.  Farrell,  M.D.,  Omaha ; J.  P.  Tollman,  M.D.,  Omaha  ; 
F.  G.  Gillick,  M.D.,  Omaha. 

The  Mental  Health  Liaison  Advisory  Committee 
was  appointed  by  Dr.  W.  E.  Wright  when  he  was 
President  of  the  Nebraska  State  Medical  Association 
at  the  request  of  Dr.  Cecil  Wittson. 

Our  committee  had  one  meeting  with  Dr.  Wittson 
in  April  of  1956  in  which  several  problems  were 
talked  over,  but  nothing  more  was  done.  The  com- 
mittee was  to  act  in  an  advisory  capacity,  and  since 
there  have  been  no  requests  for  any  advice,  we  have 
had  only  the  one  meeting. 

Respectfully  submitted, 

E.  F.  LEININGER,  M.D., 
Chairman. 

REPORT  OF  FRACTURE  COMMITTEE 

Chester  H.  Waters,  Jr.,  M.D.,  Chairman,  Omaha ; John 
Heinke,  M.D.,  Scottsbluff ; Frank  Stone,  M.D.,  Lincoln. 

For  the  second  year,  the  Fracture  Committee  finds 
itself  having  no  particular  items  on  which  to  report. 
There  have  been  no  requests  from  the  Speakers 
Bureau  to  this  committee  and  no  items  of  business 
have  been  brought  to  its  attention. 
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In  view  of  the  apparent  lack  of  interest  in  the 
subject  of  fractures,  I would  respectfully  suggest 
that  this  committee  be  eliminated. 

Respectfully  submitted, 

C.  H.  WATERS,  JR.,  M.D., 
Chairman. 

REPORT  OF  HOSPITAL  AND  PROFESSIONAL 
RELATIONS  COMMITTEE 

J.  R.  Schenken,  M.D.,  Chairman,  Omaha ; Howard  B.  Hunt, 
M.D.,  Omaha ; F.  G.  Gillick,  M.D.,  Omaha ; Frank  Cole,  M.D., 
Lincoln  ; Fay  Smith,  M.D.,  Imperial. 

During  the  interim  between  the  appointment  of 
your  committee  and  the  present  time,  there  have 
been  no  important  matters  referred  to  it  by  any 
member  of  the  Nebraska  State  Medical  Association, 
nor  any  agency  outside  the  Association  interested 
in  this  particular  problem.  Your  chairman,  there- 
fore, did  not  call  a meeting  of  this  committee. 

There  are  three  important  developments  national- 
ly to  note  in  hospital-physician  relations  with  which 
the  members  of  the  Nebraska  State  Medical  Asso- 
ciation should  become  familiar.  These  are  as  fol- 
lows: The  Joint  Declaration  of  the  members  of  the 

Board  of  Trustees  of  the  Iowa  Hospital  Association 
and  representatives  of  the  Iowa  State  Medical  So- 
ciety; The  national  panel  on  hospital-physician  rela- 
tionships sponsored  by  the  College  of  American 
Pathologists,  Chicago,  Illinois,  October,  1956;  and 
the  Rockett  Case  decision  in  the  State  of  Texas. 

The  Iowa  Joint  Declaration — As  the  result  of  a 
series  of  conferences  between  representatives  of  the 
boards  of  trustees  of  Iowa  hospitals  and  representa- 
tives of  the  Iowa  State  Medical  Society,  a joint  dec- 
laration was  signed  November  15,  1956.  A copy 
of  this  Declaration  is  enclosed  as  well  as  a copy 
of  the  covering  letter  issued  by  the  Iowa  State  Medi- 
cal Society  which  epitomizes  the  substance  of  the 
Joint  Declaration. 

It  is  to  be  hoped  that  the  Joint  Declaration  will 
preclude  any  need  for  further  litigation  in  the  Iowa 
controversy  and  that  in  accordance  with  the  Joint 
Declaration  legislation  will  be  enacted  to  legalize 
this  Declaration  and  incorporate  it  into  the  Code  of 
Iowa  as  part  of  the  Medical  Practice  Act. 

It  is  also  anticipated  that  the  Iowa  Hospital  As- 
sociation, plaintiff  in  the  case,  and  whose  position 
was  not  upheld  by  Judge  Moore  in  his  District  Court 
decision,  will  not  carry  on  with  the  appeal  to  the 
Iowa  Supreme  Court. 

It  is  important  to  note  that  this  Joint  Declaration 
embodies  basically  the  same  provisions  of  settle- 
ment which  were  embraced  by  the  second  attorney- 
general’s  opinion,  which  he  gave  in  order  to  clarify 
and  liberalize  his  first  opinion.  The  terms  of  this 
settlement  were  offered  to  the  Iowa  Hospital  As- 
sociation in  November,  1954,  and  were  rejected. 

Be  that  as  it  may,  it  appears  as  though  the  Iowa 
Case  is  now  settled  and  that  the  position  of  the 
Iowa  State  Medical  Society  was  sustained;  namely, 
that  a corporation  could  not  engage  in  the  prac- 
tice of  medicine. 

National  Panel  on  Hospital-Physician  Relation- 
ships sponsored  by  the  College  of  American  Pathol- 
ogists, Chicago,  Illinois,  October,  1956 — A copy  of 
this  is  enclosed  for  your  information.  The  position 
of  the  medical  Association  is  well  put  in  the  state- 
ments made  by  Dr.  Warren  W.  Furey,  radiologist 
from  Chicago,  and  Dr.  Frank  C.  Coleman,  patholo- 


gist from  Des  Moines.  I call  your  attention  par- 
ticularly to  the  quotation  which  is  presented  by  Dr. 
Furey  from  an  address  by  Dr.  Dwight  H.  Murray, 
President  of  the  American  Medical  Association  to 
the  American  Hospital  Association,  as  follows:  “The 
medical  profession  is  concerned  and  vitally  interested 
in  the  attempts  by  certain  hospitals,  direct  or  indi- 
rect, to  project  themselves,  in  our  opinion,  improp- 
erly, into  the  practice  of  medicine.  Patients  confide 
in  their  physician;  they  trust  him,  and  they  place 
their  lives  in  his  care.  The  physician,  consequently, 
owes  his  entire  allegiance  and  service  to  the  pa- 
tient. If  he  is  not  free,  he  must  serve  his  third 
party  ‘master’  first,  and  his  patient  second.” 

This  statement  by  Dr.  Murray  certainly  needs  no 
further  elaboration  inasmuch  as  it  is  immediately 
obvious  that  there  is  much  more  to  this  problem 
than  merely  the  employment  by  hospitals  of  radiolo- 
gists, or  anesthesiologists.  Dr.  Murray  was  refer- 
ring, obviously,  to  the  employment  of  other  physi- 
cians, such  as  surgeons,  obstetricians,  and  so  on, 
as  is  already  occurring  in  certain  institutions,  par- 
ticularly under  the  guise  of  a teaching  program. 

I would  also  call  jmur  attention  to  the  statement 
by  Mr.  Philip  Cless,  attorney  for  the  Iowa  State 
Medical  Society  who  defended  the  case  for  the 
Medical  Society  before  Judge  Moore’s  court  in  Des 
Moines.  There  are  two  important  statements  made 
by  Mr.  Cless  which  I think  are  worthy  of  quoting 
and  should  be  a subject  of  great  concern  to  the  med- 
ical profession.  “Throughout  the  United  States, 
the  conception  of  the  services  of  those  persons  in 
the  learned  professions  may  not  be  the  subject  of 
sale  or  purveyal  by  corporations  or  lay  bodies  as 
fixed  as  a legal  principle.  Decisions  are  well  de- 
veloped as  to  the  practice  of  law  . . . The  back- 
ground thought  in  all  the  decisions  is  that  neither  a 
lawyer  nor  a doctor  may  have  more  than  one  loyalty, 
to  wit:  to  his  client  or  patient.  And  that  if  he  is 
at  the  same  time  under  obligation  to  make  money 
for  those  in  control  of  a corporation,  his  loyalty  is 
divided  and  he  finds  himself  in  an  untenable  situa- 
tion. Then,  of  course,  the  doctor  or  lawyer,  as  the 
case  may  be,  will  rapidly  lose  his  identity,  . . .” 

Perhaps  the  most  important  question  which  Mr. 
Cless  raised  was  as  follows:  “To  me  the  most  alarm- 
ing contention  or  rather  insinuation,  since  it  evi- 
denced the  disease  to  relationships  between  hos- 
pitals and  physicians,  was  the  contention  that  the 
physicians  involved  did  not  as  a class  possess  the 
moral,  social  and  professional  stature  to  avoid  public 
exploitation  and  that,  if  given  freedom  in  the  de- 
partments, service  would  deteriorate  and  be  affected 
by  the  director’s  selfish  concerns.  This  same 
thought  is  carried  into  the  modern  accreditation  pro- 
gram, where  it  is  specifically  stated  that  the  moral 
responsibility  for  the  medical  care  afforded  in  hos- 
pitals rests  in  the  board  of  trustees.  Can  we  ever 
win  this  fight  until  doctors  regain  the  recognition 
of  their  own  responsibilities?” 

I would  also  call  your  attention  to  the  five  very 
important  questions  which  Mr.  Cless  asked  at  the 
end  of  his  speech.  He  further  states,  and  I quote: 
“I  respectfully  submit  that  until  the  foregoing  ques- 
tions are  answered,  it  makes  little  difference  how 
lawsuits  come  out  or  what  statutes  are  enacted.  In- 
stitutional medicine  is  but  a step  from  state  medi- 
cine. I am  confident  that  the  profession  has  it 
within  itself  to  stop  this  drift.” 

I would  also  call  your  attention  to  the  statements 
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made  by  Mr.  E.  J.  Faulkner  of  Lincoln,  Nebraska, 
who  was  an  invited  participant  to  this  panel. 

It  is  quite  possible  that  the  Nebraska  State  Medi- 
cal Association  may  wish  to  refer  this  speech  to  Dr. 
George  Covey  for  possible  reprinting,  at  least  in 
part.  However,  among  many  important  things 
which  he  said,  I wish  to  quote  only  two.  “The  fu- 
ture delineation  of  professional  versus  hospital 
services  in  insurance  programs  will,  I can  safely  say, 
be  determined  by  the  doctors  and  hospitals.  Insur- 
ance people  are  conscious  that  they  do  not  have 
either  the  professional  background  in  the  provision 
of  health  care  nor  the  primary  responsibility  to  safe- 
guard the  quality  of  care  that  reposes  in  the  med- 
ical professions  and  the  hospitals.” 

The  second  statement  is  as  follows:  “Certainly, 

within  the  framework  of  voluntary  insurance,  it  is 
foolish  to  attempt  to  insure  every  nickel’s  worth  of 
health  care  cost  ...  Not  even  in  the  compulsory 
sickness  insurance  systems  abroad  has  government, 
with  all  of  its  power  to  tax,  been  able  to  finance  cov- 
erage that  includes  reimbursement  for  the  routine, 
recurrent  and  trivial  expenditure.  Insurance  is  at 
its  best  when  the  protection  is  against  the  serious 
expense  and  the  crippling  loss.  So,  we  believe  that 
future  insurance  programs  will  rely  more  heavily 
than  in  the  past  on  the  deductible  feature  which  rec- 
ognizes that  the  average  family  can  more  econom- 
ically budget  for  routine  health  care  than  insure  it, 
and  that  the  role  of  insurance  should  be  confined  to 
reimbursement  of  the  real  loss.” 

The  Rockett  Case,  State  of  Texas — This  case  con- 
cerns the  one  of  F.  W.  V.  Rockett,  M.D.,  who  ap- 
pealed to  the  court  of  civil  appeals  of  Texas,  which, 
I understand,  is  similar  to  the  state  supreme  court 
in  most  southern  states,  to  set  aside  a district  court 
judgment  that  his  license  to  practice  medicine  was 
cancelled.  The  cancellation  was  made  by  the  State 
Board  of  Medical  Examiners,  based  on  the  district 
court’s  position  that  “Where  a doctor  performed 
medical  services  for  a monthly  salary  and  fees  for 
services  were  paid  to  a clinic  owned  by  one  who  is 
not  a medical  doctor,  the  doctor  violated  the  statute 
prohibiting  one  from  permitting  or  allowing  an- 
other the  user’s  license  or  certificate  to  practice 
medicine.”  The  opinion  further  states,  and  I quote: 
“This  is  true  because  it  has  been  universally  held 
that  a corporation  lacks  the  qualifications  necessary 
for  a license,  and  without  a license  its  activities  be- 
come illegal.  It  has  also  been  said  that  the  relation- 
ship of  the  doctor  and  patient,  while  recognized  in 
the  law,  would  be  destroyed  by  such  an  arrange- 
ment.” 

The  importance  of  this  Rockett  Case  decision  was 
not  only  the  fact  that  physicians  could  not  allow 
themselves  to  be  employed  by  non-physicians  for 
hire  and  exploitation  of  their  professional  services, 
but  neither  could  a corporation,  regardless  of  wheth- 
er it  is  profit  making  or  non-profit  making,  employ 
a physician  for  the  same  purposes.  Hence,  the  Rock- 
ett Case  is  in  effect  a counterpart  of  the  Iowa  con- 
troversy, but  the  conclusion  was  reached  through  a 
different  medium. 

I have  learned  that  the  Texas  State  Medical  Asso- 
ciation and  the  Texas  State  Hospital  Association  now 
are  engaged  in  a series  of  conferences  in  order  to 
reach  some  type  of  joint  declaration  similar  to  that 
which  was  reached  in  Iowa. 

I am  enclosing  the  entire  reprint  based  on  the 
College  of  American  Pathologists’  panel  in  Chicago, 


and  I have  written  the  College  for  distribution  of 
additional  reprints  to  members  of  this  committee. 

Respectfully  submitted, 

J.  R.  SCHENKEN,  M.D., 
Chairman. 

REPORT  OF  THE  COMMITTEE  ON 
MENTAL  HEALTH 

Robert  J.  Stein,  M.D.,  Chairman,  Lincoln  ; Charles  G.  Ing- 
ham, M.D.,  Norfolk  ; J.  Whitney  Kelley,  M.D.,  Omaha. 

During  the  past  year,  the  Mental  Hygiene  Com- 
mittee has  met  on  three  different  occasions  follow- 
ing regular  meetings  of  the  Nebraska  Society  of 
Psychiatry  and  Neurology.  This  committee’s  first 
goal  was  to  establish  a closer  liaison  between  Psy- 
chiatrists in  private  practice  and  the  State  Hos- 
pital system.  As  a result  of  this  effort,  the  Mental 
Hygiene  Committee  and  Dr.  Thaddeus  P.  Krush, 
Clinical  Director,  Community  Services,  Nebraska 
Psychiatric  Insitute,  have  prepared  a brochure  de- 
scribing mental  health  problems  and  listing  the  psy- 
chiatric facilities  of  Nebraska.  This  brochure  will 
also  have  information  describing  how  patients  may 
be  admitted  or  committed  to  these  facilities  and 
will  be  sent  to  all  doctors  who  are  members  of  the 
Nebraska  State  Medical  Association.  (Attached  to 
this  report  is  the  list  of  psychiatric  facilities  of 
Nebraska). 

Dr.  Leo  H.  Bartemeier,  Chairman  of  the  Council 
on  Mental  Health  of  the  American  Medical  Associa- 
tion requested  information  concerning  use  of  the  new 
tranquilizing  drugs  to  be  presented  at  the  Third  An- 
nual Conference  of  Mental  Health  Representatives 
of  State  Medical  Associations  which  was  held  No- 
vember 16  and  17,  1956,  at  the  Drake  Hotel  in  Chi- 
cago. In  obtaining  this  information,  the  enclosed 
questionnaire  was  sent  to  a doctor  in  each  of  our  ten 
districts  in  Nebraska.  The  information  from  these 
questionnaires  was  forwarded  to  Doctor  Bartemeier 
and  within  the  next  few  months,  a report  which 
includes  information  from  all  the  state  representa- 
tives will  be  received. 

In  conclusion,  the  Mental  Hygiene  Committee 
wishes  to  compliment  the  fine  mental  health  pro- 
gram that  is  being  carried  on  by  the  Board  of  Con- 
trol, State  of  Nebraska,  and  the  Board  of  Regents, 
University  of  Nebraska,  under  the  direction  of  Dr. 
Cecil  Wittson. 

Respectfully  submitted, 

ROBERT  J.  STEIN,  M.D., 
Chairman. 

Psychiatric  Facilities  of  Nebraska 


PRIVATE: 

Creighton  University  Dispensary Omaha 

Psychiatric  Clinic 
Neurology  Clinic 

Dr.  Benjamin  Bailey  Sanatorium Lincoln 

Lincoln  General  Hospital Lincoln 

St.  Joseph’s  Hospital Omaha 

Lutheran  Hospital Omaha 

Community  Supported: 


Lincoln-Lancaster  County  Child  Guidance 


Center 

PUBLIC: 

City: 

Board  of  Education  Guidance  Dept Lincoln 

County: 

Douglas  County  Hospital Omaha 
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State: 

Beatrice  State  Home Beatrice 

Central  Nebraska  Mental  Hygiene 

Clinic  Hastings 

Hastings  State  Hospital Ingleside 

Lincoln  State  Hospital Lincoln 

Nebraska  Psychiatric  Institute Omaha 

Western  Clinic Scottsbluff 

Student  Health  Center,  (University 

Nebraska)  Lincoln 

Norfolk  State  Hospital Norfolk 

University  Hospital  Out-patient  Dept Omaha 


Psychiatric  Clinic 
Neurology  Clinic 
Epilepsy  Clinic 
Federal : 

Veterans  Administration  Hospital Lincoln 

Veterans  Administration  Hospital Omaha 


A.M.A.  COUNCIL  ON  MENTAL  HEALTH* 

Request  for  Information  on  the  Newer 
Tranquilizing  Drugs 

1.  Do  you  treat  mental  and  emotional  disorders  as 

office  patients  more  frequently  than  before  ? 
Yes No 

Estimated  number  per  week? 

2.  Do  you  treat  more  of  these  patients  than  in  the 

past  in  general  hospitals?  Yes No 

Estimated  number  per  week? 

3.  Has  your  function  as  a physician  for  mental  and 

emotional  disorders:  (A)  Been  extended ; 

(B)  Showed  no  change ; (C)  Produced 

new  problems 

4.  Do  you  have  time  to  conduct  (A)  Short  history 

interviews ; (B)  Longer  psychotherapeutic 

interviews 

5.  Will  you  in  the  future  be  satisfied  to  accept  for 

treatment  more  patients  with  mental  and  emo- 
tional disorders?  Yes__ ; No 

6.  Please  list  briefly  types  of  new  benefits  or  prob- 
lems encountered: 


♦Developed  by  A.M.A.  Council  on  Mental  Health,  535  North 
Dearborn  Street,  Chicago  10,  Illinois. 

June,  1956 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Houghton  F.  Elias,  M.D.,  Chairman,  Beatrice;  J.  B.  Christen- 
sen, M.D.,  Omaha  ; J.  P.  Gilligan,  M.D.,  Nebraska  City  ; George 
Hoffmeister,  M.D.,  Hastings  ; Maurice  Frazer,  M.D.,  Lincoln  ; 
Leroy  Lee,  M.D.,  Omaha;  D.  B.  Wengert,  M.D.,  Fremont. 

1.  The  Public  Relations  Committee  early  this 
year  felt  that  their  educational  program  for  the 
people  of  Nebraska  could  be  furthered  by  an  en- 
larged program  of  the  Hall  of  Health.  With  this 
in  mind,  meetings  were  held  with  the  Hall  of  Health 
Committee  of  1955.  Mr.  John  Herman  was  made 
chairman  of  this  sub-committee  for  1956,  to  act  as 
the  co-ordinator  of  all  exhibiting  groups.  The  fol- 
lowing groups  were  represented: 

Nebraska  Heart  Association 
Nebraska  Division,  American  Cancer  Society 
Nebraska  State  Nurses  Association 
Nebraska  Society  of  X-Ray  Technicians 
Nebraska  Tuberculosis  Association 
Nebraska  State  Medical  Association 


Nebraska  Society  of  Medical  Technologists 
Nebraska  Hospital  Association 
Nebraska  State  Department  of  Health 
Nebraska  Pharmaceutical  Association 
Lincoln  Multiple  Sclerosis  Society 
University  of  Nebraska  College  of  Medicine 
Nebraska  Psychiatric  Institute 
National  Foundation  for  Infantile  Paralysis 
Nebraska  Safety  Patrol 
Creighton  University  School  of  Medicine 

2.  The  Hall  of  Health  exhibit  at  the  Nebraska 
State  Fair  was  viewed  by  53,194  people.  This  rep- 
resented a 16  per  cent  increase,  which  was  not  a 
reflection  of  the  Fair’s  total  attendance.  Interviews 
with  people  on  the  grounds  indicated  their  enthusi- 
asm for  the  exhibit,  as  few  were  aware  of  the  medi- 
cal facilities  available  in  the  State  of  Nebraska. 

Additional  expenses  were  incurred  this  year  with 
the  enlargement  of  this  activity.  It  is  felt  that  these 
expenses  can  be  pro-rated  over  a number  of  years, 
and  the  amount  is  exceedingly  small  considering  the 
number  that  attended  our  exhibit.  (See  attached  fi- 
nancial report). 

3.  One  meeting  for  the  furtherance  of  this  activ- 
ity, and  its  improvement  in  1957,  has  been  held  with 
all  exhibitors  to  obtain  better  ideas  and  better  dis- 
plays for  this  activity  in  1957. 

The  Nebraska  State  Medical  Association  is  unique 
in  that  although  other  states  hold  “Health  Fairs,” 
other  states  do  not  have  the  cooperation  of  fif- 
teen allied  health  agencies,  which  we  believe  makes 
for  better  public  relations  and,  of  course,  makes  a 
presentation  of  this  magnitude  possible  with  such 
a budget. 

4.  Meetings  were  held  during  the  year  to  promote 
better  relations  between  the  Health  insurance  Coun- 
cil and  the  medical  society.  An  outgrowth  of  this 
was  the  circulation  of  the  pamphlets  “The  Purchase 
and  Use  of  Health  Insurance,”  a bulletin  put  out 
by  the  Health  Insurance  Council,  which  consists 
of  eight  insurance  associations,  which  represent 
companies  providing  various  forms  of  voluntary 
health  protection.  This  pamphlet,  we  felt,  could  well 
serve  every  doctor  by  helping  all  to  know  more  of 
health  insurance. 

Respectfully  submitted, 

HOUGHTON  F.  ELIAS,  M.D., 
Chairman. 


1956  HALL  OF  HEALTH 
NEBRASKA  STATE  FAIR 

RECEIPTS  : 

Nebraska  Heart  Association $100.00 

Nebraska  Division,  American  Cancer 

Society 100.00 

Nebraska  State  Nurses  Association 100.00 

Nebraska  Society  of  X-Ray  Technicians 100.00 

Nebraska  Tuberculosis  Association 100.00 

Nebraska  State  Medical  Association 100.00 

Nebraska  Society  of  Clinical  Pathologists 

and  Medical  Technologists 100.00 

Nebraska  Hospital  Association 100.00 

Department  of  Health,  State 300.00 

Nebraska  Pharmaceutical  Association 100.00 

Lincoln  Multiple  Sclerosis  Society — 100.00 

University  of  Nebraska  College  of  Medicine  100.00 

Creighton  University  School  of  Medicine 100.00 

Nebraska  Psychiatric  Institute — 100.00 

National  Foundation  for  Infantile  Paralysis-  100.00 
Nebraska  State  Medical  Association 

(1957  Payment)  100.00 


Total  Receipts  $1,800.00 

DISBURSEMENTS: 

Nebraska  State  Fair,  Hall  Rental $450.00 

Hammond  Signs 78.00 

Nebraska  State  Fair,  Tickets 12.00 

Delmer  Durham,  Clocking  50.00 

George  Pierce,  Clocking 50.00 

Fred  McDaniel,  Labor 75.00 
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Kenneth  Neff,  Flood  Light  and  Fly  Spray 4.50 

Lincoln  Tent  and  Awning,  Tarp 19.44 

Union  Freightways,  Moving  Chairs 12.36 

Earl  Carter,  Lumber . 9.90 

Baker  Hardware  Company,  Electric  Supplies  34.02 

Freeman  Decorating  Company,  Booths 362.50 

Arctic  Air  Conditioning,  Air  Conditioner 540.00 

Nebraska  State  Fair,  Electric  Services 102.00 

Total  Disbursements  81,799.72 

BALANCE  i28 


REPORT  OF  RURAL  MEDICAL  SERVICE 
COMMITTEE 

Charles  F.  Ashby.  M.D.,  Chairman,  Geneva ; E.  G.  Brillhart, 
M.D.,  Columbus;  R.  E.  Kopp,  M.D.,  Plainview ; Dan  Nye, 
M.D.,  Kearney ; Walter  Reiner,  M.D.,  Holdrege ; Clyde  Kleager, 
M.D.,  Hastings. 

The  Rural  Medical  Service  Committee  sponsored 
the  Fifth  Annual  Senior  Medical  Day,  April  26, 
1956,  at  the  Hotel  Paxton,  Omaha,  Nebraska.  The 
following  program  was  presented: 

Presiding:  W.  E.  Wright,  M.D.,  Creighton, 
President,  Nebraska  State  Medical  Assn. 

“You  Will  Soon  Be  a Doctor” 

Harold  S.  Morgan,  M.D.,  Lincoln 
Past  President,  Nebr.  State  Medical  Assn. 
“Why  I Chose  a Small  Town  to  Practice 
Medicine” 

Walter  Reiner,  M.D.,  Holdrege 
Committee  on  Rural  Medical  Service 
“The  Mechanics  of  Establishing  Your  Office” 
Mr.  M.  K.  Mills,  Waterloo,  Iowa 
General  Manager,  Professional  Management 
“The  Art  of  the  Practice  of  Medicine” 

Dan  Nye,  M.D.,  Kearney 
Committee  on  Rural  Medical  Service 
“The  Doctor’s  Obligation  to  His  Community” 
Fay  Smith,  M.D.,  Imperial 
Chairman,  Board  of  Trustees 
Nebraska  State  Medical  Association 
“Medical  Ethics — The  Doctor’s  Golden  Rule” 

J.  E.  M.  Thomson,  M.D.,  Lincoln 
Past  President,  Nebr.  State  Medical  Assn. 
Movie — “Here’s  Health  the  American  Way” 
Following  a six  o’clock  banquet,  an  informal 
discussion  was  held.  The  general  practi- 
tioners present  gave  their  ideas,  advice,  and 
experiences,  with  responses  by  the  class 
presidents  of  the  University  of  Nebraska 
College  of  Medicine  and  Creighton  University 
School  of  Medicine. 

The  Senior  Medical  Da.y  has  become  an  annual 
affair,  and  it  seems  to  be  worth  while  as  the  medi- 
cal students  seem  to  take  an  interest  in  our  program 
and  express  their  appreciation.  However,  the  Com- 
mittee believes  we  should  have  a better  tum-out  of 
general  practitioneers  over  the  state. 

The  writer  of  this  article  attended  a two-day 
workshop  at  Purdue  University,  Lafayette,  Indiana, 
of  chairmen  of  the  Rural  Medical  Service  Commit- 
tees of  the  United  States.  While  each  state  has  its 
own  special  problems,  we  have  a number  in  com- 
mon. The  main  problem  was  trying  to  get  doctors 
to  take  more  interest  in  their  local  community.  Re- 
liable information  for  general  consumption  seems  to 
be  a pressing  problem. 

This  Committee  has  considered  the  furnishing  of 
health  records  as  one  means  of  community  service. 

We  plan  to  sponsor  the  Sixth  Annual  Senior 
Medical  Day  in  the  spring. 

Respectfully  submitted, 

C.  F.  ASHBY,  M.D.,  Chairman. 


REPORT  OF  THE  SPEAKERS  BUREAU 
COMMITTEE 

R.  O.  Garlinghouse,  M.D.,  Chairman,  Lincoln ; Fred  Ferciot, 
M.D.,  Lincoln  ; John  Brown,  M.D.,  Lincoln ; John  E.  Court- 
ney, M.D.,  Omaha  ; H.  J.  Lehnhoff,  M.D.,  Omaha  ; J.  J.  O’Neil, 
M.D.,  Omaha. 

The  Speakers  Bureau  of  the  Nebraska  State  Med- 
ical Association  voted  at  its  last  meeting  to  dis- 
continue the  annual  postgraduate  course  which  it 
has  sponsored  for  the  past  6 years.  This  action 
was  taken  for  several  reasons: 

1.  The  attendance  has  fallen  to  the  point  where 
it  seems  the  money  and  energy  spent  to  put 
on  a course  of  this  type  is  no  longer  profit- 
able. 

2.  Both  of  Nebraska  medical  schools  are  giving 
postgraduate  courses  at  their  respective 
schools. 

3.  Due  to  lack  of  finances,  it  has  been  necessary 
to  finance  the  courses  with  funds  from  out- 
side medical  organizations  and  this  has  lim- 
ited our  choice  of  subject  matter  to  a certain 
extent. 

Your  Speakers  Bureau  feels  that  it  did  fill  a def- 
inite need  by  sponsoring  the  postgraduate  courses 
since  there  were  no  courses  given  by  our  medical 
schools  at  the  time  they  were  started.  We  believe 
that  these  university  sponsored  courses  will  now  fill 
the  need  to  further  our  medical  education,  and,  in 
addition,  the  Speakers  Bureau  does  not  wish  to  be 
in  competition  with  our  medical  schools. 

Should  the  need  or  demand  for  this  type  of  post- 
graduate course  again  rise,  the  Speakers  Bureau 
will  be  happy  to  cooperate. 

The  chairman  of  the  Speakers  Bureau  Committee 
suggested  that  the  bureau  be  permanently  abolished, 
but  the  Committee  voted  to  continue  it  for  at  least 
one  more  year.  The  chairman  felt  that  the  bureau 
was  no  longer  necessary  since  the  postgraduate 
courses  have  been  discontinued  and  the  request  for 
speakers  to  county  society  meetings,  other  medical 
group  meetings,  and  lay  groups  is  very  light.  The 
chairman  was  of  the  opinion  that  requests  for  such 
speakers  could  be  met  by  the  Executive  Secretary, 
with  the  aid  of  a medical  advisor  and  a directory  of 
available  speakers.  Such  a directory  is  now  be- 
ing revised.  It  was  felt  by  the  chairman  that  by 
abolishing  a bureau  or  committee  which  is  no  longer 
of  use,  that  a financial  saving,  as  well  as  a sav- 
ing of  the  energy  of  committee  members,  could  be 
gained  by  the  Nebraska  State  Medical  Association. 
If  matters  stay  as  they  now  are,  the  Board  of 
Councilors  might  be  well  advised  to  give  this  sug- 
gestion serious  consideration  in  the  future. 

Respectfully  submitted, 

R.  O.  GARLINGHOUSE,  M.D., 
Chairman. 

REPORT  OF  COMMITTEE  ON 
TUBERCULOSIS 

J.  Harry  Murphy,  M.D.,  Chairman,  Omaha ; Arthur  Ander- 
son, M.D.,  Lexington ; Wm.  E.  Nutzman,  M.D.,  Kearney. 

1.  Your  Committee  is  pleased  to  report  that  some 
of  the  projects  in  previous  reports  have  been  suc- 
cessfully accomplished,  viz.  diagnosis,  Trudeau  So- 
ciety, Education,  care  of  Tuberculosis  in  the  mental 
patient,  etc.  Pertinent  to  this  let  us  report  that  the 
tuberculous  patients  in  the  Mental  Hospitals  are 
concentrated  at  the  Lincoln  State  Hospital.  The  new 
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Tuberculosis  Unit  at  the  Lincoln  Hospital  will  prob- 
ably be  ready  for  opening  around  July  1,  1957. 

2.  Information  has  come  to  the  Committee  very 
recently  that  there  has  not  been  satisfactory  follow- 
up in  some  cases  of  positive  tuberculin  reactors. 
The  tuberculin  test  is  an  extremely  valuable  screen- 
ing agent  and  is  urgently  recommended  especially 
in  infants,  and  children  through  high  school  age.  The 
primary  infection  is  more  serious  in  the  younger 
age  group.  Serious  and  careful  follow-up  of  posi- 
tive reactors  is  imperative,  including  all  contacts  in 
the  home  or  out  of  it. 

3.  Routine  chest  x-ray  examination  is  urgent. 
In  such  cases  whether  in  hospital  or  mobile  units. 
Careful  follow-up  should  be  made  in  all  instances  in 
which  abnormal  findings  are  reported.  This  in- 
cludes physical  examination,  examination  of  con- 
tacts, and  applies  equally  to  both  paragraphs  No.  2 
and  No.  3. 

4.  Tuberculosis  complicating  pregnancy  has  been 
nicely  presented  by  Sidney  Jacobs  in  “Diseases  of 
the  Chest,”  30:  143,  1956.  The  aspect  of  Antibi- 
otic treatment  has  been  seen  to  make  much  differ- 
ence in  previous  teaching  relative  to  this  situation, 
versus  present  and  future  management.  Therapeu- 
tic abortions  will  not  be  necessary.  The  pregnancy 
need  not  alter  necessary  Antibiotic  treatment.  Not 
even  necessary  surgical  measures.  The  infant  would 
not  continue  with  the  mother  unless  (1)  the  moth- 
er’s tuberculosis  is  not  open,  and  (2)  the  effort  of 
caring  for  the  infant  would  not  prevent  essential 
rest  and  care  that  the  mother  may  demand. 

5.  Antibiotic  treatment  may  stimulate  earlier  dis- 
charge from  hospital  than  possible  under  former 
regimen  of  treatment.  This  necessitates  continuation 
of  treatment  at  home  without  the  orderly  routine  of 
hospital  procedure.  The  recommendation  is  offered 
to  observe  great  care  in  rating  psychiatric  evalua- 
tion of  the  personality  of  the  tuberculous  patient. 
This  may  apply  directly  in  program  of  rehabilita- 
tion. 

6.  A very  interesting  report  of  a Committee  on 
Therapy  of  the  American  Trudeau  Society  is  made 
on  “The  Present  Status  of  Skeletal  Tuberculosis.” 
The  report  states  the  “diagnosis  of  bone  and  joint 
tuberculosis  may  be  suggested — but  it  is  confirmed 
by  tuberculin  test  and  X rays,  possibly  repeated 
X rays.  In  conclusion,  “Chemo  Therapy  has  reduced 
morbidity  and  mortality.  Antibiotics  should  be  giv- 
en without  interruption  for  1%  to  2 years.  Early 
diagnosis  offers  best  outlook.” 

7.  Again  your  Committee  announces  the  oppor- 
tunity of  short  graduate  courses  to  physicians  and 
nurses  through  financial  assistance  by  the  Nebraska 
Tuberculosis  Association. 

8.  The  inclusion  of  a speaker  on  Tuberculosis 
in  the  postgraduate  courses  offered  by  the  Nebraska 
State  Medical  Association  is  urged.  The  expense  will 
be  met  by  the  Nebraska  Tuberculosis  Association. 

9.  Your  Committee  is  making  the  first  report  of 
a worthy  project.  The  Nebraska  Tuberculosis  As- 
sociation is  pleased  to  announce  that  a fund  is  near- 
ing proportions  that  can  be  used  to  prosecute  re- 
search problems  in  Tuberculosis  in  the  two  medical 
schools  in  Nebraska. 

The  County  Affiliates  of  the  State  Tuberculosis 
Association  have  joined  in  contributing  their  share 
from  Seal  Sales.  This  will  fulfill  an  ambition  to 


further  perfect  the  management  of  Tuberculosis  in 
Nebraska. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D., 
Chairman. 

REPORT  OF  COMMITTEE  ON  UNIFORM  FEE 
SCHEDULE  AND  ADVISORY  TO  GOV- 
ERNMENTAL AGENCIES 

Paul  J.  Maxwell,  M.D.,  Chairman,  Lincoln  ; A.  J.  Schwed- 
helm,  M.D.,  Norfolk ; Ralph  Moore,  M.D.,  Omaha ; B.  R.  Ban- 
croft, M.D.,  Kearney ; R.  E.  Garlinghouse,  M.D.,  Lincoln ; 
L.  S.  Campbell,  M.D.,  Omaha. 

Your  committee  held  its  first  meeting  of  the  past 
year  on  April  18,  1956,  at  the  Hotel  Cornhusker. 
This  meeting  was  called  in  order  to  organize  and 
plan  a method  for  revision  of  the  Proposed  Fee 
Schedule  for  Governmental  Agencies,  as  directed  by 
the  House  of  Delegates  in  the  meeting  of  February 
26,  1956.  After  careful  consideration,  it  was 
deemed  advisable  to  request  from  each  specialty 
and  subspecialty  group,  as  well  as  from  the  Academy 
of  General  Practice,  a “private-fee”  schedule  as  per- 
tains to  the  procedures  each  perform.  It  was  felt 
by  the  committee  that  only  by  obtaining  a private- 
fee  type  schedule  from  each  of  these  groups  could 
we  have  a basis  for  readjustment  of  the  relative 
values  of  the  various  fees.  Accordingly,  letters  were 
sent  to  the  various  groups  and  the  reaction  to  the 
letter  by  the  various  groups  has  been  quite  pleasing. 
Your  chairman  now  has  in  his  possession  responses 
from  approximately  one-half  of  the  groups  contact- 
ed with  the  remainder  expected  to  report  this 
spring  following  the  regional  meetings  of  several 
of  the  specialty  groups.  When  all  of  the  reports 
have  been  received,  the  task  of  revision  of  the  Fee 
Schedule  will  be  initiated.  It  is  not  anticipated  that 
a revision  of  the  Fee  Schedule  will  be  forthcoming 
this  year. 

At  the  request  of  the  Policy  Committee,  a sec- 
ond meeting  was  held  on  September  13,  1956,  at 
the  Hotel  Cornhusker.  This  meeting  was  attended 
by  the  members  of  our  committee,  as  well  as  Drs. 
Harold  Morgan,  J.  M.  Woodward,  and  R.  Russell 
Best.  The  meeting  was  called  to  prepare  a sched- 
ule of  maximum  charges  for  procedures  listed  in 
the  new  Dependents’  Medical  Care  Act  (hereafter 
referred  to  as  the  Medicare  Program).  Maximum 
charges  as  refers  to  the  State  of  Nebraska  were 
drawn  up  for  approximately  200  procedures.  This 
was  then  submitted  to  the  Surgeon  General,  Depart- 
ment of  the  Army. 

Your  chairman  met  with  the  Policy  Committee 
for  final  review  and  further  consideration  of  the 
schedule  of  charges  for  the  Medicare  Program  in 
October  1956.  At  the  request  of  our  President,  Dr. 
J.  M.  Woodward,  your  chairman  accompanied  mem- 
bers of  the  Policy  Committee  to  Washington,  D.C., 
and  assisted  in  the  negotiation  of  the  Schedule  of 
Maximum  Charges.  It  is  the  opinion  of  this  commit- 
tee that  a very  liberal  and  satisfactory  negotiation 
was  accomplished.  Negotiations  were  made  through 
the  office  of  the  Surgeon  General  with  the  officer  in 
charge,  Col.  Earl  C.  Lowry,  M.D.  A portion  of  a 
letter  received  in  the  office  of  the  Nebraska  State 
Medical  Association  from  Col.  Lowry  is  quoted  in 
part  as  follows: 

“General  Robinson  and  I are  both  grateful 
for  the  efforts  of  your  Committee  in  the  ne- 
gotiation of  the  Nebraska  contract.  It  is 
my  sincere  belief  that  the  Nebraska  Corn- 
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mittee  tried  as  diligently  as  possible  to 
come  up  with  a schedule  in  keeping  with 
the  spirit  of  Public  Law  569.” 

Your  chairman  again  met  with  the  Policy  Com- 
mittee on  December  3,  1956,  when  a report  of  the 
negotiating  committee  was  made  and  plans  for  the 
operation  of  the  Medicare  Program  were  discussed. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Chairman. 

REPORT  OF  UNITED  HEALTH  FUND 
COMMITTEE 

James  F.  Kelly,  M.D.,  Chairman,  Omaha  ; W.  W.  Carveth, 
M.D.,  Lincoln ; Max  M.  Raines,  M.D.,  North  Platte ; Eric  G. 
DeFlon,  M.D.,  Chadron  : J.  W.  Gatewood,  M.D.,  Omaha. 

When  the  United  Health  Fund  Committee  was  or- 
ganized, its  purpose  was  to  look  into  the  aims  and 
objectives  of  all  organizations  requesting  the  sup- 
port of  the  Nebraska  State  Medical  Association  in 
their  annual  drives  for  funds  from  the  citizens  of 
Nebraska. 

Another  purpose  was  to  provide  the  means  of 
organizing  into  one  drive  all  groups  properly  au- 
thorized for  support  by  the  medical  society  who 
were  willing  to  unite  into  one  drive  each  year  for 
voluntary  donations  which  would  be  divided  accord- 
ing to  a pre-agreed  ratio  for  each  voluntary  agency. 

This  was  a provision  mainly  in  anticipation  of  a 
“tight-money”  situation  in  which  individual  groups 
would  very  likely  create  an  imposition  on  the  pub- 
lic by  their  numerous  drives  or  who  would  antici- 
pate very  little  income  from  a drive  in  a hard  finan- 
cial situation. 

So  far,  money  has  been  so  freely  circulated  that 
no  neecssity  for  combining  the  various  voluntary 
groups  has  been  encountered.  In  fact,  the  other 
situation  seems  to  prevail.  So  much  money  has  be- 
come available  that  the  voluntary  drives  in  some 
instances  have  received  almost  an  unexpendable 
amount  of  money  without  obvious  wasteful  practices. 

Originally  the  voluntary  drives  were  supported  by 
the  medical  profession  with  the  hope  that  the  money 
spent  in  education  and  research  would  tend  to  mini- 
mize the  amount  of  money  required  in  these  areas 
by  governmental  agencies.  However,  the  recent 
trend  seems  to  be  that  there  is  a contest  on  between 
the  voluntary  agencies  and  the  governmental  agen- 
cies as  each  is  getting  more  and  more  funds,  and 
there  is  a point  of  saturation  for  the  limited  ac- 
tivities that  can  possibly  be  carried  on  in  these 
fields. 

The  provisions  of  vast  amounts  of  money  for  so- 
called  research  draining  the  young  doctors  into  re- 
search fields  which  keeps  them  from  caring  for  the 
sick — for  which  they  were  trained  — should  be  a 
matter  of  concern  to  the  medical  profession.  The 
fewer  there  are  to  take  care  of  the  sick,  the  sooner 
the  people  will  vote  for  socialized  medicine. 

It  seems  evident  that  the  more  money  the  volun- 
tary agencies  are  able  to  collect  seems  only  to  act 
as  a goal  to  be  surpassed  by  greater  appropriations 
by  governmental  agencies.  This  trend  is  appreciat- 
ed by  your  United  Health  Fund  Committee  and 
note  will  be  taken  of  this  trend  from  now  on  and 
exact  data  will  be  reported  to  our  Association. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D., 
Chairman. 


REPORT  OF  DELEGATE  TO  NORTH  CENTRAL 
MEDICAL  CONFERENCE 

Arthur  J.  Offerman,  M.D.,  Omaha 

The  North  Central  Medical  Conference,  meeting 
in  St.  Paul  on  November  11,  honored  three  of  its 
founders:  Dr.  William  Braasch,  Rochester,  Minne- 
sota, former  chairman  of  the  A.M.A.  Board  of 
Trustees;  Dr.  Robert  L.  Parker,  Des  Moines,  for- 
mer conference  president  and  for  many  years  sec- 
retary of  the  Iowa  State  Medical  Society;  and  Dr. 
Stephen  E.  Garin,  Sr.,  of  Fon  du  Lac,  a member 
of  the  A.M.A.  House  of  Delegates.  Plaques  were 
presented  to  each  at  an  appropriate  ceremony. 

The  conference,  which  has  held  regular  sessions 
since  the  mid-twenties,  is  composed  of  representa- 
tives from  Minnesota,  Wisconsin,  Iowa,  Nebraska 
and  the  Dakotas.  It  was  the  first  large  inter-state 
organization  created  to  deal  with  medical  socio- 
economic subjects.  The  A.M.A.  was  officially  rep- 
resented by  Gunnar  Gundersen,  Chairman  of  the 
A.M.A.  Board  of  Trustees,  who  was  the  principal 
luncheon  speaker.  He  touched  briefly  upon  the  work 
of  the  Board  and  stressed  the  importance  of  the 
World  Medical  Association  in  this  time  of  interna- 
tional crisis. 

Also  present  from  the  A.M.A.  were  Dr.  Louis  A. 
Buie  of  Rochester,  Minnesota,  a member  of  the  Ju- 
dicial Council;  Joseph  Stetler,  Director  of  the  Law 
Department,  both  of  whom  appeared  on  a panel  on 
“Revised  Principles  of  Medical  Ethics;”  and  Thomas 
A.  Hendricks,  Secretary  of  the  Council  on  Medical 
Service. 

Dr.  P.  H.  Woutat  of  Grand  Forks,  North  Dakota, 
as  president,  officiated  at  the  meeting.  Dr.  R.  N. 
Larimer  of  Sioux  City,  Iowa,  became  president  for 
the  ensuing  year,  and  Dr.  R.  G.  Mayer  of  Aberdeen, 
South  Dakota,  was  elected  president-elect.  Mr.  R. 
R.  Rosell  was  re-elected  secretary-treasurer. 

PROGRAM 

9:00  a.m.  Revised  Principles  of  Medical  Ethics: 
Are  They  Adequately  Defined? 

Louis  A.  Buie,  M.D.,  Rochester,  Minn. 
C.  Joseph  Stetler,  Chicago,  Director, 
Law  Department,  A.M.A. 

C.  L.  Oppegaard,  M.D.,  Crookston, 
Minn. 

10:00  a.m.  Relationship  of  Blue  Shield  to  Organized 
Medicine 

C.  H.  Crownhart,  Madison,  Wis. 

R.  F.  Birge,  M.D.,  Des  Moines,  la. 

W.  E.  G.  Lancaster,  M.D.,  Fargo,  N.D. 
11:00  a.m.  The  Dependent’s  Medical  Care  Program 
Stephen  E.  Garin,  Jr.,  M.D.,  Madison, 
Wis. 

J.  M.  Woodward,  M.D.,  Lincoln,  Nebr. 
A.  P.  Peeke,  M.D.,  Volga,  S.D. 

(Our  own  J.  M.  Woodward,  M.D.,  Presi- 
dent of  the  Nebraska  State  Medical  As- 
sociation, made  a very  interesting  pre- 
sentation on  the  Medicare  program  and 
strongly  urged  the  medical  profession 
to  cooperate  in  the  program). 

2:00  p.m.  Legal  Considerations: 

Robert  B.  L.  Murphy,  Madison,  WTis., 
Moderator 

Jule  M.  Hannaford,  Minneapolis,  Minn. 
R.  B.  Throckmorton,  Des  Moines,  la. 
Karl  Goldsmith,  Pierre,  S.D. 

Question  and  answer  period. 
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Conference  actions  included:  (1)  A resolution  urg- 
ing- further  study  of  the  short  form  of  the  Princi- 
ples of  Medical  Ethics;  (2)  a resolution  recommend- 
ing a closer  tie-in  and  guidance  by  practicing  physi- 
cians in  the  Blue  Shield  plans;  (3)  a resolution 
commending  Iowa  for  its  successful  action  against 
the  illegal  corporate  practice  of  medicine;  (4)  a 
recommendation  for  cooperation  with  the  Adminis- 
tration’s “People  to  People”  program  with  foreign 
nations;  (5)  a resolution  asking  for  the  re-examin- 
ation  of  the  A.M.A.’s  position  in  the  “Medicare” 
program. 

One  of  the  most  interesting  speeches  at  the  North 
Central  Medical  Conference  was  the  presidential 
address  of  Dr.  Woutat.  An  especially  interesting 
feature  was  his  own  analysis  of  “the  1956  require- 
ments” of  the  so-called  ideal  physician.  Dr.  Wou- 
tat said: 

“The  ideal  physician  must,  of  course,  be  of 
fine  and  scholarly  appearance,  with  a great  in- 
tellectual capacity,  of  faultless  personal  habits, 
and  inspire  the  confidence  of  his  patients  and 
the  respect  of  all  others. 

“He  must  be  active  in  community  affairs,  tak- 
ing his  full  part  in  Chamber  of  Commerce  and 
service  club  functions,  serve  on  and  advise 
municipal  and  other  governmental  bodies  as 
called  upon,  be  active  in  local  and  state  affairs, 
be  a good  church  worker  and  attend  church 
frequently. 

“He  must  be  available  on  short  notice  for  pa- 
pers to  local  PTA  and  church  groups,  service 
and  business  girls  clubs,  and  all  other  groups 
and  organizations  interested  in  obtaining  re- 
liable information  on  medical  subjects.  He 
must,  of  course,  take  an  active  part  in  the  va- 
rious youth  programs  of  the  community. 

“He  must  work  on  and  contribute  liberally 
and  cheerfully  to  fund  raising  campaigns  for 
new  hospitals,  YM  and  YWCA’s,  old  peoples 
homes,  give  liberal  support  to  the  church  and 
community  chest,  and  help  defray  the  deficit 
of  the  local  ball  club. 

“He  must  be  active  in  his  local  and  state 
medical  societies,  attend  meetings  regularly,  and 
accept  officership  and  committee  assignments 
eagerly  and  perform  his  duties  quickly  and  with 
great  tact  and  diplomacy. 

“He  must  be  faithful  in  attendance  at  hos- 
pital staff  meetings,  be  ready  to  give  care- 
fully prepared  scientific  papers,  serve  on  hos- 
pital committees  cheerfully  and  efficiently, 
keep  his  hospital  records  complete  in  all  de- 
tails, and  be  prompt  with  carefully  prepared 
lectures  to  the  student  nurses. 

“He  must  be  a good  family  man  with  a gra- 
cious and  tactful  wife  who  abhors  mink  coats 
and  other  vulgar  extravagances,  and  he  must 
spend  lots  of  time  at  home  with  his  children. 

“But  above  all  this,  he  must  never  fail  to 
give  his  patients  the  finest  possible  medical 
service,  keeping  abreast  of  medical  progress  by 
reading,  attendance  at  medical  meetings,  and 
taking  frequent  postgraduate  courses.  He  must 
be  a tireless  worker  and  improve  his  public 
relations  by  spending  adequate  time  with  his 
patients,  answering  urgent  calls  promptly,  day 
or  night,  and  by  not  keeping  his  patients  wait- 
ing. This  must  all  most  certainly  be  done  for 


what  has  been  vaguely  defined  as  a reasonable 

fee.” 

Respectfully  submitted, 

ARTHUR  J.  OFFERMAN,  M.D., 
Delegate. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

John  H.  Brush,  M.D.,  Chairman,  Omaha ; B.  R.  Farner, 
M.D.,  Norfolk  ; John  T.  McGreer,  Jr.,  M.D.,  Lincoln. 

This  is  a report  on  the  accomplishments  and  ac- 
tivities of  Nebraska  Blue  Shield  for  the  year  1956 
submitted  by  your  Prepayment  Medical  Care  Com- 
mittee consisting  of  the  above  named  members. 

One  or  more  members  of  your  committee  has  at- 
tended all  Nebraska  Blue  Shield  Board  Meetings 
during  the  year,  and  one  of  the  -members  attended 
the  National  Conference  of  Blue  Shield  Plans. 
Every  courtesy  has  been  extended  to  this  com- 
mittee by  Nebraska  Blue  Shield  to  better  acquaint 
us  with  its  operations.  Although  the  operations  of 
Nebraska  Blue  Shield  have  become  much  more  com- 
plex and  varied  due  to  the  addition  of  new  con- 
tracts and  Medicare,  the  efficiency  of  the  plan,  and 
the  morale  of  its  employees  continues  to  be  excel- 
lent. The  Board  of  Nebraska  Blue  Shield — who 
serve  without  remuneration — and  its  Executive  Di- 
rector, Joseph  0.  Burger,  are  to  be  commended  for 
the  fine  way  in  which  the  Plan  is  managed,  and 
for  the  excellence  of  its  financial  condition.  Ne- 
braska Blue  Shield  is  one  of  the  strongest  in  the 
nation  financially.  Dr.  Arthur  J.  Offerman  is  to 
be  especially  commended  for  the  tremendous  amount 
of  time  and  effort  he  has  devoted  to  Nebraska  Blue 
Shield  as  President  since  its  inception. 

Nebraska  Blue  Shield  continues  to  strive  to  serve 
the  best  interests  of  our  Nebraska  Doctors.  Doctor- 
Plan  relationship  is  the  best  in  its  twelve  year  his- 
tory. 

Your  committee  should  like  to  review  a few  of 
the  more  important  phases  of  operations  by  Ne- 
braska Blue  Shield  for  the  year  1956. 

Aggressive  campaigns  of  advertising,  promotion, 
and  publicity  have  been  carried  out.  Several  very 
successful  meetings  with  doctors,  and  with  doctors’ 
secretaries  and  assistants  have  been  held.  These 
programs,  as  in  the  past,  have  served  to  better  ac- 
quaint the  public,  the  medical  profession,  and  medi- 
cal personnel,  with  the  philosophy,  functions  and 
purposes  of  the  Blue  Shield  Plan.  The  continuous 
goal  of  Nebraska  Blue  Shield  has  been  to  repre- 
sent that  effort  on  the  part  of  the  physicians  of 
the  State  of  Nebraska  to  render  constantly  better 
and  more  effective  medical  care  to  the  citizens  of 
Nebraska,  and  to  provide  a means  of  prepaying  for 
that  care. 

During  1956  the  Medicare  program  was  initiated 
by  the  Federal  Government.  This  is  the  medical 
care  program  for  dependents  of  military  personnel. 
The  Nebraska  Blue  Shield  was  appointed  fiscal 
agent  for  the  State  of  Nebraska  by  the  Policy  Com- 
mittee of  the  Nebraska  State  Medical  Association. 
The  functions  of  Nebraska  Blue  Shield  as  fiscal 
agent  will  be  to  maintain  records  and  to  pay  the 
claims  for  the  Federal  Government  to  Nebraska  doc- 
tors of  medicine  for  services  rendered  under  this 
program. 

Preferred  Blue  Shield  agreements  were  offered 
to  residents  of  Nebraska  on  a group  basis  in  1954. 
In  1955  this  was  liberalized  to  include  individuals 
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and  families  on  a non-group  basis.  The  Preferred 
Agreement  has  been  very  well  received  by  Nebras- 
kans. Approximately  one  out  of  every  four  new 
agreements  written  by  Nebraska  Blue  Shield  in 
1956  was  the  Preferred  Agreement. 

Extensive  studies  have  continued  to  be  made  by 
Nebraska  Blue  Shield  on  national  coverage,  and 
extended  benefits  — or  major  medical  expense. 
These  coverages  are  very  complex  and  require  very 
careful  consideration  and  foresight.  Nebraska  Blue 
Shield  will  continue  these  studies  until  an  ade- 
quate, workable  and  satisfactory  solution  can  be 
achieved. 

A new  agreement  for  Nebraskans  Over  Age  65 
was  introduced  in  1956.  All  Nebraskans  regardless 
of  age  may  now  apply  for  Nebraska  Blue  Shield 
membership. 

Your  committee  is  pleased  to  announce  that  Ne- 
braska Blue  Shield  had  a net  gain  of  6,000  new 
members  in  1956.  202,090  Nebraskans  are  now  cov- 
ered by  Blue  Shield.  This  puts  Nebraska  Blue 
Shield  in  a new  category  of  Blue  Shield  Plans  na- 
tionally— the  two  hundred  to  two  hundred  and  fifty 
thousand  group. 

Continued  thought  is  being  given  to  expanding 
in-hospital  medical  care  benefits,  especially  under 
the  Standard  Agreement.  The  main  problem  con- 
fronted here  is  that  increased  benefits  would  prob- 
ably necessitate  an  increase  in  rates.  A sincere  ef- 
fort is  being  made  to  improve  the  Schedule  of 
Benefits  in  relation  to  the  general  practitioner  and 
internist.  A part  of  the  answer  lies  in  encouraging 
your  patients  to  change  to  the  Preferred  Agreement 
with  its  broader  benefits  for  in-hospital  medical 
care. 

In  an  effort  to  increase  the  number  of  participat- 
ing physicians  in  Nebraska  Blue  Shield,  the  chair- 
man of  this  committee  sent  out  an  inquiiy  to  those 
physicians  who  were  not  enrolled.  As  a result  of 
this  letter  several  physicians  became  participating. 
There  were  some  letters  received  in  answer  to  this 
inquiiy  by  a few  Nebraska  physicians,  stating  why 
they  didn’t  want  to  participate  in  the  Nebraska 
Blue  Shield.  These  members  were  primarily  pedia- 
tricians and  members  of  the  Ob.-Gyn.  specialty 
groups.  Some  letters  were  received  from  various 
groups  of  doctors  asking  for  specific  rate  increases. 
These  letters  were  referred  to  the  Physician  Rela- 
tions Committee  of  the  Blue  Shield.  Many  of  these 
rate  increases  have  already  been  accomplished. 

In  summing  up.  your  committee  would  like  to 
quote  from  the  chapter  “The  Doctor  and  Prepaid 
Medical  Care,”  in  the  book  Public  Relations  in  Medi- 
cal Practice,  by  James  E.  Biyan,  consultant  to  the 
World  Medical  Association,  and  many  prepayment 
medical  care  organizations. 

“If  a doctor  is  a participating  physician  in  a 
Blue  Shield  plan  offering  a service  benefit  pro- 
gram, it  is  in  the  physician’s  own  self-interest  to 
recognize  first,  that  such  a plan  is  not  just  another 
insurance  company,  and  second,  that  it  is  essential- 
ly his  plan  — the  doctor’s  plan.  For  truly,  the 
doctor’s  fate  as  an  independent  professional  man  is 
inextricablv  bound  up  with  the  success  or  failure  of 
the  Blue  Shield  plans. 

“Therefore,  it  seems  to  me  that  every  physician 
should  feel  a sense  of  direct  and  intimate  proprietor- 
ship over  the  medically  sponsored  plans  that  oper- 
ate among  his  clientele.  He  should  recognize  them 


as  his  own,  and  he  should  not  hesitate  to  assert  his 
status  as  proprietor  whenever  his  plan  seems  to  be 
indulging  in  practices  that  are  unfair  or  unworthy 
of  the  profession  and  its  highest  traditions. 

“Only  at  the  greatest  peril  to  itself,  I think,  will 
the  profession  ignore  these  plans  or  fail  to  exert 
its  natural  guidance  in  their  evolution.  Once  the 
physicians  have  grasped  the  necessity  for  their 
accepting  the  responsibility  which  their  natural 
sponsorship  implies,  then  the  abuses  which  in  some 
instances  have  threatened  the  very  life  of  the  vol- 
untary health  insurance  movement  will  come  under 
control.  No  longer  will  public  opinion  within  the 
profession  tolerate  certain  physicians  exploiting  plan 
benefits  in  such  a way  as  to  pyramid  their  collec- 
tions from  insured  patients.  No  longer  will  some 
physicians  treat  their  Blue  Shield  plans  as  glorified 
collection  agencies.  No  longer  will  certain  physi- 
cians flout  the  necessary  limitations  of  plan  bene- 
fits in  order  to  obtain  special  privileges  for  certain 
patients.  No  longer  will  some  physicians  act  as 
though  the  law  of  averages  should  apply  to  every- 
one else  but  themselves.  No  longer  will  the  non- 
participating  physician  be  condoned  when,  in  righte- 
ous isolation,  he  proclaims:  ‘It’s  a wonderful  plan 
and  I believe  in  its  purposes,  but  I simply  cannot 
afford  to  apply  the  plan  to  my  practice.  I’ll  co- 
operate (meaning  “I’ll  accept  your  checks”)  but  I 
can’t  participate!’” 

In  view  of  the  foregoing  report  of  your  commit- 
tee for  1956,  and  in  concurrence  with  the  House  of 
Delegates  of  the  American  Medical  Association 
which  at  their  December,  1956,  meeting  “Urged  all 
physicians  to  participate  actively  in  the  formulation 
of  medical  policy  for  prepaid  medical  care  plans, 
which  are  under  physician  direction  or  sponsorship,” 
the  following  recommendations  are  offered  for  your 
consideration: 

1.  As  long  as  Nebraska  Blue  Shield  continues  to 
assure  free  choice  of  physicians  and  is  con- 
stantly striving  to  improve  its  service  to  the 
people  of  Nebraska,  we  heartily  recommend 
full  cooperation  with  the  Plan,  by  all  doctors 
in  the  State  of  Nebraska. 

2.  The  time  has  not  yet  arrived  when  physicians 
can  withdraw  from  the  field  of  voluntary 
health  insurance.  Commercial  companies  are 
influenced  by  the  doctors’  ever  watchful  pres- 
ence in  this  field.  This  in  itself  has  been  a 
service  of  real  value  to  the  public.  This  alone 
would  warrant  the  continued  active  support  of 
the  Plan  by  the  doctors  of  Nebraska. 

3.  American  medicine  has  accomplished  a modem 
miracle  in  the  achievements  of  Blue  Shield  to 
date.  The  job  that  remains  to  be  done  will 
require  as  much  imagination,  as  much  bold  ac- 
tion, and  as  much  devotion  to  the  task  as  was 
needed  to  get  Blue  Shield  off  the  ground  ten 
years  ago.  To  do  this  job,  Blue  Shield  needs 
the  help  and  guidance  of  every  American 
physician. 

Respectfully  submitted, 

JOHN  H.  BRUSH,  M.D., 
Chairman. 

REPORT  OF  INSURANCE  COMMITTEE 

G.  H.  Misko.  M.D.,  Chairman.  Lincoln  : H.  D.  Runty,  M.D., 
DeWitt ; Paul  Maxwell,  M.D.,  Lincoln. 

This  is  a report  of  the  Insurance  Committee  of 
your  state  society.  As  concerns  malpractice  insur- 
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ance,  no  meeting's  have  been  held  and  no  plans  have 
been  considered. 

For  the  past  five  years  we  have  resisted  succes- 
sively presenting  health  and  accident  insurance  plans 
to  you  at  the  request  of  some  agent  or  agents. 
However,  at  this  time  I believe  there  is  a plan 
which  ought  to  be  presented  for  your  consideration, 
as  it  may  have  appeal  for  some  of  you. 

It  is  a so-called  Professional  Overhead  Expense 
insurance  that  will  cover  most  of  your  fixed  ex- 
penses in  case  of  disability. 

To  secure  a Master  Policy  for  the  state  society 
it  is  necessary  that  some  Executive  Officer  of  the 
Association  sign  the  application  for  coverage.  After 
this  is  approved,  there  will  be  open  enrollment  for 
90  days,  and  if  50%  of  the  eligible  members  enroll, 
all  applicants  would  be  accepted  regardless  of  pre- 
vious medical  history. 

I would  recommend  this  be  done,  and  with  the 
suggestion  that  a two-page  spread  in  the  Nebraska 
State  Medical  Journal  be  taken  by  the  agent  to  fully 
explain  the  plan. 

Respectfully  submitted, 

G.  H.  MISKO,  M.D., 
Chairman. 

REPORT  OF  MEDICAL  EDUCATION 
COMMITTEE 

D.  B.  Steenburg,  M.D.,  Chairman,  Aurora ; F.  Lowell  Dunn, 
M.D.,  Omaha ; Harold  S.  Morgan,  M.D.,  Lincoln  ; Earle  G. 
Johnson,  M.D.,  Grand  Island ; Max  Gentry,  M.D.,  Gering ; Fay 
Smith,  M.D.,  Imperial ; M.  A.  Johnson,  M.D.,  Plainview. 

This  is  essentially  a progress  report  of  your  Medi- 
cal Education  Committee  for  the  past  year,  and 
since  to  attain  its  maximum  usefulness,  it  must  be 
read  and  understood  by  the  legislators  and  doctors 
of  the  state.  The  following  short  historical  back- 
ground is  detailed: 

First  off  a few  statements  of  fact  and  then  the 
history. 

This  Medical  Education  Committee  is  not  a delib- 
erative body.  We  make  no  decisions.  We  make  no 
policies.  We  are  a liaison  committee  and  a fact 
finding  committee. 

The  medical  schools  of  the  United  States  are  su- 
pervised by  a Joint  Committee  of  the  American 
Medical  Association  and  the  Association  of  American 
Medical  Colleges.  The  schools  are  inspected  by 
teams  from  these  two  bodies  periodically.  These 
teams  are  composed  of  medical  educators  from 
nearby  and  far  away,  deans  of  medical  schools  and 
doctors  of  wide  experience. 

After  an  inspection  of  several  days’  duration  a 
given  school  is  accredited  or  not  accredited,  or  put 
on  confidential  probation.  The  graduates  of  a school 
without  accreditation  cannot  take  state  licensure 
examinations  and  so  cannot  go  on  with  their  intern- 
ships, residencies,  and  later  their  practice  of  medi- 
cine. 

At  the  time  of  the  second  visit  of  the  Joint  Com- 
mittee of  the  American  Medical  Association  and  the 
Association  of  American  Medical  Colleges  after  the 
probationary  status  of  the  College  of  Medicine  of 
the  University  of  Nebraska,  your  committee  was 
asked  to  meet  with  them  in  Omaha. 

It  was  apparent  at  this  time  that  due  to  lack  of 
budget  monies  and  aggressive  leadership  the  Col- 
lege of  Medicine  of  the  University  of  Nebraska  had 
fallen  so  far  behind  the  average  of  the  schools  that 


the  school  was  put  on  confidential  probation  permit- 
ting an  opportunity  to  improve  its  program. 

The  areas  criticized  were  many,  a few  of  them 
being  lack  of  clinical  facilities — hard  core  bed — full 
time  professors  and  physical  facilities. 

To  further  seek  out  the  facts,  visitations  to  all 
the  neighboring  Great  Plains  State  University  Medi- 
cal Schools  were  made  by  members  of  the  Medical 
Educational  Committee  of  the  Nebraska  State  Med- 
ical Association  (at  their  own  expense).  The  chair- 
man was  made  a member  of  the  executive  faculty 
of  the  College  of  Medicine  of  the  University  of  Ne- 
braska. 

Many  visits  and  many  meetings  later,  when  a plan 
had  been  formulated  by  all  interested  parties,  which 
included  the  medical  school’s  dean,  faculty,  and  our 
committee,  the  Legislature  was  then  consulted  at 
length  and  many  times. 

The  Legislature  was  asked  to  decide  whether  we 
could  afford  a medical  school  in  which  to  educate 
our  boys  and  girls,  a nursing  school  in  which  to 
educate  our  girls,  schools  of  medical  technology  for 
our  boys  and  girls,  and  most  important  perhaps  of 
all  whether  we  could  afford  a hospital  for  the  in- 
digent of  all  the  state  in  which  the  above  arts 
might  be  practiced  by  the  above  neophytes  while 
healing  our  poor  sick  folk. 

An  honest  attempt  was  made  to  delineate  accur- 
ately what  this  would  mean  in  physical  facilities 
(buildings)  in  greatly  increased  costs  for  the  sal- 
aries of  the  “Full  Time  Professors,”  in  greatly  in- 
creased cost  of  board,  room  and  care  of  the  in- 
creased number  of  patients  in  the  hospital  and/or 
affiliated  hospitals.  These  above  referred  to  costs 
loomed  large  to  all  of  us  and  represented  a minimal 
average  of  the  surrounding  state  schools  necessary 
to  stay  on  the  accredited  list  of  schools. 

After  deliberation  of  several  weeks  it  was  the  ex- 
pressed opinion  of  the  State  Unicameral  then  in 
session  in  Lincoln  that  since  we  had  a large  invest- 
ment to  protect,  the  finest  boys  and  girls  in  the 
land  to  educate  and  deserving  indigent  folk  to  care 
for,  we  should  proceed  with  the  plan  to  again  as- 
sume our  place  with  the  surrounding  states  in  oper- 
ating a first  class  accredited  medical  school,  a 
first  class  accredited  nursing  school,  a first  class 
school  of  medical  technology,  and  an  accredited  hos- 
pital of  sufficient  size  to  meet  the  demands  of  the 
Joint  Accreditation  Committee. 

To  this  end  a more  generous  budget  was  enacted 
as  was  a .25  mill  levy  for  buildings  at  the  medical 
college. 

Because  of  the  plans  made  possible  by  the  State 
Unicameral,  the  actual  changes  in  curriculum,  the 
employment  of  full  time  faculty,  the  actual  building 
of  additional  nursing  dormitories  and  class  rooms, 
and  many  other  vitally  needed  facilities,  we  were 
taken  “off  the  hook,”  and  our  medical  school  was 
accredited. 

Our  school  of  nursing,  however,  has  not  fared 
as  well.  Due  to  the  lack  of  funds  to  employ  an 
adequate  number  of  nurses,  our  hospital  beds  have 
been  in  charge  too  much  of  the  time  of  student 
nurses  and  nurse  aids.  This  the  Nursing  Accred- 
itation Committee  will  not  countenance,  and  so  they 
have  not  come  to  inspect  the  school. 

Thus  you  see,  we  the  people  of  Nebraska  have 
been  through  the  “Valley”  and  are,  I hope,  emerg- 
ing to  “smoother  sailing.” 
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Thex'e  is  not  now,  nor  has  there  ever  been,  any 
great  difference  of  opinion  as  to  our  goal.  How  to 
get  there,  how  fast  to  get  there,  yes. 

Presently  the  hospital  of  the  medical  college  is 
operating  with  many  beds  closed  because  of  “no 
funds.”  This  situation  was  brought  about  by  many 
things  such  as  rising  wages  of  nurses  and  all  other 
personnel,  increased  cost  of  drugs  and  supplies,  in- 
creased Social  Security  payments,  and  the  like.  In 
any  event  we  ran  out  of  money  and  we  cannot  oper- 
ate with  Red  Ink. 

The  presently  requested  budget  of  the  University 
of  Nebraska,  if  passed  as  requested,  will  enable  us 
to  operate  on  a minimally  adequate  level  with  the 
same  number  of  beds  as  in  the  previous  biennium. 

If  the  mill  levy  is  allowed  to  accumulate  as  it 
has  been,  if  Unit  No.  3 is  built,  it  is  hoped  by  1959- 
GO,  or  1961-62,  we  will  have  more  beds  recovered 
in  the  present  University  Hospital  gradually  ap- 
proaching the  number  utilized  (average)  in  the  sur- 
rounding areas.  Then  it  is  readily  seen  more  funds 
will  have  to  be  allocated  for  the  increasing  patient 
load. 

So  our  present  problem  is  to  proceed  as  we  have 
been  since  the  Legislature  gave  us  the  go  ahead 
signal  that  resulted  in  the  accreditation  of  our  medi- 
cal school  and  hope  for  accreditation  of  our  nursing 
school. 

For  this  we  will  need  an  ample  budget  to  keep 
our  hospital  running  with  no  more  “shut  downs.” 

The  budget  request  provides  no  funds  designated 
for  research. 

Respectfully  submitted, 

D.  B.  STEENBURG,  M.D., 
Chairman. 

REPORT  OF  AMERICAN  MEDICAL 
ASSOCIATION  POLIOMYELTIS 
CONFERENCE 
Palmer  House,  Chicago 
January  26,  1957 

The  Executive  Committee  of  the  American  Medi- 
cal Association  Board  of  Trustees  at  its  meeting 
December  14,  1956,  passed  the  following  resolution: 
“The  American  Medical  Association  is  in  fa- 
vor of  encouraging  the  administration  of  polio- 
myelitis vaccine  to  the  public,  and  is  in  sym- 
pathy with  the  efforts  of  those  who  are  en- 
deavoring to  educate  the  public  in  its  use.  The 
American  Medical  Association  will  lend  its  ef- 
forts through  regular  medical  channels  toward 
the  encouragement  of  such  use  by  the  general 
public.” 

As  an  outgrowth  of  this  motion  a meeting  was 
called  in  Chicago  on  January  28,  1957,  to  institute 
a program  to  inoculate  as  many  as  possible  of  those 
individuals  in  the  United  States  between  six  months 
and  forty  years  of  age.  At  least  one  representative 
from  every  state,  the  District  of  Columbia,  and 
the  territories  of  Alaska  and  Hawaii  was  present. 

During  the  day  of  this  brief  meeting  we  were 
privileged  to  hear  from  some  of  the  most  eminent 
physicians  who  are  concentrating  their  efforts  al- 
most exclusively  on  the  study  of,  and  ways  and 
means  of,  irradicating  paralytic  poliomyelitis. 

During  1956,  between  15,000  and  16,000  cases  of 
polio  were  reported  in  the  United  States  as  com- 
pared with  over  29,000  in  1955.  The  actual  rate 


for  the  United  States  was  9.2  cases  per  100,000 
population,  the  lowest  rate  reported  since  1947. 
There  has  been  a definite  shift  in  the  age  distribu- 
tion of  paralytic  cases;  there  was  no  significant 
change  in  the  age  distribution  of  non-paralytic 
cases.  There  was  a relative  increase  in  the  inci- 
dence in  the  under  five  year  group,  with  propor- 
tionately fewer  cases  in  the  five  to  nine  year  old 
age  group  upon  whom  the  early  vaccination  pro- 
grams were  concentrated.  The  most  cases  were  con- 
centrated in  the  age  and  racial  groups,  and  in  the 
sections  where  there  were  the  least  number  of  vac- 
cinated persons,  as  distinct  from  the  normal  pattern 
of  uniform  distribution  of  cases.  Among  those  af- 
fected, paralytic  polio  was  far  more  prevalent 
among  the  unvaccinated  than  among  those  who  had 
received  one  or  more  shots.  Experience  indicates 
that  the  older  the  person  is  when  stricken  by  polio, 
the  more  devastating  the  effects  of  the  disease  may 
be.  One  fourth  of  the  total  number  of  cases  of 
polio  in  1956  occurred  in  persons  over  the  age  of 
twenty.  Seventy  per  cent  of  all  respiratory  cases 
in  this  country  are  twenty  years  of  age  or  more. 

Dr.  Salk  feels  that  if  all  persons  under  thirty 
years  of  age  were  inoculated,  the  incidence  of  polio 
would  be  cut  as  much  as  ninety  per  cent,  and  if  all 
under  forty  were  so  treated,  the  dread  disease  of 
paralytic  polio  would  be  almost  eliminated  from  our 
nation.  Polio  will  cease  to  be  an  important  health 
hazard  only  when  all  of  the  population  under  forty 
are  protected. 

At  the  present  time  approximately  45,000,000  in- 
dividuals have  had  at  least  one  shot;  about  one 
half  of  these  have  had  two  shots;  and  one  fourth 
have  completed  their  series  of  three  inoculations. 
There  are  an  estimated  108,000,000  persons  in  the 
United  States  in  the  age  group  of  six  months  to 
forty  years  of  age.  Of  the  vaccinated  individuals, 
the  shocking  fact  is  that  only  one  out  of  six,  or 
fewer  than  5,000,000  in  the  age  group  of  twenty 
to  forty  has  veen  started  on  his  inoculation  pi'ogram. 
The  incidence  of  polio  in  young  parents  in  this  age 
group  is  high  and  the  degree  of  paralysis  severe. 
Less  than  one  third  of  the  states  have  ordered 
enough  vaccine  to  vaccinate  fifty  per  cent  of  the 
group  aged  six  months  to  nineteen  years  and  ex- 
pectant mothers,  as  of  January  1957;  let  alone  the 
twenty  to  forty  year  olds. 

The  problem  of  eliminating  paralytic  polio  rests 
with  each  individual  for  whom  there  is  a need  for 
vaccine,  either  for  himself  or  for  those  for  whom 
he  is  responsible.  This  responsibility  also  is 
shared  by  those  who  are  in  a position  to  bring  this 
knowledge  to  him  and  help  him  avail  himself  of  the 
necessary  treatment.  Our  efforts  must  be  amplified 
to  reach  those  who  need  protection  but  do  not  recog- 
nize the  need  or  have  made  no  effort  to  satisfy 
the  need.  Now  is  the  time  when  the  first  and  sec- 
ond inoculations  will  proride  a good  foundation  for 
immunity  next  summer  when  the  incidence  of  polio 
rises.  If  the  present  six  months  to  forty  year  olds 
are  protected,  then  in  the  future  our  job  will  large- 
ly be  to  protect  the  annual  crop  of  new  babies. 

The  primary  effect  of  the  vaccine  appears  to  be 
prevention  of  invasion  of  the  central  nervous  sys- 
tem and  thereby  the  prevention  of  paralysis.  It 
would  be  desirable  that  there  be  a high  degree  of 
confidence  that  the  protective  effect,  once  induced, 
persists  for  long  periods  of  time — preferably  for 
the  life  of  the  individual. 
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Many  studies  have  shown  that  immunity  to  par- 
alysis exists  when  antibodies  are  present  in  the 
serum.  Vaccine  of  high  potency  induces  levels  of 
antibodies  equal  to,  or  greater  than,  those  observed 
after  a naturally  acquired  paralyzing  infection. 
The  objective  to  be  achieved  is  the  conversion  of 
all  who  have  antibody  to  any  of  the  three  types  to 
a state  in  which  they  possess  antibodies  to  all  three 
types.  If  immunologic  hyperreactivity  is  induced  by 
vaccination,  then  subsequent  contact  with  the  virus 
under  natural  circumstances  should  occur  without 
risk  of  paralysis,  since  accelerated  antibody  forma- 
tion should  prevent  invasion  of  the  central  nervous 
system,  even  though  the  pharyngeal  or  intestinal 
infection  has  not  been  prevented. 

The  amount  of  virus  antigen  required  to  induce 
a maximal  immunologic  effect  is  substantially  less 
if  multiple  injections  are  administered  and  if  ade- 
quate attention  is  given  to  the  spacing  between  the 
shots.  The  two  primary  doses  should  be  spaced 
preferably  between  two  and  six  weeks,  but  may  be 
longer.  The  third  dose  should  be  given  approxi- 
mately seven  months,  or  longer,  after  the  second 
dose,  and  this  interval  can  be  prolonged  as  long  as 
desired  or  convenient  but  should  be  administered 
prior  to  the  ensuing  seasonal  prevalence.  As  many 
as  six  inoculations  have  been  given  without  ill  ef- 
fect, but  there  was  no  better  response  than  to  three, 
the  main  thing  being  three  shots  of  adequately  po- 
tent vaccine,  optimumly  spaced. 

Salk  vaccine  has  been  proved  both  safe  and  ef- 
fective in  preventing  the  paralytic  form  of  the  dis- 
ease. There  is  slight  if  any  evidence  of  untoward 
reactions  from  the  vaccine,  the  reactions  occurring 
at  a frequency  of  less  than  one  per  million  shots. 
As  a matter  of  fact  Dr.  Salk  believes  there  are  few- 
er reactions  to  this  vaccine  than  even  to  tetanus 
toxoid. 

In  1956  a total  of  188  cases  of  polio  were  reported 
in  individuals  who  supposedly  had  had  three  shots, 
although  some  had  not  received  the  inoculations 
at  the  advised  optimum  intervals  between  shots. 
154  of  these  cases  were  not  paralytic;  of  the  34 
paralytic  cases  six  have  now  been  disproved  — 
either  the  disease  was  not  paralytic  polio  or  the  in- 
dividual had  not  been  vaccinated.  Three  deaths 
were  reported  in  1956  in  persons  who  had  sup- 
posedly received  three  shots.  Careful  followup  of 
these  cases  revealed  one  had  never  been  vaccinated; 
on  had  acute  disseminated  encephalomyelitis  in- 
stead of  polio  as  proved  at  autopsy;  the  other  had 
no  examination  of  the  brain  or  spinal  cord  and  is 
the  only  fatal  case  now  being  carried  in  the  registry. 

Salk  vaccine,  when  given  to  pregnant  women, 
produces  active  immunity  in  the  mother  and  passive 
immunity  to  the  fetus  which  is  effective  for  the 
first  several  months  of  life.  Since  the  peak  inci- 
dence of  polio  in  1956  was  in  the  one  to  two  year 
old  age  group  it  is  imperative  that  babies  be  started 
on  their  inoculations  early.  Dr.  Salk  advised  that 
babies  whose  mothers  had  received  no  inoculations 
be  started  on  their  program  as  early  as  two  or 
three  months,  whereas  those  whose  mothers  had 
been  inoculated  be  started  on  their  series  at  the 
age  of  six  months. 

In  the  polio  vaccination  program,  the  problem  is 
no  longer  one  of  short  supply  of  vaccine  but  rather 
one  of  stimulating  persons,  particularly  those  under 
forty  years  of  age,  to  take  prompt  advantage  of 
available  supplies  and  programs.  The  national  sup- 


ply of  Salk  vaccine  is  now  sufficient  to  provide  the 
full  three  shots  for  all  men,  women  and  children 
under  age  forty. 

Why  haven’t  more  individuals  been  inoculated  ? 
People  don’t  take  the  vaccine  because  of  apathy,  ig- 
norance and  fear.  If  apathy  can  be  replaced  with 
enthusiasm;  ignorance  dispelled  by  knowledge  and 
understanding;  and  fear  .supplanted  by  faith  and 
trust,  the  problem  can  be  solved.  It  is  absolutely 
essential  to  inform  and  arouse  the  enthusiasm  of 
the  medical  profession.  Approximately  eighty  per 
cent  of  our  citizens  receive  all  their  medical  care, 
including  immunizations,  from  their  family  doctor. 
Many  people  will  not  take  the  vaccine,  no  matter 
who  advocated  it,  unless  the  individual’s  private 
doctor  personally  urges  them  to  take  it.  The  pa- 
tient wants  to  be  assured  of  its  safety,  efficacy, 
and  its  necessity  by  his  own  doctor.  We  have  a 
tremendous  backlog  of  individuals  who  need  to  be 
vaccinated  in  order  for  us  to  catch  up  with  the  im- 
munization program  of  other  diseases.  None  of  the 
other  diseases,  for  which  we  have  a vaccine,  has 
such  devastating  economic  consequences  as  polio. 

The  battle  against  polio,  partly  won,  now  needs 
the  understanding,  the  endorsement  and  wholeheart- 
ed support  of  all  physicians.  If  we  are  to  irradicate 
paralytic  polio  — and  this  we  must  do  — each  of  us 
as  individuals  must  encourage  our  patients  to  be 
immunized  themselves  and  to  have  their  entire  fam- 
ilies immunized.  We  now  have  a golden  opportun- 
ity to  demonstrate  our  abilities,  our  leadership  and 
our  interest  in  our  patient’s  well  being,  in  the  field 
of  polio.  Years  of  research  and  millions  of  dollars 
have  been  expended  in  search  of  something  which 
we  have  now  found  — now  let  us  not  refuse  to  us 
it. 

We  are  about  to  embark  upon  a nation  wide  cam- 
paign to  endeavor  to  inoculate  the  108,000,000  peo- 
ple between  the  ages  of  six  months  and  forty  years. 
We  must  energize  and  promote  a dynamic  program 
that  will  secure  generalized  public  acceptance  of 
this  preventive  measure.  Publicity,  information  and 
education  concerning  this  campaign  is  going  to  hit 
all  over  the  nation  at  about  the  same  time  so  that 
the  entire  public  should  be  well  aware  of  what  we 
are  proposing  to  accomplish.  We  should  strive  for 
a program  that  will  strengthen  and  maintain  rather 
than  destroy  the  normal  patient-physician  relation- 
ship, and  every  effort  must  be  made  to  encourage 
people  to  seek  immunizations  in  their  own  doctor’s 
office. 

The  principal  responsibility  to  the  implementa- 
tion of  this  program  must  rest  with  the  state  and 
county  medical  societies,  and  every  effort  must  be 
made  locally  to  activate  the  campaign  as  soon  as 
possible  so  that  at  least  the  first  inoculation  can  be 
administered  about  March  1.  We  should  emphasize 
the  public  service  aspects  of  this  medically  spon- 
sored program.  It  should  not  be  a program  for 
monetary  gain  for  the  individual  doctor  but  rather 
one  advocated  for  the  good  of  mankind.  The  gen- 
eral consensus  of  opinion  in  Chicago  was  that  of 
opposition  to  free  shots,  but  that  minimal  fees  should 
be  charged.  The  average  fee  charged  in  various 
communities  which  have  already  started  all-out  pro- 
grams is  $3  for  the  privately  purchased  vaccine. 
One  area  charged  $2  per  shot  under  a government 
purchase  program. 

We  have  complete  information  on  various  pro- 
grams that  have  already  been  proved  efficient  from 
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Chicago,  Florida,  Michigan,  New  York,  New  Mexico, 
North  Carolina  and  Ohio.  From  this  information 
we  should  be  able  to  formulate  a program  in  Ne- 
braska that  will  bring  about  the  desired  effect. 

A state  society  committee  must  be  appointed  and 
assigned  to  organize  and  coordinate  the  program  in 
the  state.  The  county  societies  should  appoint  spe- 
cial polio  committees  to  organize  the  local  cam- 
paigns. These  committee  appointments  must  be 
made  on  the  basis  of  interest,  initiative  and  capa- 
bility. We  must  enlist  the  support  of  all  commun- 
ity groups  in  conducting  educational  efforts,  and 
print  our  literature  in  terms  the  layman  can  under- 
stand. We  must  develop  a program  that  will  reach 
all  segments  of  the  population.  Every  promotional 
technique  at  our  disposal  should  be  brought  into  the 
picture,  for  the  more  people  we  interest  in  this  cam- 
paign the  better  will  be  the  results. 

We  as  doctors  have  a marvelous  opportunity  in 
this  program  to  strike  the  deciding  blow  that  will 
insure  our  victory  over  paralytic  polio. 

Respectfully  submitted, 

JOHN  A.  McMILLAN,  M.D.,  Delegate. 

PROCEEDINGS  OF  THE  HOUSE  OF 
DELEGATES 

February  17,  1957 

The  Interim  Session  of  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  was  held 
in  the  Lincoln  Room,  Hotel  Cornhusker,  Lincoln, 
Nebraska.  Roll  call  showed  46  delegates  present. 

The  meeting  was  called  to  order  by  Dr.  Fritz  Teal, 
Speaker  of  the  House,  at  10  a.m. 

Dr.  R.  B.  Adams,  Secretary-Treasurer,  read  the 
following  report  of  the  Credentials  Committee: 

To:  The  House  of  Delegates 

Nebraska  State  Medical  Association 
The  Credentials  Committee  met  and  examined 
the  credentials  as  sent  in  by  the  county  medical 
societies  and  recommends  to  the  House  of  Dele- 
gates that  the  list  made  from  the  credentials 
be  accepted  as  the  official  roll  call  of  the  House 
of  Delegates. 

R.  B.  ADAMS 
E.  E.  KOEBBE 
D.  B.  WENGERT 

A motion  was  made  and  seconded  that  the  report 
of  the  Credentials  Committee  be  accepted.  The  mo- 
tion carried. 

A motion  was  made  and  seconded  that  the  min- 
utes of  the  last  session  be  accepted  as  published 
in  the  August,  1956,  issue  of  The  Nebraska  State 
Medical  Journal.  The  motion  carried. 

The  following  reference  committees  were  appoint- 
ed by  the  Chair: 

Reference  Committee  No.  1 — Officers: 

W.  G.  Bosley,  M.D.,  Grand  Island,  Chairman 
Richard  Smith,  M.D.,  Omaha 

K.  T.  McGinnis,  M.D.,  Lincoln 
Reference  Committee  No.  2 — Council: 

Otis  W.  Miller,  M.D.,  Ord,  Chairman 

L.  S.  McNeill,  M.D.,  Franklin 
John  Brush,  M.D.,  Omaha 

Reference  Committee  No.  3 — Constitution  and 
By-Laws : 

Ray  S.  Wycoff,  M.D.,  Lexington,  Chairman 
Theo.  Koefoot,  Jr.,  M.D.,  Broken  Bow 
A.  E.  Freed,  M.D.,  Omaha 


Reference  Committee  No.  4 — Voluntary  Prepay- 
ment : 

John  T.  McGreer,  Jr.,  M.D.,  Lincoln,  Chairman 
D.  B.  Wengert,  M.D.,  Fremont 
H.  S.  Eklund,  M.D.,  Osceola 
Reference  Committee  No.  5 — Planning: 

D.  J.  Bucholz,  M.D.,  Omaha,  Chairman 
L.  Morrow,  M.D.,  Tekamah 

R.  E.  Harry,  M.D.,  York 
Reference  Committee  No.  6 — Public  Health: 

W.  D.  Wright,  M.D.,  Omaha,  Chairman 

E.  E.  Koebbe,  M.D.,  Columbus 
O.  M.  Troester,  M.D.,  Hampton 

Reference  Committee  No.  7 — Miscellaneous: 

W.  Ray  Hill,  M.D.,  Seward,  Chairman 
L.  G.  Bunting,  M.D.,  Hebron 
Geo.  L.  Johns,  M.D.,  Schuyler 
Dr.  Teal  stated  that  the  following  reports  had 
been  received  and  read  at  the  Board  of  Councilors 
meeting,  but  that  they  had  been  received  too  late 
to  be  incorporated  in  the  mimeographed  brochure 
which  was  mailed  to  every  delegate: 

Insurance 
Medical  Education 
Prepayment  Medical  Care 
Report  of  Chicago  Polio  Conference  and 
Resolution 

He  then  read  the  report  of  the  Insurance  Com- 
mittee, and  called  the  attention  of  the  delegates 
to  the  fact  that  all  had  been  given  a copy  of  the 
other  reports  at  the  door  and  that  these  had  been 
assigned  to  reference  committees.  He  further  stat- 
ed that  the  resolution  which  accompanied  the  report 
of  the  polio  conference,  and  which  had  been  adopted 
by  the  Board  of  Councilors,  had  not  been  presented 
to  each  delegates  and  that  he  would  read  this  reso- 
lution. 

Dr.  Teal  called  for  further  resolutions  and  the 
following  was  presented  by  Mr.  M.  C.  Smith: 

RESOLUTION 

WHEREAS,  J.  D.  McCarthy,  M.D.,  Omaha, 
Nebraska,  has  served  the  Five  County  Medical 
Society,  the  Omaha-Douglas  County  Medical 
Society,  and  the  Nebraska  State  Medical  As- 
sociation faithfully  and  well  for  many  years  in 
practically  every  office,  including  the  presi- 
dency of  the  Nebraska  State  Medical  Associa- 
tion, and 

WHEREAS,  He  has  served  the  Nebraska 
State  Medical  Association  as  Delegate  to  the 
American  Medical  Association  for  a period  of 
fourteen  years,  and 

WHEREAS,  Doctor  McCarthy  has  served  in 
many  official  capacities  in  the  American  Medi- 
cal Association,  including  the  Council  on  Medi- 
cal Service,  which  he  is  presently  serving  as 
chairman;  Committe  on  Revision  of  Constitution 
and  By-Laws;  Committee  on  Prepayment  Hos- 
pital and  Medical  Service;  Blue  Shield  Com- 
mission, representing  the  Council  on  Medical 
Service;  Committee  on  Legislation;  Liaison 
Committee  to  the  American  Legion;  Committee 
on  Federal  Medical  Services;  Committee  on  Vol- 
untary Health  Insurance;  Commission  on  Medi- 
cal Care  Plans;  Task  Force  on  Dependent  Med- 
ical Care;  and  others,  and 

WHEREAS,  this  fine  career  eminently  fits 
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him  for  greater  and  better  service  to  Ameri- 
can Medicine;  now 

THEREFORE  BE  IT  RESOLVED,  That  the 
House  of  Delegates  of  the  Nebraska  State  Medi- 
cal Association,  assembled  in  Interim  Session 
this  17th  day  of  February,  1957  in  Lincoln,  Ne- 
braska, desires  to  present  J.  D.  McCarthy,  M.D., 
Omaha,  Nebraska,  to  the  House  of  Delegates 
of  the  American  Medical  Association  for  elec- 
tion to  the  Board  of  Trustees  of  the  American 
Medical  Association  at  its  Annual  Session  in 
New  York  in  June,  1957,  and 

BE  IT  FURTHER  RESOLVED,  That  Earl  F. 
Leininger,  M.D.,  McCook,  Nebraska,  junior  dele- 
gate from  Nebraska,  be  instructed  to  present 
the  name  of  J.  D.  McCarthy,  M.D.,  Omaha,  Ne- 
braska, for  the  above-mentioned  office,  and 

BE  IT  FINALLY  RESOLVED,  That  a copy 
of  this  resolution  be  presented  to  all  members 
of  the  House  of  Delegates  of  the  American 
Medical  Association. 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  2,  Council. 

The  chair  called  attention  of  the  House  to  the  fact 
that  there  would  be  no  Monday  meeting  of  this 
body  at  the  Annual  Session  in  May,  and  that  the 
first  meeting  would  be  on  Tuesday,  May  14,  1957, 
at  8 a.m.  , 

Constitution  and  By-Law  changes  were  called  for 
but  Dr.  Wycoff  stated  there  was  none  to  present 
at  this  time. 

Dr.  Teal  read  the  list  of  material  that  had  been 
assigned  to  each  reference  committee  in  order  that 
ail  delegates  might  know  what  is  to  be  discussed 
in  each  committee  meeting.  He  then  read  the  fol- 
lowing room  assignments  for  reference  committees: 
Reference  Committee  No.  1 — Room  No.  921 
Reference  Committee  No.  2 — State  Suite  No.  3 
Reference  Committee  No.  3 — State  Suite  No.  2 
Reference  Committee  No.  4 — State  Suite  No.  1 
Reference  Committee  No.  5 — Lincoln  Room 
Reference  Committee  No.  6 — Lincoln  Room 
Reference  Committee  No.  7 — Lincoln  Room 
A recess  was  called  by  the  chair  for  the  purpose 
of  giving  the  appointed  reference  committees  an 
opportunity  to  go  over  the  material  assigned  to 
them. 

Dr.  Teal  announced  that  the  meeting  would  re- 
convene at  11:30  a.m. 

Dr.  Teal  again  called  the  House  of  Delegates  to 
order  at  11:30  a.m.,  and  called  for  the  report  of 
Reference  Committee  No.  1,  Officers. 

Dr.  W.  G.  Bosley,  Chairman,  Reference  Committee 
No.  1,  gave  the  following  report: 

Your  committee  reviewed  the  report  of  the 
Secretary-Treasurer  and  we  move  the  approval 
of  the  report. 

The  motion  was  seconded  and  carried. 

We  reviewed  the  report  of  the  Executive  Sec- 
retary and  noted  the  increase  in  membership. 
We  move  the  adoption  of  the  report  of  the 
Executive  Secretary. 

The  motion  was  seconded  and  carried. 

We  considered  the  report  of  the  Delegate  to 
the  North  Central  Medical  Conference  and  move 
the  adoption  of  this  report. 

The  motion  was  seconded  and  carried. 


The  report  of  the  Editor  of  the  Journal  was 
reviewed  and  we  move  the  adoption  of  this  re- 
port. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Medicolegal  Advice  Committee 
was  read  by  Dr.  Bosley.  He  called  particular  at- 
tention to  the  following  sentence  in  the  report:  “It 

is  reasoned  that  one  should  carry  sufficient  mal- 
practice insurance  to  protect  visible  assets.”  He 
then  made  the  motion  that  the  report  be  adopted. 
The  motion  was  seconded  and  carried. 

Dr.  Bosley  read  the  resolution  which  had  been 
presented  to  the  Board  of  Councilors  by  Mr.  M.  C. 
Smith  pertaining  to  the  establishment  of  a study 
group  within  the  Legislative  Council  of  the  Nebras- 
ka Unicameral  Legislature  for  the  purpose  of  evalu- 
ating the  standards  and  qualifications  of  the  mem- 
bers of  the  various  branches  of  the  healing  arts, 
and  then  moved  the  adoption  of  the  resolution.  The 
motion  was  seconded  and  carried. 

Dr.  Bosley  made  the  motion  that  the  entire  re- 
port of  Reference  Committee  No.  1 be  accepted.  The 
motion  was  seconded  and  carried. 

Dr.  Otis  W.  Miller,  Chairman,  gave  the  report 
for  Reference  Committee  No.  2,  Council: 

Your  Reference  Committee  No.  2 took  up  the 
Audit  and  the  committee  moves  its  adoption. 

The  motion  was  seconded  and  carried. 

We  have  reviewed  the  report  of  the  Board  of 
Trustees  and  move  its  acceptance. 

The  motion  was  seconded  and  carried. 

We  have  examined  the  reports  of  the  Dele- 
gates to  the  A.M. A.,  both  interim  and  annual 
session,  and  we  move  their  acceptance. 

The  motion  was  seconded  and  carried. 

There  were  two  Life  Memberships  recom- 
mended by  the  Board  of  Councilors,  namely,  Dr. 
Carl  Amick,  Loup  City,  Custer  County;  Dr.  W. 
R.  Strickland,  Omaha,  Omaha-Douglas  County 
Medical  Society.  We  make  the  motion  that 
these  two  gentlemen  be  granted  Life  Member- 
ships. 

The  motion  was  seconded  and  carried. 

We  were  presented  the  following  50-year 
practitioners  for  consideration  and  approval: 
Custer  County — R.  D.  Bryson,  M.D.,  Callaway 
Gage  County — H.  R.  Brown,  M.D.,  Beatrice 
Hamilton  County — J.  M.  Woodard,  M.D., 
Aurora 

Jefferson  County — M.  J.  Powell,  M.D.,  Fair- 
bury 

Lancaster  County — R.  B.  Adams,  M.D.,  Lin- 
coln; F.  T.  Wright,  M.D.,  Lincoln 
Nuckolls  County — H.  S.  Reed,  M.D.,  Guide 
Rock;  Charles  G.  McMahon,  M.D.,  Superior 
Thayer  County  — Rudolph  F.  Decker,  M.D., 
Byron 

Your  committee  recommends  that  these 
gentlemen  be  granted  50-year  pins,  and  we  so 
move. 

The  motion  was  seconded  and  carried. 

Your  committee  was  given  the  resolution  per- 
taining to  the  presentation  of  Dr.  J.  D.  Mc- 
Carthy to  the  House  of  Delegates  of  the  A.M.A. 
for  membership  on  the  Board  of  Trustees.  We 
recommend  that  a list  of  the  Delegates  of  the 
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A.M.A.  should  be  made  available  to  the  mem- 
bers of  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  so  that  they  might 
write  to  any  A.M.A.  Delegate,  if  the  delegate 
or  delegates  are  known  to  them. 

We  move  that  this  resolution  be  accepted. 

The  motion  was  seconded  and  carried. 

Mr.  Speaker,  your  committee  recommends 
that  the  entire  report  of  Reference  Committee 
No.  2 be  accepted. 

The  motion  wTas  seconded  and  carried. 

Dr.  Ray  S.  Wycoff,  Chairman  of  Reference  Com- 
mittee No.  3,  Constitution  and  By-Laws,  gave  the 
following  report: 

We  have  reviewed  the  report  of  the  standing 
committee  on  Constitution  and  By-Laws  and 
wish  to  make  the  following  recommendations: 

1.  At  the  1956  Annual  Session  the  House  of 
Delegates  voted  to  change  the  name  of  the 
Committee  on  Mental  Hygiene,  Paragraph  G, 
on  page  50,  to  the  Committee  on  Psychiatry. 
This  was  ordered  as  being  more  in  accord  in 
modern  thought  and  teaching. 

For  this  reason  we  propose  that  on  Page  50 
under  Section  III,  Item  G,  the  name  of  the 
Committee  on  Mental  Hygiene  be  changed  to 
Committe  on  Psychiatry. 

The  chair  ruled  this  wras  the  first  reading  of  a 
By-Law  change  and  would  lay  over  until  the  An- 
nual Session  in  May. 

2.  Another  problem  is  one  that  has  been  raised 
in  varying  ways  over  a period  of  years,  and 
concerns  the  status  of  a man  who  is  ap- 
pointed to  fill  an  unexpired  term  on  a stand- 
ing committee,  wdien  the  number  of  terms 
that  any  one  person  may  hold  in  that  office 
is  limited  by  the  Constitution  and/ or  By- 
Law7s.  It  is  the  opinion  of  the  Committee 
that  under  such  circumstances,  members  of 
a committee  who  are  appointed  to  fill  out  an 
unexpired  term,  should  be  eligible  for  elec- 
tion or  reappointment  for  the  number  of 
full  terms  as  designated  in  the  Constitution 
and/ or  By-Laws  for  regularly  appointed 
members  of  such  committee. 

For  this  reason  we  wash  to  propose  the  addi- 
tion of  a third  paragraph  to  Section  I,  of 
CHAPTER  XII,  on  Page  43  of  the  By-Laws 
as  follows:  “Whenever  a physician  is  ap- 
pointed to  fill  a vacancy  as  a member  of  the 
Board  of  Councilors,  or  on  a committee  in 
which  the  number  of  terms  any  person  may 
serve  is  limited  by  the  Constitution  and/or 
By-Laws,  that  term  shall  not  count  as  a 
regular  term  and  such  member  shall  be  eligi- 
ble for  consideration  for  reappointment  or 
election  for  the  designated  number  of  full 
terms.” 

The  chair  ruled  this  By-Law  change  wmuld  lay 
over  until  the  annual  meeting  in  May. 

3.  At  the  meeting  of  the  House  of  Delegates, 
May  16,  1956,  our  Committee  proposed  an 
amendment  to  ARTICLE  XI  of  the  Constitu- 
tion, providing  that  in  case  of  a referendum, 
at  least  twenty-five  per  cent  of  the  active 
membership  must  vote  in  order  to  make  a 
majority  vote  legal.  Your  Committee  has 
studied  this  further  and  raises  a question  as 


to  whether  wre  really  wTish  to  make  it  pos- 
sible for  a majority  of  only  twenty-five  per 
cent  of  the  active  membership  to  make  a 
decision  affecting  the  entire  Association. 
Frankly,  it  is  our  own  feeling  that  this  per- 
centage might  well  be  raised  to  a higher 
amount,  perhaps  as  much  as  fifty-one  per  cent 
of  the  active  membership  of  the  Associa- 
tion. 

Also,  in  the  same  Article,  regarding  the  sub- 
mission of  any  question  to  a referendum  of 
the  active  members  of  the  Association,  a 
two-thirds  vote  is  required  in  the  House  of 
Delegates,  but  no  definite  statement  is  made 
as  to  twm-thirds  of  how  many,  other  than  the 
membership  of  the  House  of  Delegates.  The 
question  here  arises  as  to  whether  this  means 
a two-thirds  vote  of  the  entire  House,  or  a 
two-thirds  vote  of  those  present.  In  the 
case  of  this  latter  point,  the  Committee  rec- 
ommends that  it  be  definitely  stated  that 
this  shall  be  a two-thirds  vote  of  the  mem- 
bers present  at  the  time  of  the  vote. 

If  the  House  of  Delegates  feels  that  the 
twenty-five  per  cent  voting  on  a referendum, 
as  proposed  last  May,  is  sufficient,  that 
amendment  will  stand  as  presented  then.  Our 
Committee,  however,  washes  to  present  an 
additional  change,  wrhich  will  state  that  such 
a referendum  may  be  ordered  only  by  a twro- 
thirds  vote  of  the  members  of  the  House 
of  Delegates  present  at  the  time  of  the  vote. 
Mr.  Speaker,  in  order  to  bring  the  matter 
before  the  House,  I move  that  the  House 
rescind  its  action  of  May  16,  1956,  and  ap- 
prove the  requirement  of  fifty-one  per  cent 
of  the  active  members  voting  to  decide  a ref- 
erendum. 

The  motion  was  seconded  and  carried. 

In  view  of  the  motion  to  rescind  our  previous 
action,  w7e  v7ish  to  move  to  change  ARTICLE 
XI  as  follows:  In  line  two  after  the  word 
vote,  add  the  wTords  of  those  present;  then 
at  the  end  of  the  ARTICLE  add  the  words 
providing  that  not  less  than  fifty-one  per 
cent  of  the  active  membership  of  the  Asso- 
ciation shall  have  voted  on  the  proposition. 
This  wall  make  the  entire  ARTICLE  XI — 
REFERENDUM,  read  as  follows:  “The  ac- 

tive members  of  the  House  of  Delegates  as- 
sembled in  session,  by  a two-thirds  vote  of 
the  members  present,  may  order  a referen- 
dum on  any  question  pending  before  the 
House  of  Delegates  and  submit  the  question 
to  the  active  members  of  the  Association  for 
ratification  or  rejection.  Such  referendum 
shall  be  conducted  by  mail  in  a manner  pre- 
scribed by  the  House  of  Delegates.  A ma- 
jority of  those  voting  shall  decide  the  issue, 
providing  that  not  less  than  fifty-one  per 
cent  of  the  active  membership  of  the  Associa- 
tion shall  have  voted  on  the  proposition.” 

The  chair  ruled  this  constitutional  amendment 
would  lay  over  one  year. 

4.  In  Chapter  VII  of  the  By-Lawrs,  Section  8, 
Page  27,  provision  is  made  for  the  impeach- 
ment and  removal  from  office  of  an  officer 
of  the  Association  by  a two-thirds  vote  of 
the  members  of  the  House  of  Delegates.  This 
raises  again  the  same  question  that  was 
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asked  at  the  last  Annual  Session  regarding 
ARTICLE  VII  in  Section  4,  as  to  whether 
this  is  to  be  two-thirds  of  the  members  pres- 
ent, or  two-thirds  of  the  entire  membership 
of  the  House.  Your  Committee  believes  that 
this  should  be  changed  to  be  two-thirds  of 
the  members  of  the  House  present  at  the 
time  of  the  vote,  and  for  this  reason  pro- 
poses the  following  change  in  CHAPTER 
VII,  Section  8,  Page  27,  of  the  By-Laws  as 
folows:  At  the  end  of  Section  8,  Page  27, 

delete  the  period  at  the  end  of  the  last  sent- 
ence, and  add  these  words,  present  at  the 
time  of  the  vote.  This  will  make  Section  8 
read  as  follows:  “Charges  calling  for  the 

impeachment  of  an  officer,  having  been 
passed  by  two-thirds  majority  vote  of  the 
Board  of  Councilors,  shall  be  presented  in 
writing  to  the  House  of  Delegates.  The 
House  of  Delegates  shall  determine  its  pro- 
cedure for  hearing  and  acting  upon  such 
charges.  The  plaintiff  and  defendant  shall 
be  permitted  to  present  evidence  and  wit- 
nesses in  all  impeachment  proceedings.  An 
officer  may  be  removed  from  office  by  a 
two-thirds  vote  of  the  members  of  the  House 
of  Delegates  present  at  the  time  of  the  vote.” 

The  chair  ruled  this  By-Law  change  wmuld  lay 
over  until  the  Annual  Session  in  May. 

5.  In  CHAPTER  XI,  Section  2,  on  Page  41, 
provision  is  made  for  the  impeachment  of  an 
officer  to  be  confirmed  by  two-thirds  vote 
of  the  members  of  the  House  of  Delegates. 
Here  again  the  wording  apears  to  this  Com- 
mittee to  be  unclear  as  to  whether  this  is 
two-thirds  of  the  membership  of  the  entire 
House,  or  two-thirds  of  those  present.  Your 
Committee  believes  that  this  vote  should  be 
definitely  stated  to  be  two-thirds  of  the  mem- 
bers present  at  the  time  of  the  vote.  For 
this  reason,  the  Committee  recommends  the 
following  change  in  CHAPTER  XI,  Section 
2,  Paragraph  2,  Page  41:  Delete  the  period 
at  the  end  of  the  last  sentence  and  add  the 
following  words,  present  at  the  time  of  the 
vote.  This  will  make  the  last  paragraph  of 
Section  2 on  page  41  read  as  follows: 
“Charges  calling  for  the  impeachment  of  an 
officer,  bearing  the  signature  of  two  hundred 
members,  shall  receive  full  hearing  by  the 
Board  of  Councilors.  Accuser  and  accused 
shall  be  permitted  to  present  evidence  and 
witnesses  at  the  impeachment  proceedings. 
Impeachment  of  an  officer  shall  require  two- 
thirds  vote  of  the  Board  of  Councilors,  which 
must  be  confirmed  by  two-thirds  vote  of  the 
members  of  the  House  of  Delegates  present 
at  the  time  of  the  vote.” 

The  chair  ruled  this  By-Law  change  would  lay 
over  until  the  annual  meeting  in  May. 

6.  A letter  from  Doctor  Best,  President-Elect, 
has  brought  to  the  attention  of  this  Commit- 
tee the  need  for  a Disaster  and  Civil  Defense 
program  on  the  State  level,  and  in  this  con- 
nection he  has  requested  that  the  House  of 
Delegates  approve  the  formation  of  a new 
Standing  Education  Committee,  to  be  desig- 
nated as  Committee  W,  the  Disaster  and  Civil 
Defense  Committee.  He  suggests  that  this 
committee  consist  of  six  members  who  shall 


serve  terms  of  two  years  each,  appointments 
to  be  so  staggered  in  the  beginning  that  two 
members  shall  be  appointed  to  the  committee 
each  year,  and  that  all  members  of  this  com- 
mittee be  appointed  by  the  President-Elect, 
and  subject  to  reappointment  without  restric- 
tion. In  order  that  this  may  be  presented  to 
the  House  of  Delegates  properly,  I move  that 
the  House  authorize  the  formation  of  such 
a committee. 

The  motion  was  seconded  and  carried. 

7.  Again,  correspondence  with  Doctor  Wood- 
ward, our  President,  and  with  Doctor  Best, 
President-Elect,  indicates  a need  for  a 
change  in  the  membership  of  the  Committee 
on  Scientific  Assembly.  The  reason  for  this 
is  that,  by  having  a representative  of  the 
American  Academy  of  General  Practice  on 
this  committee,  members  of  the  Academy 
will  be  then  allowed  full  credit  for  their  at- 
tendance at  Annual  Sessions  of  the  Nebraska 
State  Medical  Association.  In  line  with  this 
thought,  Doctor  Woodward  has  already  ap- 
pointed Dr.  Harvey  Runty  as  an  interim  mem- 
ber of  the  committee  in  order  to  accomplish 
this  aim  for  the  present  year.  A further 
suggestion  has  been  made  that  this  commit- 
tee should  be  changed  to  a six-man  commit- 
tee plus  the  Secretary-Treasurer  of  the  state 
Association,  with  the  terms  of  each  member 
to  be  three  years  each,  and  permitting  re- 
appointment for  not  more  than  one  term, 
which  would  mean  that  the  President-Elect 
would  appoint  two  men  annually.  Mr.  Speak- 
er, I move  that  the  House  approve  the  for- 
mation of  such  a committee. 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  4,  Vol- 
untary Prepayment,  was  called  for  and  Dr.  John 
T.  McGreer,  Jr.,  Chairman,  gave  the  report  for  this 
committee: 

Your  committee  recommends  the  acceptance 
of  the  report  of  the  Committee  on  Uniform  Fee 
Schedule  and  Advisory  to  Governmental  Agen- 
cies as  printed  in  the  brochure,  and  I so  move. 

The  motion  was  seconded  and  carried. 

We  move  the  adoption  of  the  report  of  the 
Prepayment  Medical  Care  Committee. 

The  motion  was  seconded  and  carried. 

We  move  the  adoption  of  the  report  of  the 
United  Health  Fund  Committee. 

The  motion  was  seconded  and  carried. 

Your  committee  reviewed  the  report  of  the 
Committee  on  Medical  Education,  and  move  its 
adoption. 

The  motion  was  seconded  and  carried. 

Your  committee  moves  the  acceptance,  as 
published  in  the  brochure,  of  the  report  of  the 
Rural  Medical  Service  Committee. 

The  motion  was  seconded  and  carried. 

Mr.  Speaker,  I move  the  adoption  of  the  en- 
tire report  of  Reference  Committee  No.  4. 

The  motion  was  seconded  and  carried. 

Dr.  D.  J.  Bucholz,  Chairman,  gave  the  report  of 

Reference  Committee  No.  5,  Planning: 

The  report  of  the  Planning  Committee  by  Dr. 
Harold  Morgan  was  reviewed  and  we  recom- 
mend its  acceptance.  I so  move. 
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The  motion  was  seconded  and  carried. 

The  report  of  the  Public  Relations  Committee 
was  reviewed  and  we  recommend  it  be  accepted. 
I so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Insurance  Committee  was 
reviewed  and  we  recommend  it  be  accepted  as 
read.  I so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Maternal  and  Child  Health 
Committee  was  reviewed.  Your  reference  com- 
mittee is  of  the  opinion  that  it  is  impossible 
for  a committee  to  determine  from  a report 
whether  or  not  a patient  should  have  died. 
Therefore,  we  recommend  that  that  portion  of 
the  report  consisting  of  that  portion  of  para- 
graph 1 which  reads:  “These  were  carefully 

reviewed  . . . .”  be  deleted.  The  remainder  of 
the  report  is  recommended  for  adoption.  I 
so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Hospital  and  Professional 
Relations  Committee  was  reviewed  and  its  ac- 
ceptance is  recommended.  I so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Speakers  Bureau  Commit- 
tee was  reviewed  and  approved  and  we  recom- 
mend its  acceptance.  I so  move. 

The  motion  was  seconded  and  carried. 

Mr.  Speaker,  I move  the  acceptance  of  the  en- 
tire report  of  Reference  Committee  No.  5. 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  7,  Mis- 
cellaneous, was  called  for  and  Dr.  W.  Ray  Hill, 
Chairman,  gave  the  following  report: 

We  move  the  adoption  of  the  report  of  the 
Cancer  Committee  as  published  in  the  brochure. 

The  motion  was  seconded  and  carried. 

We  move  that  the  report  of  the  Committee 
on  Muscular  Rehabilitation  be  accepted  as  pub- 
lished in  the  brochure. 

The  motion  was  seconded  and  carried. 

We  move  that  the  report  of  the  Cardiovascu- 
lar Committee  be  accepted  as  published  in  the 
brochure. 

The  motion  was  seconded  and  carried. 

The  following  motion  was  made  by  Dr.  B. 
N.  Greenberg  to  the  Board  of  Councilors  last 
Sunday,  February  10:  “Dr.  Greenberg  made 

the  motion  that  we  recommend  to  the  Nebraska 
State  Medical  Association  that  they  go  on  rec- 
ord as  supporting  the  entire  University  budget; 
that  a committee  be  appointed  to  confer  with  the 
Governor;  and  that  the  members  of  every  coun- 
ty medical  society  contact  their  legislator  and 
confer  with  him  relative  to  the  budget.  The  mo- 
tion was  seconded  and  carried.” 

Mr.  Speaker,  we  move  that  Dr.  Greenberg’s 
recommendation  to  the  Board  of  Councilors  be 
accepted  as  read. 

The  motion  was  seconded  and  carried. 

The  following  resolution  from  the  Omaha-Douglas 
County  Medical  Society  was  referred  to  this  com- 
mittee for  action: 

WHEREAS,  The  American  Medical  Associa- 
tion engages  in  numerous  activities  and  pro- 
vides numerous  services  in  the  health  field,  and 


WHEREAS,  These  activities  and  services  are 
not  known  to  many  people  in  the  health  field, 
including  both  members  of  the  American  Medi- 
cal Association  as  well  as  non-medical  people, 
and 

WHEREAS,  This  lack  of  information  is  due 
primarily  to  lack  of  a mechanism  of  communi- 
cation between  the  American  Medical  Associa^ 
tion  and  those  people  in  the  field; 

THEREFORE  BE  IT  RESOLVED,  That  the 
American  Medical  Association  establish  a suit- 
able regular  periodic  publication,  preferably  a 
“Reader’s  Digest”  type  of  format,  and 

BE  IT  FURTHER  RESOLVED,  That  this 
periodic  publication  be  made  available  to  all 
people  in  the  health  field  for  the  primary  pur- 
pose of  informing  them  of  the  activities  and 
services  of  the  American  Medical  Association. 

Mr.  Speaker,  I move  that  the  resolution  be 
accepted  as  read. 

The  motion  was  seconded  and  general  discussion 
ensued  relative  to  the  type  of  publication  and  the 
frequency  of  such  publications. 

The  question  was  called  for  and  the  motion  car- 
ried. 

Mr.  Speaker,  I move  the  adoption  of  the  com- 
plete report  of  Reference  Committee  No.  7. 

The  motion  was  seconded  and  carried. 

A recess  was  called  by  the  chair,  and  Dr.  Teal 
stated  the  House  would  reconvene  again  at  a quar- 
ter of  two. 

The  house  was  again  called  to  order  by  Dr.  J. 
B.  Christensen,  Vice  Speaker  of  the  House  of  Dele- 
gates. 

Dr.  R.  S.  Wycoff  asked  for  permission  of  the 
floor  and  called  the  attention  of  the  House  to  the 
wording  in  the  By-Law  which  sets  up  the  provision 
to  make  the  awarding  of  the  50-year  pin  a part  of 
our  legal  Constitution  and  By-Laws.  He  stated 
that  as  it  now  reads  any  physician  who  qualifies 
for  membership  and  has  been  engaged  in  practice 
for  50  years  is  eligible.  The  question  had  been 
raised  as  to  whether  or  not  a requirement  of  a cer- 
tain number  of  years  of  membership  in  the  Asso- 
ciation should  be  considered.  The  consensus  of  the 
group  was  that  inasmuch  as  each  candidate  for  the 
50-year  pin  was  recommended  to  the  House  by  the 
local  county  medical  society  that  this  recommenda- 
tion was  sufficient. 

The  report  of  Reference  Committee  No.  6 was 
called  for  and  Dr.  W.  D.  Wright,  Chairman,  gave 
the  following  report: 

Your  committee  reviewed  the  report  of  the 
Fracture  Committee  and  we  recommend  that 
the  committee  be  eliminated.  I so  move. 

The  motion  was  seconded  and  carried. 

We  move  the  acceptance  of  the  report  of  the 
Tuberculosis  Committee.  The  motion  was  sec- 
onded and  carried. 

We  studied  the  report  of  the  Committee  on 
Mental  Health  and  recommend  its  acceptance.  I 
so  move. 

The  motion  was  seconded  and  carried. 

We  recommend  the  acceptance  of  the  report 
of  the  Mental  Health  Liaison  Advisory  Com- 
mittee. I so  move. 

The  motion  was  seconded  and  carried. 
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Your  committee  moves  the  acceptance  of  the 
report  of  the  Diabetes  Committee. 

The  motion  was  seconded  and  carried. 

We  have  reviewed  the  report  of  the  Commit- 
tee on  Blood  and  Blood  Products  and  we  recom- 
mend that  the  report  be  returned  to  the  com- 
mittee for  revision  and  some  factual  figures  on 
this  problem.  I so  move. 

The  motion  was  seconded  and  general  discussion 
disclosed  that  objections  were  raised  to  the  stating 
of  number  of  pints  of  available  blood  in  the  third 
paragraph  of  the  report;  also,  that  in  making  the 
statement  of  the  unit  charge  of  $2.03  it  should  be 
brought  out  that  the  charge  is  for  equipment  and 
not  for  blood. 

The  question  was  called  for  and  the  motion  car- 
ried. 

We  reviewed  the  resolution  and  the  report  of 
the  Polio  Conference  in  Chicago,  and  we  make 
the  following  recommendations: 

1.  Immediate  state-wide  publicity  concerning 
the  wide  acceptance  and  importance  of  im- 
munization with  the  Salk  vaccine  (this  to 
be  carried  out  by  the  Nebraska  State  Medical 
Association’s  Public  Relations  Committee). 

2.  Each  local  society  supplement  the  state-wide 
campaign  with  material  appropriate  for  their 
areas. 

3.  In  general,  this  committee  endorses  the  pa- 
tient-physician relationship  and  recommends 
that  the  vaccine  be  given  in  the  doctor’s  of- 
fice. 

4.  We  urge  the  full  utilization  of  federally  sup- 
plied vaccine,  the  physician  charge  for  his 
services. 

The  chair  suggested  that  each  recommendation  be 
considered  separately,  and  Dr.  Wright  moved  the 
adoption  of  recommendation  No.  1.  The  motion  was 
seconded  and  carried. 

A motion  was  made  by  Dr.  Wright  that  we  ap- 
piove  recommendation  No.  2.  The  motion  was  sec- 
onded and  carried. 

A motion  was  made  by  Dr.  Wright  that  we  adopt 
part  3 of  the  recommendation.  The  motion  was 
seconded  and  carried. 

A motion  was  made  by  Dr.  Wright  that  we  ap- 
prove recommendation  No.  4.  The  motion  was 
seconded  and  discussion  followed. 

General  discussion  ensued  relative  to  the  policy 
adopted  by  the  previous  session  of  the  House  of 
Delegates;  also  the  amount  of  federal  funds  on 
hand  available  to  purchase  the  vaccine,  the  number 
of  doses  this  would  supply,  the  age  groups  affected, 
and  the  methods  used  by  the  State  Department  of 
Health  in  handling  the  federally  supplied  vaccine. 
Dr.  E.  A.  Rogers  was  given  permission  of  the  floor 
and  explained  the  State  Department  of  Health  set- 
up and  policies  concerning  this  program. 

Dr.  Wright,  Chairman,  Reference  Committee  No. 
6,  asked  for  permission  to  revise  recommendation 
No.  4 and  he  and  his  committee  left  the  floor  to  con- 
fer and  write  this  revision. 

Mr.  M.  C.  Smith  was  given  permission  of  the 
floor  and  reviewed  the  legislative  picture  as  it  per- 
tained to  the  medical  care  aspects  of  pending  legis- 
lation. He  again  called  attention  to  the  resolution 
adopted  by  the  House  in  the  morning  session  and 
explained  fully  the  purpose  of  this  resolution. 


Dr.  Wright  was  again  given  permission  of  the 
floor  and  read  the  following  revision  of  recommenda- 
tion No.  4: 

4.  We  urge  the  utilization  of  federally  supplied 
vaccine,  the  physician  to  charge  for  his  serv- 
ices. 

It  shall  be  our  policy  to  discontinue  the  use 
of  all  Federal  funds  related  to  the  poliomyel- 
itis immunization  program  as  of  June  30, 
1957.  At  that  time  private  physicians  or 
local  organized  public  health  agencies  will 
assume  responsibility  for  the  immunization 
of  all  indigent  private  patients. 

Mr.  Speaker,  I move  the  adoption  of  this  part 
of  the  report. 

The  motion  was  seconded,  and  further  discussion 
ensued. 

The  question  was  called  for  and  the  motion  was 
lost. 

A motion  was  made  and  seconded  that  we  approve 
the  first  three  recommendations  of  the  report.  The 
motion  carried. 

A motion  was  made  to  approve  the  entire  report 
of  Reference  Committee  No.  6.  The  motion  was  sec- 
onded and  carried. 

Dr.  E.  A.  Rogers  was  again  called  upon  to  answer 
questions  from  the  floor  relative  to  the  polio  pro- 
gram. 

A motion  was  made  that  the  House  of  Delegates 
go  on  record  as  giving  Dr.  Rogers  a vote  of  confi- 
dence for  the  manner  in  which  he  has  handled  the 
program.  The  motion  was  seconded  and  unanimous- 
ly carried. 

A motion  was  made  to  adjourn  which  was  second- 
ed and  carried. 

ROLL  CALL  OF  THE  HOUSE  OF  DELEGATES 
February  17,  1957 


ADAMS— 

0.  A.  Kostal,  Hastings  (D) ^ P 

BOONE— 

Roy  James  Smith,  Albion  (D) P 

William  Fitch,  Albion  (A) 

BOX  BUTTE— 

W.  L.  Howell,  Hyannis  (D) 

BUFFALO— 

Wm.  Nutzman,  Kearney  (D) P 

BURT— 

L.  Morrow,  Tekamah  (D) P 

1.  Lukens,  Tekamah  (A) 

BUTLER— 


W.  C.  Niehaus,  David  City  (D) 
D.  E.  Burdick,  David  City  (A) 
CASS— 


R.  R.  Andersen,  Nehawka  (D) P 

L.  S.  Pucelik,  Plattsmouth  (A) 

FIVE  COUNTY  (CEDAR,  DIXON,  DAKOTA, 

THURSTON,  WAYNE)  — 

D.  O.  Craig,  Winside  (D) P 


Chas.  Muffly,  Pender  (A) 

F.  P.  Dorsey,  Jr.,  Hartington  (D) 

H.  J.  Billerbeck,  Randolph  (A) 

L.  T.  Gathman,  South  Sioux  City  (D) 
R.  E.  Bray,  Ponca  (A) 

CHEYENNE,  KIMBALL  & DEUEL— 

J.  E Thayer,  Sidney  (D) 

C.  Cornelius,  Sidney  (A) 

clayBJI  . I I HHj  . p 


R.  G.  Gel  wick,  Sutton  (D) P 

H.  V.  Nuss,  Sutton  (A) 

COLFAX— 

Geo,  L.  John,  Schuyler  (D) P 

H.  Dey  Myers,  Schuyler  (A) 

CUSTER— 

R.  D.  Bryson,  Calloway  (D) 

Ted  Koefoot,  Jr.,  Broken  Bow  (A) P 

DAWSON— 

R.  S.  Wycoff,  Lexington  (D) P 

DODGE— 

R.  C.  Reeder,  Fremont  (D) 

D.  B.  Wengert,  Fremont  (A) P 
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FILLMORE— 

A.  A.  Ashby,  Geneva  (D) P 

V.  S.  Lynn,  Geneva  (A) 

FRANKLIN— 

L.  S.  McNeill,  Campbell  (Dl P 

W.  A.  Doering,  Franklin  (A) 

FOUR  COUNTY— 

Otis  W.  Miller,  Ord  (D) P 

Roy  S.  Cram,  Burwell(A) 

GAGE— 

C.  T.  Frerichs,  Beatrice  (D) 

C.  R.  Brott,  Beatrice  (A) P 

GARDEN-KEITH-PERKINS— 

E.  B.  Mullinaux,  Big  Springs  (D) P 

R.  C.  Chase,  Ogallala  (A) 

HALL— 

W.  G.  Bosley,  Grand  Island  (D) P 

J.  R.  Wells,  Grand  Island  (A) 

HAMILTON— 

O.  M.  Troester,  Hampton  (D) P 


J.  M.  Woodard,  Aurora  (A)  — 
HARLAN— 

John  G.  Minder,  Alma  (D) 

Hiram  R.  Walker,  Alma  (A) 

HOLT  & NORTHWEST— 

James  Ramsley,  Atkinson  (D) 

N.  P.  McKee,  Atkinson  (A) 

HOWARD— 

J.  Y.  Racines,  Palmer  (D) 

R.  W.  Hanisch,  St.  Paul 

JEFFERSON— 

K.  J.  Kenney,  Fairbury  (D)__ 

R.  L.  Cassel,  Fairbury  (A) 

JOHNSON— 

L.  J.  Chadek,  Tecumseh  (D)_ 
J.  C.  Schutz,  Tecumseh  (A)__ 

LANCASTER— 


John  R.  Curry,  Lincoln  (D) P 

Maurice  D.  Frazer,  Lincoln  (A) 

E.  T.  Hobbs.  Lincoln  (D) P 

Horace  V.  Munger,  Lincoln  (A) 

John  T.  McGreer,  Jr.,  Lincoln  (D) P 

J.  C.  Peterson,  Lincoln  (A) 

K.  T.  McGinnis,  Lincoln  (D) P 

John  G.  Wiedman,  Lincoln  (A) 

LINCOLN— 

Nicholas  Chick,  North  Platte  (D) 


O.  C.  Kreymborg,  North  Platte  (A) 


MADISON  SIX— 

W.  D.  Hansen,  Wisner  (D) P 

R.  S.  Kelley,  Beemer  (A) 

W.  I.  Devers,  Pierce  (Dl 

M.  A.  Johnson,  Plain  view  (A) P 

G.  B.  Salter,  Norfolk  (D) P 


E.  W.  Carlson,  Newman  Grove  (A) 

H.  S.  Tennant,  Stanton  (D) 

R.  H.  Kohtz,  Bloomfield  (D) 

R.  L.  Tollefson,  Wausa  (A) 

F.  C.  McClanahan,  Neligh  (D) 

D.  J.  Peetz,  Neligh  (A) 

MERRICK— 

R.  R.  Douglas,  Clarks  (D) 

E.  T.  Zikmund,  Central  City  (A) 

NANCE— 

J.  C.  Maly,  Fullerton  (D) 

K.  R.  Dalton,  Genoa  (A) 

NEMAHA— 


John  R.  Thompson,  Auburn  (D) P 

F.  M.  Tushla,  Auburn  <"A) 

NOORTHWEST  NEBRASKA— 

NUCKOLLS— 

Donald  R.  Marples,  Nelson  (D) P 

Byron  L.  Brown,  Superior  (A) 

OMAHA-DOUGLAS— 

J.  J.  O’Neil,  Omaha  (D) P 

J.  E.  Sobota,  Omaha  (A) 

W.  J.  Reedy,  Omaha  (D) . 

R.  O.  Crotty,  Omaha  (A1 P 

W.  D.  Wright,  Omaha  (D) P 

J.  D.  Coe,  Omaha  (A) 

A.  E.  Freed,  Omaha  (D) P 

Harry  McFadden,  Omaha  (A) 

A.  J.  Offerman,  Omaha  (D) 

R.  J.  Fangman.  Omaha  (A) P 

R.  L.  Egan,  Omaha  (D) P 

Maurice  Stoner,  Omaha  (A1 

John  Rru«h.  Omaha  (D) P 

C.  A.  McWhorter.  Omaha  (A) 

J.  R.  Schenken,  Omaha  (D) 

Richard  Smith,  Omaha  (A) P 

D.  J.  Bucholz.  Omaha  (D)_ P 

Arthur  Ahts,  Omaha  (A) 

OTOE— 

T.  L.  Weekes,  Nebraska  City  (D) P 

D.  D.  Stonecypher,  Nebraska  City 


PAWNEE— 

H.  C.  Stewart,  Pawnee  City  (D) 
A.  B.  Anderson,  Pawnee  City  (A) 


PHELPS— 

PLATTE 

E.  E.  Koebbe,  Columbus  (D) P 

H.  D.  Kuper,  Columbus  (A) 

POLK— 

H.  S.  Eklund,  Osceola  (D) P 

C.  L.  Anderson,  Stromsburg  (A) 

RICHARDSON— 

Wm.  Glenn,  Falls  City  (D) 

Wm.  Shook,  Shubert  (A) 

SALINE— 

P.  J.  Huber,  Crete  (D) P 

L.  W.  Forney,  Crete  (A) 

SAUNDERS— 

SCOTTS  BLUFF— 

C.  N.  Sorensen,  Scottsbluff  (Dl P 

E.  J.  Loeffel,  Mitchell  (A) 

SEWARD— 

Ray  Hill,  Seward  (D) P 

John  Posey,  Seward  (A) - 

SOUTHWEST  NEBRASKA— 

Fay  Smith,  Imperial  (D) P 

THAYER— 

L.  G.  Bunting,  Hebron  (D) P 

R.  E.  Penry,  Hebron  (A) 

WASHINGTON— 

R.  F.  Seivers,  Blair  (D) P 

W.  E.  Goehring,  Blair  (A) 

YORK— 

R.  E.  Harry,  York  (D) P 

Harold  Friesen,  Henderson  (A) 

Fritz  Teal,  M.D.,  Lincoln P 

Speaker,  House  of  Delegates 
J.  B.  Christensen,  M.D.,  Omaha P 


Vice  Speaker,  House  of  Delegates 

THIS  YEAR  IN  CONGRESS 

(Continued  from  page  154) 

ation.  While  each  proposal  is  founded  upon 
presumption  of  need,  almost  all  merge  into 
one  great  stream  flowing  toward  the  ocean 
of  Socialism. 

It  does  not  require  an  astute  mind  to  un- 
derstand that  the  flood  of  “health-medical” 
bills  into  each  Congress  supports  the  “piece- 
meal” effort  to  establish  national  compul- 
sory “social  security”  medicine.  As  Mar- 
jorie Shearon  remarks  in  Challenge  to  So- 
cialism, “regardless  of  changes  in  Adminis- 
tration and  shifts  in  emphasis,  the  same 
small  group  of  planners  still  runs  our  lives 
and  pushes  us  down  the  road  to  Socialism.” 

The  year  1950  marked  the  change  in  tac- 
tics of  the  planners  from  a frontal  attack 
demanding  all-out  social  medicine  to  the 
“piecemeal”  plan.  It  also  marked  the  be- 
ginning of  consolidation  of  the  advances  ( ? ) 
by  bringing  indigent  medical  care  into  the 
social  security  system.  Last  year,  1956,  was 
a banner  year  in  which  the  enactment  of 
H.R.  7225  cemented  the  gains  of  the  previ- 
ous six  years  by  authorizing  cash  disability 
benefits  and  medical  certification  of  perma- 
nent and  total  disability. 

Those  of  us  who  still  retain  some  hope  of 
defeating  or  of  limiting  the  march  toward 
Socialism,  must  watch  carefully  and  act 
boldly  to  help  defeat  bills  that  promote  fur- 
ther intrusion  into  the  private  practice  of 
medicine. 
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Know  Your 
Blue  Shield  Plan 


WHAT  MAKES  BLUE  SHIELD 
DIFFERENT? 

One  frequently  hears  doctors  ask,  “Isn’t 
Blue  Shield  just  ‘another  insurance  compa- 
ny’?” This  question  usually  comes  from  a 
member  of  the  generation  of  new  doctors 
who  have  come  into  practice  since  the  early 
‘40’s,  and  who  know  little  of  the  desperate 
challenge  that  gave  rise  to  the  Blue  Shield 
idea  and  the  hard  work  with  which  its  ac- 
coucheurs gave  it  birth. 

Blue  Shield  represents  a vast  and  trium- 
phant effort  on  the  part  of  American  medi- 
cine to  prove  to  the  people  of  the  United 
States  that,  with  their  help,  their  doctors 
can  solve  urgent  problems  of  medical  eco- 
nomics without  governmental  interference 
or  dictation.  Blue  Shield  was  created  at  a 
time  when  the  insurance  industry  questioned 
the  actuarial  feasibility  of  voluntary  medical 
care  insurance  on  any  large  scale,  and  even 
many  doctors  feared  that  a voluntary  pro- 
gram would  inevitably  lead  to  a compulsory 
health  insurance  system  under  government 
auspices. 

Blue  Shield  has  little  in  common  with 
commercial  accident  and  health  insurance 
beyond  the  fact  that  it  utilizes  actuarial  prin- 
ciples. Where  the  insurance  company  under- 
writes selected  groups  to  produce  a profit, 
Blue  Shield,  reflecting  the  service  ideals  of 
the  medical  profession,  makes  its  services 
available  to  the  entire  community,  at  rates 
based  on  the  needs  and  experience  of  the 
community  — including  most  particularly 
those  people  in  the  low  income  groups  who 
most  need  medical  prepayment  protection. 

Where  commercial  insurance  companies 
offer  cash  allowances  which  may  or  may  not 
have  any  relation  to  the  doctor’s  normal 
charge  for  his  services,  Blue  Shield’s  sched- 
ules of  payment  are  negotiated  and  approved 
by  the  local  medical  profession.  In  most 
areas  Blue  Shield  benefits  take  the  form  of 
fully  paid  professional  services,  through  the 
cooperation  of  the  “participating  physi- 
cians.” Even  where  “service  benefits”  are 
not  provided  by  formal  agreement  of  the  doc- 
tors, Plan  schedules  generally  attempt  to 
approximate  the  normal  charges  of  the  local 
physicians  for  services  rendered  people  in 


the  lower  income  brackets,  and  the  local 
physicians  frequently  accept  these  fees  as 
full  payment. 

Blue  Shield  Plans  are  distinguished  by 
non-profit  operation,  which  means  that  their 
only  purpose  is  service  to  the  people  and 
their  doctors.  Nonprofit  operation  also 
means  that  all  the  funds  contributed  by  the 
subsribers  are  available  for  payment  of 
benefits,  with  a minimum  retained  for  ac- 
tual operating  costs  and  reserves  for  future 
claims. 

Over  and  above  all  requirements  of  state 
law,  Blue  Shield  Plans  are  required  to  main- 
tain strict  “membership  standards”  in  order 
to  use  the  name  and  symbol  “Blue  Shield.” 
These  standards  provide  that  the  Plan  must 
have  the  continuous  approval  of  the  local 
medical  society;  must  render  an  annual  re- 
port to  the  society;  and  must  secure  the 
formal  participation  of  at  least  51  per  cent 
of  all  the  physicians  in  the  Plan  area. 

Blue  Shield  utilizes  insurance  principles, 
but,  because  of  the  participation  of  the  great 
majority  of  American  physicians,  it  is  able 
to  transcend  the  limits  of  insurance — to  be- 
come a true  community  service  on  behalf  of 
America’s  physicians. 

“THE  PHYSICIAN’S  OBLIGATION 
TO  SOCIETY” 

By  Elmer  Hess,  M.D.,  Erie,  Pa.,  reprinted 
from  the  January  12th  issue  of  The  Journal  of  the 
American  Medical  Association 

Without  Blue  Shield  and  Blue  Cross  and 
other  insurance  programs  our  hospitals  and 
ourselves  would  be  hard  put  to  render  the 
services  that  these  two  organizations  have 
made  possible.  Since  we  have  accepted  the 
insurance  principle,  many  patients  who  pre- 
viously would  be  nonpaying  patients  have 
had  their  bills  at  least  partially  paid,  and 
I am  rather  intolerant  of  the  physician  who 
is  not  a participating  member  of  Blue  Shield 
and  who  complains  when  Blue  Shield  pays 
the  patient  and  not  him  directly.  I also  am 
intolerant  of  the  physician  who  in  defense 
of  his  attitude  in  not  being  a participating 
member  says  with  a loud  voice,  “Nobody  is 
going  to  tell  me  what  to  charge.”  I am  out- 
spoken enough  to  say  the  physician  who 
takes  such  an  attitude  is  primarily  interest- 
ed not  in  service  but  in  money.  Today’s  pro- 
fessional freedom  to  be  a private  practition- 
er of  medicine  instead  of  a slave  of  govern- 
ment is  due  solely  to  Blue  Shield — the  physi- 
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cians’  answer  to  socialized  medicine.  For- 
give me  if  I offend,  but  sometimes  the  truth 
hurts,  and  I am  so  jealous  of  the  good  name 
and  the  freedom  of  our  profession. 

“THE  DOCTOR  SETS  THE  PACE 
FOR  BLUE  SHIELD” 

Reprinted  from  January  19th  issue  of 
American  Medical  Association  Journal 

Blue  Shield  continues  to  pioneer  in  the  de- 
velopment of  voluntary  prepaid  medical 
care. 

Now  serving  more  than  37  million  Ameri- 
cans, Blue  Shield  Plans  are  guided  by  doc- 
tors, through  the  state  or  county  medical 
societies  which  sponsor  or  approve  the  Plans. 

BLUE  SHIELD  sets  the  pace  for  volun- 
tary medical  care  protection  . . . but  remem- 
ber, the  doctor  sets  the  pace  for  Blue  Shield. 

The  Woman's  Auxiliary 

THIRTY-SECOND  ANNUAL  MEETING  OF  THE 
WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  the  Hotel  Pax- 
ton beginning  Monday  afternoon,  May  13th.  Regis- 
tration will  also  be  at  the  Sheraton-Fontenelle  Ho- 
tel, Tuesday  morning,  May  14th,  and  at  the  Black- 
stone  Hotel,  Wednesday,  May  15th. 

PROGRAM 


Luncheon — Guest  Speaker 
Fashion  Show  — Douglas  County  Aux- 
iliary 

7 :00  Banquet 

Thursday,  May  16,  1957 

9 :30  a.m.  Post  Convention  Executive  Board  Meet- 
ing 

No  Host  Breakfast — Hotel  Paxton 
Mrs.  R.  Brady,  presiding 

CONVENTION  COMMITTEES 
Hostess  Auxiliary — Douglas  County 

General  Chairman Mrs.  Robert  E.  Lovgren 

Registration Mrs.  C.  R.  Hankins 

Reservation , Mrs.  George  N.  Johnson 

Publicity Mrs.  L.  W.  Lee 

Social Mrs.  F.  0.  Ring 

Flowers Mrs.  Edwin  Lyman 

Fashion  Show Mrs.  John  C.  Kennedy 

Transportation Mrs.  H.  H.  Doolittle 

WHO  MAY  ATTEND 

A cordial  invitation  is  extended  to  ALL  DOC- 
TORS’ WIVES,  whether  or  not  they  are  auxiliary 
members.  Frequently,  auxiliary  interest  and  par- 
ticipation are  sparked  by  attendance  at  the  Conven- 
tion. 

WHO  IS  EXPECTED  TO  ATTEND 

Officers,  Chairmen  of  committees,  Presidents  of 
county  auxiliaries,  and  District  councilors. 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the  ses- 
sions. 

AUXILIARY  PLEDGE 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary  to 
the  American  Medical  Association.  I will  sup- 
port its  activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals. 


Tuesday,  May  14,  1957 
8 :30  a.m.  Registration 

9:00  a.m.  Pre-Convention  Executive  Board  Meet- 
ing, Shertan-Fontenelle  Hotel 
Mrs.  George  E.  Robertson,  presiding 
Reports  of  Officers  and  State  Chairmen 
12  Noon  Luncheon — Sheraton-Fontenelle  Hotel 

Free  Afternoon — 

Golf  and  Bowling 

Tour  to  SAC  and  Boys  Town — Nebras- 
ka State  Medical  Association  and 
the  Woman’s  Auxiliary 

6:30  p.m.  Stagette  Dinner — Omaha  Club,  20th  and 
Douglas  Streets 
Entertainment 


Wednesday,  May  15,  1957 

9:00  a.m.  Annual  Business  Meeting,  Blackstone 
Hotel,  Assembly  Room,  9th  Floor 
Mrs.  George  E.  Robertson,  presiding 
Reports  of  County  Presidents 
Election  and  Installation  of  Officers 
12:15  p.m.  Reception  line  introducing  of  our  Na- 
tional Guest  Speaker,  Mrs.  C.  Rodney 
Stoltz,  Chairman  of  Today’s  Health, 
Woman’s  Auxiliary  to  the  American 
Medical  Association,  Ballroom  of  the 
Blackstone  Hotel 


TO  ALL  DOCTORS’  WIVES 

News  Concerning  Thirty-second  Annual 
Meeting  of  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association 

We  in  Omaha  hope  to  see  all  of  you  Doc- 
tors’ wives  at  the  Convention  here  May  14, 
15,  and  16,  1957.  You  may  register  at  the 
Hotel  Paxton  beginning  Monday  afternoon. 
May  13.  There  will  be  a pre-convention  ex- 
ecutive board  meeting  Tuesday  morning  and 
a luncheon  at  noon  at  the  Sheraton-Fon- 
tenelle Hotel.  In  the  afternoon  you  may  go 
on  a tour  of  SAC  and  Boys  Town  with  your 
husbands.  Tuesday  evening  there  will  be  a 
stagette  dinner  at  the  Omaha  Club. 

On  Wednesday  at  9 a.m.  there  will  be  an 
annual  business  meeting  at  the  Blackstone 
Hotel  with  a luncheon  following  at  12:15 
p.m.  At  that  time  Mrs.  C.  Rodney  Stoltz, 
Chairman  of  Today’s  Health,  will  speak' 
and  there  will  be  a fashion  show.  In  the  eve- 
ning will  be  the  banquet. 
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Thursday  morning  at  9 :30  a.m.  the  post- 
convention executive  board  meeting  will  be 
held  at  the  Paxton  Hotel,  following  a no- 
host breakfast. 

We  hope  to  see  all  of  you  in  May. 

Mrs.  L.  W.  Lee, 

Publicity  Chairman. 

The  Northwest  Nebraska  Medical  Society 
and  the  Woman’s  Auxiliary  held  their  regu- 
lar monthly  meeting  in  Chadron  on  Wednes- 
day evening,  February  13th.  On  this  oc- 
casion the  groups  entertained  the  pre-medic 
students  attending  Chadron  State  College, 
together  with  their  faculty  advisors  and 
their  wives ; fourteen  students,  including  one 
from  Iran,  were  present  for  the  six-thirty 
dinner  at  Helen’s  Cafe,  Chadron.  The  pro- 
gram which  followed  included  an  interesting 
film  “Here’s  Health  the  American  Way.” 

DAWSON  COUNTY  MEDICAL  AUX- 
ILIARY RESOLVES  SUPPORT  OF 
GROUND  OBSERVER  CORPS 

The  members  of  the  Dawson  County  Med- 
ical Auxiliary  made  the  following  resolution 
February  15,  at  their  meeting  in  Lexington 
at  the  home  of  Mrs.  Ray  Wycoff : 

“RESOLVED:  Members  of  the  Dawson 
County  Medical  Auxiliary  will  support  the 
Ground  Observer  Corps  in  their  respective 
towns,  and  each  member  will  volunteer  to 
serve  if  able.” 

The  resolution  was  approved  after  presen- 
tation of  the  program  on  Civil  Defense  and 
the  Ground  Observer  Corps  by  Captain 
Bushong,  Commander  of  the  North  Platte 
Ground  Observer  Corps  Filter  Center,  and 
Sergeant  Bowers,  GOC  Field  Training  Man. 

The  speakers  emphasized  the  importance 
of  the  GOC  post  in  Lexington  and  stressed 
the  necessity  of  its  24-hour  maintenance. 

Mrs.  Ray  Wycoff  announced  plans  to  at- 
tend the  capping  ceremony  in  Lincoln,  Febr. 
17,  of  Dona  Beth  Margritz,  recipient  of  the 
1956  Medical  Auxiliary  Nurses’  Loan  Schol- 
arship Fund. 

Members  present  were : From  Cozad : Mrs. 
Charles  Sheets,  Mrs.  Charles  Hranik;  from 
Gothenburg:  Mrs.  B.  W.  Pyle,  Mrs.  F.  Har- 
vey; from  Lexington:  Mrs.  Ray  Wycoff, 
Mrs.  V.  D.  Norall,  Mrs.  Arthur  Anderson, 
Mrs.  P.  B.  Olsson,  Mrs.  D.  A.  McGee,  Mrs. 
Wm.  B.  Long. 


PRE-CONVENTION  EXECUTIVE 
BOARD  MEETING 

The  Pre-Convention  Executive  Board  Meeting  of 
the  Woman’s  Auxiliary  to  the  Nebraska  State  Medi- 
cal Association  was  held  on  May  15,  1956,  at  the 
Cornhusker  Hotel  and  convened  at  9:30  a.m.  The 
meeting  was  called  to  order  by  Mrs.  L.  E.  Sharrar, 
president.  Mrs.  P.  0.  Marvel  gave  the  invoca- 
tion. Roll  call  was  answered  by  10  officers,  11 
committee  chairman,  1 director,  2 councilors,  and 
5 county  presidents. 

Mrs.  Hustead,  parliamentarian,  explained  the  par- 
liamentary procedure  regarding  motions,  etc. 

Mrs.  Sharrar  announced  that  the  minutes  of  the 
30th  annual  meeting,  the  post-convention  and  fall 
board  meeting  had  been  published  in  the  April  is- 
sue of  the  Nebraska  State  Medical  Journal  and 
would  not  be  read.  They  were  accepted  without  cor- 
rections. 

Mrs.  George  Covey  gave  the  audited  treasurer’s 
report,  which  was  placed  on  file.  Bills  presented 
were  allowed. 

Mrs.  Offerman  reported  that  she  and  Mrs.  Brady 
audited  the  treasurers’  books  and  found  them  to  be 
in  order.  Motion  was  made  by  Mrs.  Travnicek  and 
seconded  by  Mrs.  Cherry  that  the  report  of  the  au- 
ditors be  accepted.  Motion  carreid. 

Mrs.  Offerman  made  the  following  motion  in  con- 
junction with  the  report  on  finance:  “I  move 

therefore,  that  the  Executive  Board  recommend 
that  the  foregoing  proposed  budget — 1956-1957 — 
be  received  and  approved  at  the  annual  business 
meeting  this  afternoon;  and  that  the  sum  of  $150, 
heretofore  referred  to  as  the  ‘Sinking  Fund,’  be 
abolished  as  such  and  this  sum  be  used  to  purchase 
United  States  Government  Bonds  to  be  added  to 
the  reserve  fund.”  Motion  was  seconded  by  Mrs. 
Garlinghouse. 

Mrs.  R.  R.  Brady  took  the  chair  while  Mrs.  Shar- 
rar gave  her  report. 

Motion  was  made  by  Mrs.  Marvel  and  seconded 
to  the  effect  that  Douglas  County  auxiliary  and 
Lancaster  County  auxiliary  furnish  the  nominating 
Committee  with  the  names  of  available  members 
when  it  happens  to  be  their  turn  to  furnish  the  state 
auxiliary  with  a 2nd  vice  president.  Motion  car- 
ried. 

Mrs.  Dwight  Cherry  moved  that  the  president- 
elect accompany  the  president  on  out-of-state  trips 
for  purposes  of  familiarizing  the  president-elect 

with  conditions  and  procedures.  Motion  was  sec- 
onded and  carried. 

The  following  reports  were  given  by  officers  and 
chairmen  of  Standing  Committees: 

Mrs.  Howard  Mitchell Convention  Chairman 

Mrs.  R.  R.  Brady Organization 

Mrs.  Maynard  Wood Members  at  Large 

Mrs.  W.  W.  Carveth Historian 

Mrs.  Isaiah  Lukens Advisor  (not  here) 

Mrs.  F.  G.  Travnicek Program 

Mrs.  Warren  Bosley Legislative 

Mrs.  Don  Purvis Publicity 

Mrs.  R.  E.  Harry Nurse  Recruitment 

Mrs.  Edwin  Lyman Today’s  Health  (no  report) 

Mrs.  R.  B.  Rundquist Public  Relations 

Mrs.  Hiram  Hilton Bulletin 

Mrs.  H.  D.  Runty Civil  Defense  (read  by  sec’y) 

Mrs.  R.  E.  Garlinghouse Newsletter 
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Mrs.  J.  P.  Tollman A.M.E.F. 

Mrs.  Kenneth  Muehlig Mental  Health 

Mrs.  Dwight  Cherry -Resolutions  and  Revisions 

The  following  motion  in  regard  to  A.M.E.F.  was 
made  by  Mrs.  Gatewood  and  seconded  by  Mrs.  Mar- 
vel: “I  move  that  the  treasurer  he  directed  to  make 
the  gift  of  $600  to  the  American  Medical  Educa- 
tion Foundation,  properly  earmarked  so  that  Creigh- 
ton Medical  School  and  the  University  of  Nebraska 
Medical  School  each  receive  $300.  Motion  carried. 

It  was  moved  and  seconded  that  the  printed  pro- 
gram be  accepted  as  the  official  convention  pro- 
gram. 

Mrs.  Iobertson  gave  a report  of  her  year’s  activ- 
ities and  thanked  Mrs.  Sharrar  for  the  help  given 
her. 

Mrs.  Sharrar  announced  that  county  presidents’ 
reports  would  be  given  at  the  general  meeting  in 
the  afternoon. 

The  secretary  read  a letter  from  Mrs.  John  An- 
derson of  Grand  Island  relative  to  their  auxiliary 
situation.  Mrs.  Sharrar’s  reply  to  Mrs.  Anderson 
was  also  read. 

Mrs.  Sharrar  announced  that  Mrs.  Gastineau, 
A.M.E.F.  Chairman,  will  be  our  guest  and  will  ar- 
rive at  noon  today. 

Members  were  urged  to  help  themselves  to  the 
pamphlets  on  the  table. 

Mrs.  Sharrar  asked  for  the  names  of  members 
who  died  during  the  year,  and  if  there  are  any 
others  the  names  should  be  given  to  Mrs.  Marvel. 

The  general  meeting  will  convene  at  1:00  p.m. 
in  rooms  901-921. 

A motion  for  adjournment  was  made  by  Mrs. 
Travnicek,  seconded  by  Mrs.  Harry  and  carried. 
May  15,  1956. 

Respectfully  submitted, 

RUTH  M.  TANNER, 
Recording  Secretary. 

THIRTY-FIRST  ANNUAL  BUSINESS 
MEETING 

The  Thirty-first  Annual  Meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  Associa- 
tion was  called  to  order  by  the  president,  Mrs.  L. 
E.  Sharrar,  on  Tuesday,  May  15,  at  1:00  p.m.,  at 
the  Cornhusker  Hotel,  Lincoln.  The  invocation  was 
given  by  Mrs.  P.  O.  Marvel.  The  Auxiliary  Pledge 
was  repeated  by  the  members. 

Mrs.  Sharrar  welcomed  the  members  to  the  31st 
Annual  Business  Meeting  and  thanked  the  conven- 
tion committee  for  their  help  in  planning  the  con- 
vention program. 

The  Chaplain,  Mrs.  Marvel,  conducted  a memorial 
service  for  two  deceased  members  of  the  Auxiliary: 
Mrs.  R.  T.  Smith  of  Lincoln  and  Mrs.  Leo  Delaney 
of  Omaha. 

Past  state  presidents,  councilors  and  members-at- 
large  were  recognized.  Mrs.  Mitchell,  convention 
chairman,  was  introduced  and  she  outlined  the  pro- 
gram for  the  convention. 

Mrs.  Hustead  explained  the  parliamentary  proce- 
dure regarding  motions,  etc. 

The  minutes  of  the  30th  Annual  Meeting,  the 
Post-Convention  and  Fall  Board  Meeting  were  pub- 
lished in  the  April  issue  of  the  Nebraska  State 
Medical  Journal  and  will  not  be  read.  They  were 


accepted  without  corrections.  Minutes  of  the  Pre- 
Convention  Board  Meeting  were  read  and  approved. 

A letter  from  Mrs.  George  Turner,  our  guest 
speaker  at  our  convention  last  year,  was  read  by 
the  secretary. 

Mrs.  George  Covey  gave  the  treasurer’s  report, 
which  was  placed  on  file.  Motion  was  made  by 
Mrs.  Marvel,  seconded  by  Mrs.  Garlinghouse,  that 
all  further  bills  be  allowed.  Motion  carried. 

Motion  was  made  by  Mrs.  Offerman,  seconded  by 
Mrs.  Stein,  that  the  treasurer’s  books  had  been 
audited  and  found  to  be  correct.  Motion  carried. 

Mrs.  Offerman  gave  the  Financial  Report  and 
Budget  for  1956-1957  and  made  the  following  mo- 
tion: “I  move  therefore,  that  the  Executive  Board 

recommend  that  the  foregoing  proposed  Budget, 
1956-1957,  be  received  and  approved  at  the  Annual 
Business  Meeting;  and  that  the  sum  of  $150,  here- 
tofore referred  to  as  the  ‘Sinking  Fund,’  be  abol- 
ished as  such,  and  this  sum  be  used  to  purchase 
United  States  Government  Bonds  to  be  added  to 
the  reserve  fund.”  Motion  was  seconded  by  Mrs. 
Ferciot  and  carried. 

The  following  officers  and  chairmen  gave  re- 
ports : 

Mrs.  Howard  Mitchell Convention  Chairman 

Mrs.  R.  R.  Brady Organization 

Mrs.  Maynard  Wood Members  at  Large 

Mrs.  W.  W.  Carveth Historian 

Mrs.  Isaiah  Lukens Advisor 

Mrs.  F.  G.  Travnicek Program 

Mrs.  Warren  Bosley Legislative 

Mrs.  Don  Purvis Publicity 

Mrs.  R.  E.  Harry Nurse  Recruitment 

Mrs.  Edwin  Lyman Today’s  Health  (no  report) 

Mrs.  R.  B.  Rundquist Public  Relations 

Mrs.  Hiram  Hilton Bulletin 

Mrs.  H.  D.  Runty Civil  Defense  (read) 

Mrs.  R.  E.  Garlinghouse Newsletter 

Mrs.  J.  P.  Tollman A.M.E.F. 

Mrs.  Kenneth  Muehlig Mental  Health 

Mrs.  Dwight  Cherry Resolutions  and  Revisions 

Motion  was  made  by  Mrs.  Muehlig,  seconded  by 
Mrs.  Wood  that  the  foregoing  reports  be  accepted 
as  read.  Motion  carried. 

The  following  motion  in  regard  to  A.M.E.F.  was 
made  by  Mrs.  Gatewood  and  seconded  by  Mrs. 
Brady:  “I  move  that  the  treasurer  be  directed  to 
make  the  gift  of  $600  to  the  American  Medical  Edu- 
cation Foundation,  properly  earmarked  so  that 
Creighton  Medical  School  and  the  University  of 
Nebraska  Medical  School  each  receive  $300.”  Mo- 
tion carried. 

Reports  given  by  county  presidents  are  as  fol- 
lows: 

Adams — Mrs.  Geo.  Pinney,  Hastings 
Buffalo  Co. — Mrs.  R.  D.  Johnson,  Kearney 
Dawson  Co. — Mrs.  C.  E.  Hranac,  Sozad 
Douglas  Co. — Mrs.  J.  W.  Gatewood,  Omaha 
Fillmore- Saline — Mrs.  F.  G.  Travnicek,  Wilber 
Four-County — Mrs.  Otis  Miller,  Ord 
Holt  N.W. — Mrs.  J.  P.  Brown,  O’Neill 
Kimball-Cheyenne-Deuel — Mrs.  James  Thayer, 
Sidney 

Lancaster — Mrs.  Howard  Mitchell,  Lincoln 
Scottsbluff — Mrs.  Ted  Riddell,  Scottsbluff 
6th  Councilor  Dist. — Mrs.  P.  O.  Marvel,  Giltner 
Tri  Co.  No.  1 — Mrs.  John  Anderson,  Gr.  Island 
Tri  Co.  No.  2 — Mrs.  E.  F.  Malloy,  Fremont 
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Gage  Co. — Mrs.  Wayne  Waddell,  Beatrice 
Northwest  Med. — Mrs.  R.  R.  Brady 

Moved  by  Mrs.  Robertson  and  seconded  by  Mrs. 
Garlinghouse  that  the  above  reports  be  accepted 
as  read.  Motion  carried. 

Motion  was  made  by  Mrs.  Marvel  and  seconded 
to  the  effect  that  Douglas  County  auxiliary  and 
Lancaster  County  auxiliary  furnish  the  Nominating 
Committee  with  the  names  of  available  members 
when  it  happens  to  be  their  turn  to  furnish  the 
state  auxiliary  with  a 2nd  vice  president.  After 
considerable  discussion,  motion  was  carried. 

Mrs.  Dwight  Cherry  moved  that  the  president- 
elect accompany  the  president  on  out-of-state  trips 
for  purposes  of  familiarizing  the  president-elect 
with  conditions  and  procedures.  Motion  was  sec- 
onded by  Mrs.  Offerman  and  carried. 

Mrs.  Sharrar  announced  that  anyone  attending 
the  national  convention  in  Chicago  in  June  should 
contact  Mrs.  Robertson  so  that  we  will  have  our  al- 
lotment of  delegates  at  the  convention. 

Mrs.  P.  0.  Marvel,  chairman  of  the  nominating 
committee,  presented  the  following  slate  of  officers 
for  the  coming  year: 

President Mrs.  George  Robertson 

President-Elect Mrs.  R.  R.  Brady 

1st  Vice  President Mrs.  Maynard  Wood 

2nd  Vice  President Mrs.  C.  H.  Farrell 

Treasurer Mrs.  George  Covey 

Recording  Secretary Mrs.  Edwin  Lyman 

Corresponding  Sec’y Mrs.  J.  M.  Christelieb 

Two  Year  Directors Mrs.  C.  Fred  Ferciot 

and  Mrs.  C.  R.  Brott 

One  Year  Directors Mrs.  R.  H.  Kohtz 

and  Mrs.  Earl  Leininger 

A motion  was  made  by  Mrs.  Ferciot,  seconded 
by  Mrs.  Marvel,  and  carried  that  the  secretary  cast 
a unanimous  ballot  for  the  above  slate. 

Mrs.  Marvel  then  installed  the  new  officers  and 
Mrs.  Sharrar  presented  Mrs.  Robertson  with  the 
auxiliary  pin. 

Mrs.  Robertson  then  gave  a brief  message  of 
thanks  and  a pledge  of  service  to  the  auxiliary. 

There  being  no  further  business,  motion  to  ad- 
journ was  made  by  Mrs.  Brady,  seconded  by  Mrs. 
Wood  and  carried. 

May  15,  1956 

Respectfully  submitted, 

RUTH  M.  TANNER, 
Recording  Secretary. 

POST  CONVENTION  EXECUTIVE 
BOARD  MEETING 

Following  a no-host  breakfast  at  the  Cornhusker 
Hotel,  Lincoln,  Nebraska,  the  officers,  chairmen  and 
directors  of  the  Woman’s  Auxiliary  to  the  Nebras- 
ka State  Medical  Association,  together  with  the 
county  presidents  and  district  councilors,  met  in  a 
post-convention  session,  May  17,  1956.  Guests  at 
the  meeting  were  Mrs.  Frank  Gastineau,  Indian- 
apolis, Indiana,  chairman  of  the  American  Medical 
Education  Foundation  committee  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
and  Dr.  and  Mrs.  J.  M.  Woodward,  Lincoln,  Ne- 
braska. Dr.  Woodward  came  to  greet  the  members 
of  the  executive  board  as  the  new  president  of  the 
Nebraska  State  Medical  Association. 

Mrs.  George  E.  Robertson,  Omaha,  president  of 


the  auxiliary,  opened  the  meeting  and  welcomed  all 
members  to  the  board.  She  stated  her  intention 
to  accept  the  obligations  of  her  office  and  to  co- 
operate with  all  members  in  extending  the  objectives 
of  the  auxiliary.  The  chaplain,  Mrs.  P.  0.  Marvel, 
Giltner,  asked  for  guidance  and  blessing  in  our  en- 
deavors and  together  the  board  repeated  the  Aux- 
iliary Pledge. 

Due  to  the  absence  of  the  recording  secretary, 
Mrs.  Edwin  Lyman,  the  president  appointed  Mrs. 
James  Donelan  to  act  as  secretary  for  the  meeting. 

Roll  call  was  answered  by  ten  officers,  eleven 
committee  chairmen,  seven  county  presidents,  five 
district  councilors  and  three  directors,  totaling 
thirty-six  members. 

Minutes  of  the  pre-convention  board  meeting  and 
the  annual  meeting  of  May  15th  will  be  published 
in  the  Journal  of  the  Nebraska  State  Medical  As- 
sociation. 

Mrs.  George  Covey,  Lincoln,  gave  the  treasurer’s 
report.  The  1956  convention  bills  totalling  $91.10 
were  allowed.  A working  balance  of  $759.18  was 
reported. 

Credential  cards  for  delegates  to  the  National 
Convention  of  the  Auxiliary  to  the  American  Med- 
ical Association,  June  11  through  15,  Chicago,  Illi- 
nois, were  presented.  Delegates  announced  were 
Mrs.  George  Covey,  Mrs.  J.  M.  Woodward  and  Mrs. 
George  Robertson. 

Committee  reports  by  the  chairmen  were  as  fol- 
lows : 

Mrs.  Hiram  Hilton,  Lincoln,  recommended  the 
Bulletin  as  a necessary  guide  to  all  board  members 
and  accepted  their  subscriptions.  She  recommend' 
ed  gift  copies  for  all  new  officers. 

Mrs.  James  Donelan,  Omaha,  encouraged  assist- 
ance to  the  American  Medical  Education  Founda- 
tion through  the  memorial  gifts  of  money.  She 
explained  that  local  chairmen  or  the  state  chair- 
man should  receive  the  cash  or  check  and  credit 
it  to  the  medical  college  of  the  sender’s  choice. 
His  contribution  would  be  acknowledged  and  a 
memorial  card  sent,  at  his  direction,  to  the  bereaved 
family.  Medical,  hospital  and  faculty  auxiliaries 
were  also  encouraged  to  continue  their  fund  rais- 
ing projects  in  behalf  of  A.M.E.F.  Mrs.  Frank 
Gastineau,  guest  of  the  convention,  spoke  spiritedly 
on  the  necessity,  progress  and  record  of  achieve- 
ment since  the  establishment  of  the  national  com- 
mittee and  commended  Nebraska  for  its  enviable 
record.  She  emphasized  the  importance  of  con- 
tinued support.  It  was  recommended  that  the 
chairman  prepare  an  article  on  A.M.E.F.  for  the 
September  issue  of  the  Journal  of  the  Nebraska 
State  Medical  Association. 

Mrs.  R.  H.  Sievers,  Blair,  described  the  growing 
plans  for  preparedness  in  Civil  Defense.  She  urged 
the  membership  to  set  an  example  of  personal  pre- 
paredness. 

Mrs.  Warren  Bosley,  Grand  Island,  recommended 
one  study  meeting  on  legislation  in  each  county 
auxiliary.  She  quoted  from  the  January  issue  of 
Medical  Economics  and  announced  that  reprints  are 
available  on  legislation,  proposed  and  passed. 

Mrs.  Arthur  Offerman,  Omaha,  read  the  proposed 
financial  budget  and  had  copies  available.  The  pro- 
posed budget  was  accepted. 

Mrs.  G.  Kenneth  Muehlig,  Omaha,  proposed  we 
take  positive  steps  in  Mental  Health  Education, 
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such  as  a project  to  put  pamphlets  in  the  proper 
school  groups  on  “Milestones  to  Marriage.”  She 
receives  various  pamphlets  which  she  will  forward 
on  request. 

Mrs.  R.  E.  Garlinghouse,  Lincoln,  announced  a 
mailing  list  of  1,150  for  the  Auxiliary  Newsletter. 
In  an  effort  to  keep  it  complete  and  up-to-date  she 
requested  that  each  president  and  council  send  her 
a new  list  with  addresses  of  members  and  those 
eligible  for  membership.  Presidents,  councilors, 
and  general  membership  were  urged  to  forward 
all  items  of  interest  which  could  be  shared  through 
the  Newsletter.  It  was  recommended  that  a News- 
letter be  circulated  regularly  in  June,  October,  De- 
cember, February  and  April. 

Mrs.  W.  C.  Kenner,  Nebraska  City,  offered  to 
assist  in  any  way  possible  in  the  Nurse  Recruit- 
ment program,  also  in  the  promotion  of  Future 
Nurses’  Clubs. 

Mrs.  F.  G.  Travnicek,  Wilber,  announced  that 
guidance  on  program  planning  will  follow  the  na- 
tional convention  and  that  recommendations  will 
be  forthcoming.  She  made  an  extensive  report  on 
the  survey  which  was  directed  to  1,260  Nebraska 
doctors  to  ascertain  the  extent  of  their  participa- 
tion in  community  services.  The  task  was  both  tre- 
mendous and  gratifying.  She  expressed  gratitude 
to  the  president  of  the  Nebraska  State  Medical  As- 
sociation as  well  as  to  its  members  on  their  co- 
operation in  the  survey.  A motion  was  made  and 
carried  that  the  auxiliary  recommend  to  the  Ne- 
braska State  Medical  Asociation  that  the  results 
of  the  survey  be  used  in  positive  publicity. 

Mrs.  L.  H.  Lee,  Omaha,  announced  that  she  would 
receive  all  news  articles  for  the  Nebraska  State 
Medical  Journal.  She  requested  double-spaced  typ- 
ing if  possible,  and  all  news  in  her  hands  by  the 
10th  of  the  month  preceding  publication  of  the 
Journal. 

Mrs.  Dwight  Cherry,  Lincoln,  sparked  a discussion 
to  revise  or  print  the  annual  convention  reports  for 
the  sake  of  brevity  and  repetition.  It  was  agreed 
that  much  inspiration  comes  through  sharing  these 
reports  at  the  general  business  meeting  and  it  is 
therefore  imperative  that  the  one  making  a report 
be  considerate,  specific,  and  well  prepared. 

By  way  of  showing  our  gratitude  and  complete  ap- 
proval of  our  convention  guest,  Mrs.  Frank  Gasti- 
neau,  Mrs.  Cherry  proposed  a resolution  to  invite 
Ethel  to  visit  us  again.  Upon  its  acceptance,  Mrs. 
Gastineau  accepted  the  invitation  with  warm  friend- 
liness and  sincerity. 

Officers  responded  briefly  to  their  introduction 
by  Mrs.  Robertson,  each  acknowledging  her  new 
duties. 

Mrs.  C.  L.  Hustead,  Falls  City,  spoke  of  her  re- 
sponsibility as  parliamentarian. 

Mrs.  J.  M.  Christlieb,  Omaha,  corresponding  sec- 
retary, emphasized  her  need  for  early  and  com- 
plete information  from  each  county  president  for 
the  annual  Auxiliary  Directory. 

Mrs.  C.  H.  Farrell,  Omaha,  asked  cooperation  in 
seeking  members-at-large.  Members  and  councilors 
should  advise  her  of  the  names  of  doctors’  wives 
who  live  where  there  is  no  organized  auxiliary. 

Mrs.  Maynard  Wood,  Lincoln,  expressed  her  de- 
sire to  assist  in  organization  in  new  counties  or 
reorganization  where  possible. 


Mrs.  R.  R.  Brady,  Ainsworth,  graciously  as- 
sumed her  position  as  president-elect,  and  was  rec- 
ognized as  a delegate  to  the  annual  conference  for 
presidents  and  presidents-elect.  She  plans  to  attend 
the  conference  in  Chicago  in  October  with  Mrs. 
Robertson. 

County  presidents  who  responded  to  introduction 
were  as  follows: 

Mrs.  Robert  Lovgren — Douglas  County 
Mrs.  0.  R.  Hayes — Buffalo  County 
Mrs.  F.  G.  Travnicek — Fillmore-Saline  Counties 
Mrs.  Howard  Mitchell,  Immediate  Past  Presi- 
dent— Lancaster  County 
Mrs.  P.  O.  Marvel — Sixth  Councilor  District 
Mrs.  Ellsworth  Malloy — Tri  County  No.  2 
Mrs.  Warren  Bosley,  Past  President — Tri  Coun- 
ty No.  1 

Councilors  present  were  commended  for  their  co- 
operation in  getting  out  letters  for  the  doctors’ 
survey  and  for  their  efforts  in  assisting  in  the  or- 
ganization of  Gage  County  auxiliary.  They  were 
Mrs.  W.  Wayne  Waddell,  Beatrice,  Mrs.  Harvey 
Runty,  DeWitt,  and  Mrs.  W.  E.  Johnson,  Valentine. 

A communication  from  the  Association  of  Amer- 
ican Physicians  and  Surgeons,  Inc.,  was  read  re- 
garding sponsors  for  the  1957  Essay  Contest  for 
high  school  students  on  the  subjects  “The  Ad- 
vantages of  Private  Medical  Care”  or  “The  Advant- 
ages of  the  American  Free  Enterprise  System.” 
A motion  was  made  and  carried  opposing  participa- 
tion in  this  project  due  to  the  importance  of  suc- 
cess in  specific  auxiliary  projects. 

The  president  advised  us  that  minutes  of  the 
previous  meetings  could  be  found  in  the  April  issue 
of  the  Journal  of  the  Nebraska  State  Medical  As- 
sociation, and  the  date  of  the  fall  executive  board 
meeting  would  be  announced  later.  She  reported 
no  change  in  the  personnel  of  the  Advisory  Com- 
mittee from  the  State  Medical  Association.  The 
members  are  Dr.  J.  M.  Woodward,  Lincoln,  president 
of  the  Nebraska  State  Medical  Association;  Dr. 
Raymond  Lewis,  Omaha;  Dr.  Robert  Morgan,  Alli- 
ance; and  Dr.  L.  E.  Sharrar,  Lincoln. 

Speaking  for  the  board,  the  president  beautifully 
expressed  our  gratitude  to  the  Lancaster  auxiliary 
and  Mrs.  Howard  Mitchell  for  arranging  a highly 
enjoyable  and  successful  program  of  entertainment 
throughout  the  convention.  She  also  thanked  Mrs. 
Frank  Gastineau  for  her  attendance  and  her  inspir- 
ational help. 

The  meeting  was  adjourned  at  noon. 

May  17,  1956. 

Respectfully  submitted, 

MRS.  EDWIN  LYMAN, 
Recording  Secretary. 

MRS.  JAMES  DONELAN, 
Secretary  Pro-Tern. 

FALL  EXECUTIVE  BOARD  MEETING 

The  executive  board  of  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association  convened  at 
10:30  a.m.  at  the  Blackstone  Hotel,  Omaha,  Ne- 
braska, on  September  21,  1956.  The  meeting  was 
called  to  order  by  the  president,  Mrs.  George  E. 
Robertson. 

The  devotions  were  given  by  the  Chaplain,  Mrs. 
P.  O.  Marvel.  The  Auxiliary  Pledge  was  repeated 
by  the  members. 

Mrs.  Robertson  announced  that  the  recording  sec- 
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retaiy,  Mrs.  Edwin  Lyman  would  be  absent  and 
tha.t  Mrs.  James  J.  O’Neil  would  serve  as  secre- 
tary for  the  meeting. 

Roll  call  was  answered  by  six  officers,  ten  com- 
mittee chairmen,  twTo  directors,  five  county  presi- 
dents and  five  district  councilors. 

The  minutes  of  the  post-convention  board  meeting 
of  May  17,  1956,  were  read  and  approved  as  cor- 
rected. 

The  treasurer’s  report  was  read  and  placed  on 
file. 

The  corresponding  secretary  read  a letter  from 
Mrs.  Robert  Flanders,  president  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association,  in 
which  she  stressed  the  theme  for  this  year  “Health 
Is  Our  Greatest  Heritage.”  She  also  asked  for  con- 
tinued support  of  American  Medical  Education 
Foundation,  recruitment  in  all  medical  allied  fields, 
safety  and  mental  health. 

The  corresponding  secretary  read  correspondence 
from  the  Nebraska  Heart  Association  with  regard 
to  our  support. 

A bill  from  the  Douglas  Printing  Company  was 
presented  to  the  treasurer.  The  bills  for  the  sta- 
tionery and  directories  were  allowed. 

Mrs.  A.  J.  Offerman  read  the  budget.  It  was 
moved,  seconded  and  carried  that  the  budget  as 
read  be  adopted. 

Mrs.  C.  L.  Hustead  reviewed  for  the  members  the 
constitution  and  by-laws  with  regard  to  the  nom- 
inating committee.  Mrs.  L.  E.  Sharrar  was  nom- 
inated chairman;  Mrs.  R.  H.  Kohtz,  Mrs.  Clarence 
Brott,  Mrs.  J.  M.  Woodward  and  Mrs.  B.  R.  Ban- 
croft were  nominated  as  members  of  the  nominat- 
ing committee.  Mrs.  James  P.  Donelan  and  Mrs. 
Isaiah  Lukens  IV  were  nominated  alternates.  Mo- 
tion made  to  accept  nominations,  seconded  and  car- 
ried. 

Mrs.  Robertson  instructed  the  corresponding  sec- 
retary to  notify  these  members  of  their  election  to 
the  nominating  committee. 

Mrs.  Robert  Lovgren  was  appointed  chairman  of 
the  state  convention  to  be  held  in  Omaha  in  May. 
She  was  instructed  to  call  a meeting  of  the  plan- 
ning committee. 

Mrs.  A.  J.  Offerman  and  Mrs.  Maynard  Wood 
were  appointed  to  serve  on  the  auditing  committee. 

Mrs.  Wood  took  the  chair  while  Mrs.  Robertson 
presented  an  outline  of  the  year’s  aims  to  be  accom- 
plished. Mrs.  Robertson  emphasized  the  individual 
accomplishments  of  the  members.  She  said  the  in- 
dividual member  must  lead  in  the  field  of  health 
and  health  education.  The  active  member  takes 
pride  in  her  leadership.  The  Handbook  gives  the 
method  and  policy  to  do  this.  The  Bulletin  brings 
to  us  the  activities  of  the  national  officers  and 
chairmen  and  is  a must  for  a board  member.  To- 
day’s Health  is  a magazine  of  which  we  can  be 
truly  proud. 

Mrs.  Robertson  suggested  the  following  projects 
for  the  year: 

1.  Increased  membership.  The  auxiliary  has 
not  reached  our  potential.  Recruit  new  mem- 
bers, keep  old  and  get  back  the  drop  out. 

2.  Support  A.M.E.F. 

3.  Legislation.  Encourage  the  right  people  to 
vote. 

4.  Civil  Defense 


5.  Public  Relations — individual  as  well  as  group 

6.  Recruitment  of  Health  Team 

7.  Safety — a.  Traffic;  b.  Home 

8.  Program — Activities  which  best  serve  our  own 
county  auxiliary 

9.  Mental  Health 

A motion  was  made  and  seconded  that  a safety 
chairman  be  appointed.  Motion  carried. 

A motion  was  made  and  seconded  that  the  name 
Nurse  Recruitment  be  changed  to  Recruitment.  Mo- 
tion carried. 

The  corresponding  secretary  read  a letter  from 
Mrs.  Rollo  K.  Packard,  Reference  chairman  of  the 
Womans’  Auxiliary  to  the  American  Medical  Asso- 
ciation, in  regard  to  the  resolution  presented  by 
the  Woman’s  Auxiliary  to  the  State  of  Pennsyl- 
vania. This  resolution  recommended  that  the  num- 
ber of  delegates  allowed  to  the  national  convention 
be  reduced.  A report  of  the  authoritative  body  of 
the  state  auxiliary  was  requested  by  November  1, 
1956.  After  discussion,  a motion  was  made  and 
seconded  that  the  executive  board  recommend  to 
the  county  auxiliaries  a vote  against  the  resolution. 
Motion  carried.  A motion  was  made  and  seconded 
to  empower  the  president  to  reply  to  the  letter  and 
give  the  report  of  the  board. 

Mrs.  Robertson  presented  to  Mrs.  L.  E.  Sharrar 
and  Mrs.  J.  P.  Tollman  the  A.M.E.F.  award  re- 
ceived at  the  national  convention  in  June.  Nebraska 
placed  third  for  per  capita  contributions  to  the 
A.M.E.F.  last  year. 

The  meeting  recessed  for  luncheon  and  recon- 
vened at  1:45  p.m. 

The  following  officers  and  chairmen  of  commit- 
tees gave  reports  and  circulated  literature  related 
to  the  work  for  the  year. 

Members-at-Large Mrs.  C.  H.  Farrell 

Organization Mrs.  Maynard  Wood 

Finance Mrs.  A.  J.  Offerman 

Historian Mrs.  J.  P.  Tollman 

Civil  Defense _Mrs.  R.  H.  Sievers 

Recruitment ^Mrs.  W.  C.  Kenner 

Publicity Mrs.  L.  W.  Lee 

Public  Relations Mrs.  James  J.  O’Neil 

Resolutions  and 

Revisions Mrs.  Dwight  Cherry 

Legislation 1 Mrs.  Warren  Bosley 

Literature  from  Mrs.  James  Donelan  on  A.M.E.F. 
and  Mrs.  G.  Kenneth  Muehlig  on  Mental  Health  was 
distributed  to  the  members.  Mrs.  Maynard  Wood 
reported  for  Mrs.  Hiram  Hilton  on  the  Bulletin. 
It  was  requested  that  material  for  the  Newsletter 
be  sent  to  Mrs.  Garlinghouse.  Mrs.  Bosley  recom- 
mended that  the  members  of  the  board  read  a 
resume  of  legislation  for  the  past  session  of  Con- 
gress in  the  September  issue  of  the  Journal. 

Mrs.  A.  J.  Offerman  moved  that  if  Mrs.  R.  Brady 
could  not  attend  the  conference  in  Chicago  in  Octo- 
ber our  first  vice  president,  Mrs.  Maynard  Wood 
attend  in  her  place.  Motion  seconded  and  carried. 

There  being  no  further  business  the  meeting  ad- 
journed. 

September  21,  1956 

Respectfully  submitted, 

MRS.  EDWIN  LYMAN, 
Recording  Secretary. 

MRS.  JAMES  J.  O’NEIL, 
Secretary  Pro-Tern. 
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BRACES  and  ORTHOPEDIC 
4 APPLIANCES 

PROMPT  SERVICE  Made  to  Mea#ure 
^^HOE^CORRTCTIONS^^SPEC^^TY^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


When  You  Need  Medication  j 

for  Patients  in  Northeast  \ 


| Lincoln,  Call  I 

| Mayo  Drug  Co.  j 

I “The  Drug  Store  on  the  Corner”  j 

I Phone  6-2353  2700  North  48th  j 

j — We  Deliver  — | 

| (Serving  Our  Community  for  33  Years)  j 

Current  Comment 

(Continued  from  page  17- A) 

friends  of  the  “Hoxsey  cancer  cure,”  which 
has  been  under  constant  attack  by  Food  and 
Drug  Administration  but  still  manages  to 
stay  in  business.  Form  cards,  carrying  space 
for  a name  and  address,  are  being  received 
on  Capitol  Hill,  each  asking  Congress  to  in- 
vestigate FDA  for  the  way  that  agency  has 
pressured  the  Hoxsey  people. 

An  addition  to  the  top  echelon  of  the  De- 
partment of  Health,  Education,  and  Wel- 
fare is  a young  (33)  assistant  to  Secretary 
Folsom,  who  holds  both  medical  and  law 
degrees.  He  is  Dr.  Robert  H.  Hamlin,  of 
Brookline,  Mass.  Another  HEW  addition  is 
John  A.  Perkins,  Ph.D.,  president  of  the  Uni- 
versity of  Delaware,  the  new  Under  Secre- 
tary. 

Tentative  plans  call  for  renegotiating  state 
Medicare  contracts  next  year  (1958)  accord- 
ing to  the  following  schedule: 

September:  Missouri  (Kansas  City),  Mis- 
souri (St.  Louis),  Nebraska,  North  Caro- 
lina, Washington. 

(From  Washington  Office,  A.M.A.) 


CALIFORNIA  CAREER  OPPORTUNITIES 
FOR  PHYSICIANS  AND  PSYCHIATRISTS. 

Employment  available  as  a result  of  interview 
only.  Interviews  at  the  APA  Conference  May 
13-17  in  Chicago  and  in  such  other  locations 
as  New  York,  Boston,  St.  Louis,  Philadelphia, 
and  Minneapolis  during  May  and  June.  As- 
signments in  State  hospitals,  juvenile  and  adult 
correctional  facilities,  or  a veterans  home. 
Three  salary  groups.  $10,860-$12,000;  $11,400- 
$12,600;  $12,600-$13,800.  Citizenship,  posses- 
sion of,  or  eligibility  for  California  license  re- 
quired. Write  Medical  Recruitment  Unit,  Box 
A,  State  Personnel  Board,  801  Capitol  Avenue, 
Sacramento  14,  California. 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

4*4 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


Major  Problem  in  VD  Control  the  Teen-ager — 

In  Social  Hygiene  News  for  February  we 
see  that  reports  from  eleven  states  and 
eighteen  cities  indicate  increasing  veneral 
disease  at  younger  ages.  Los  Angeles  re- 
ported “Gonorrhea,  1954 — 12.8%  in  15-19 
age  group;  1955 — 13.9%.”  Illinois:  “Teen- 
age VD  increasing  in  primary  and  secondary 
syphilis.”  South  Bend,  Ind. : “Greater  num- 
ber infected  with  gonorrhea  and  at  a young- 
er age  than  before.”  Kansas:  “The  trend 
toward  gonorrhea  infection  at  an  early  age 
seems  to  be  continuing.” 

Value  of  Lipotropic  Chemicals  in 
Atherosclerosis  Doubtful — 

Ellis  and  Hancock  (J.A.M.A.,  163:449) 
state : “Certain  chemical  agents  have  been 
suggested  as  being  of  some  help  in  the  re- 
duction of  atherosclerosis.  Among  these 
lipotropic  substances  are  inosital  and  choline, 
as  well  as  heparin.  Studies  in  human  beings 
regarding  the  effectiveness  of  these  sub- 
stances are  still  in  the  experimental  stage; 
the  evidence  regarding  their  value  is  either 
negative  or  at  best  unconfirmed.  The  wide- 
spread routine  use  of  these  substances  can- 
not be  justified  . . .” 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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OFFICERS 

J.  M.  Woodward,  Lincoln President 

Russell  R.  Best,  Omaha President  Elect 

L.  S.  McNeill,  Campbell Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — J.  D.  McCarthy,  Omaha;  Earl  F.  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  D.  B.  Steenburg,  Aurora 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

Clarence  Minnick Cambridge 

COMMITTEES 

Education 

Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W\  J.  McMartin Omaha 

Blood  Products 

J.  R.  Schenken,  Chm Omaha 

D.  H.  Morgan,  Sr McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

F.  A.  Mountford Davenport 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

R.  B.  Adams Lincoln 

C.  R.  Brott Beatrice 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

General  Education  Committee 
John  Thomas,  Chm Omaha 

D.  B.  Steenburg Aurora 

E.  B.  Reed Lincoln 

Hospital  and 
Professional  Relations 

John  Schenken,  Chm Omaha 

Howard  B.  Hunt Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

Fay  Smith Imperial 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publications 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

P.  J.  Huber Crete 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


Earle  G.  Johnson Grand  Island 

Max  Gentry Gering 

Fay  Smith Imperial 

M.  A.  Johnson Plainview 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

Horace  Munger Lincoln 
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Current  Comment 

Survey  of  Blood  Banks  To  Be  Made — 

The  Joint  Blood  Council,  established  in 
1955  with  headquarters  in  Washington, 
D.C.,  is  a voluntary  organization  incorporat- 
ed by  five  nonprofit  agencies.  These  are  the 
American  Medical  Association,  American 
Association  of  Blood  Banks,  American  Hos- 
pital Association,  American  National  Red 
Cross,  and  American  Society  of  Clinical 
Pathologists. 

The  Joint  Blood  Council  is  about  to  start 
a 2-year  study,  based  on  a nationwide  sur- 
vey, of  blood  transfusion  services.  After 
study  and  analysis  of  data  the  Council  will 
disseminate  information  of  vital  importance 
in  normal  peacetime  blood  banking  as  well  as 
in  civil  and  military  defense. 

In  an  article  (J.A.M.A.,  162:1163)  en- 
titled “Organization,  Objectives,  and  Pro- 
gram of  the  Joint  Blood  Council”  Leonard 
Larson  reviews  the  history  of  the  Joint 
Blood  Council,  enumerates  its  objectives,  and 
reveals  the  plans  and  accomplishments  of 
this  voluntary  organization.  One  sentence 


from  this  paper  is  a subject  for  contempla- 
tion alone,  but  in  relation  to  medical  sci- 
ence in  general.  This  sentence  is  as  fol- 
lows : 

“It  hardly  seems  possible  that  blood  bank- 
ing as  we  know  it  today,  with  all  its  refine- 
ments to  ensure  that  blood  for  transfusion 
purposes  is  safe,  was  practically  nonexist- 
ent 20  years  ago.” 


More  Babies  Born;  Costs  Lower — 

Health  Information  Foundation  reports: 

— Having  a baby  is  not  only  safer  but 
costs  18  per  cent  less,  measured  in  equal 
dollars,  than  25  years  ago. 

— More  babies  are  born  in  hospitals  (and 
nearly  all  births  are  attended  by  a doc- 
tor), than  in  1935. 

— The  average  cost  per  family  per  baby 
was  $225  in  1956.  Total  cost  for  the 
nation,  almost  $950  million. 

— Expectant  mothers  average  nine  consul- 
tations with  their  doctors  before  birth 
of  their  babies. 
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Current  Comment 

The  Month  in  Washington — 

By  approximately  the  mid-term  point  in 
its  first  session,  the  85th  Congress  had 
shown  enough  interest  in  health  legislation 
to  hold  a variety  of  hearings,  but  there  was 
no  evidence  that  many  major  bills  would  be 
passed  before  adjournment. 

Actually,  it  was  not  until  three  months 
after  the  session  opened  that  the  Administra- 
tion sent  up  to  Congress  two  bills  it  regards 
as  important — one  would  change  the  doctor 
draft  act  and  the  other  would  authorize 
small  commercial  companies  to  pool  part  of 
their  resources  to  stimulate  expansion  and 
experimentation  in  health  insurance. 

Even  then,  the  Department  of  Health, 
Education,  and  Welfare  had  not  released  its 
draft  of  legislation  for  federal  grants  to 
medical,  dental  and  osteopathic  schools  for 
construction  and  equipment.  On  this,  there 
was  some  reluctance  to  act  until  Capitol 
Hill  had  decided  on  the  administration’s  bill 
for  U.S.  aid  to  general  education. 
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Of  all  these  bills,  indications  were  that 
progress  was  assured  on  only  one,  that  pro- 
viding some  revised  arrangement  for  the  se- 
lective draft  of  physicians,  dentists  and 
“allied  specialists.”  The  special  doctor  draft 
act,  in  effect  for  almost  seven  years,  is 
scheduled  to  expire  on  July  1.  Because  De- 
fense Department  insists  it  still  needs  spe- 
cial authority  to  draft  physicians  and  other 
professional  health  personnel  by  profession- 
al classification,  the  alternative  was  continu- 
ation of  a modified  doctor  draft  act  or  chang- 
ing the  regular  draft  act. 

Meanwhile,  a number  of  other  bills  had 
been  studied  at  hearings.  They  include: 

Changes  in  medical  aspect  of  civil  avia- 
tion regulations.  Witnesses  are  widely  di- 
vided on  this  measure  that  would  set  up  an 
Office  of  Civil  Aviation  Medicine  within  the 
Civil  Aeronautics  Administration  and  give 
the  Air  Surgeon  General  who  would  head 
the  office  considerably  more  authority  than 
now  is  exercised  by  U.S.  medical  officials 
in  this  field.  There  was  no  official  sponsor- 
ship of  this  from  the  federal  governmental 
(Continued  on  page  29- A) 
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highly  effective— clinically  proved 

Si  0m  am  vein 

oleandomycin  tetracycline  M P 

provides  added  certainty  in  antibiotic  therapy  particularly  for 
that  90%  of  the  patient  population  treated  in  home  or  office. . . 


Multi-spectrum  synergistically  strengthened 
Sigmamycin  provides  the  antimicrobial  spectrum  of 
tetracycline  extended  and  potentiated  with  oleandomy- 
cin to  include  even  those  strains  of  staphylococci  and 
certain  other  pathogens  resistant  to  other  antibiotics. 

Supplied:  Sigmamycin  Capsules  — 250  mg.  (oleandomycin  83  mg., 
tetracycline  167  mg.),  bottles  of  16  and  100;  100  mg.  (oleandomy- 


cin 33  mg.,  tetracycline  67  mg.),  bottles  of  25  and  100.  Sigmamycin 
for  Oral  Suspension — 1.5  Gm.,  125  mg.  per  5 cc.  teaspoonful 
(oleandomycin  42  mg.,  tetracycline  83  mg.),  mint  flavored,  bottles 
of  2 OZ.  Trademark 


Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 


TECHNICAL  EXHIBITS 

ABBOTT  LABORATORIES,  North  Chicago,  IUi- 
nois — Booth  No.  19.  The  new  sedative,  tranquilizer 
and  antihypertensive,  NEMBU-SERPIN(R)  Film- 
tabs(R)  will  be  among  the  new  products  exhibited 
by  Abbott  Laboratories.  Also  shown  will  be  the 
new  non-barbiturate  hypnotic,  PLACIDYL(R) ; and 
the  new  mood-improvement  drug,  DESBUTAL(R). 
Abbott  will  also  exhibit  ERYTHROCIN (R)  Filmtabs, 
the  antibiotic  providing  specific  action  against  coc- 
cic  infections;  IBEROL(R)  Filmtabs;  OPTILETS(R) 
Filmtabs,  high-potency  therapeutic  multi-vitamins; 
VI-DAYLIN(R),  the  homogenized  mixture  of  seven 
vitamins;  SELSUNW;  PENTOTHAL(R)  SODIUM; 
and  Abbott’s  complete  line  of  intravenous  solutions 
and  equipment. 

BLUE  CROSS -BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska — Booth  No.  41.  Exhibit 
portraying  Nebraska’s  Prepayment  Health  Team — 
Nebraska  Physicians,  Nebraska  Hospitals,  and  Ne- 
braska Blue  Cross-Blue  Shield.  A water  cooler  is 
also  located  at  this  exhibit. 

CIBA  PHARMACEUTICAL  PRODUCTS,  INC., 
556  Morris  Avenue,  Summit,  New  Jersey — Booth  No. 
34.  “CIBA  is  featuring  two  prescription  specialties 
— RITALIN,  a new  mild  stimulant-anti-depressant 
and  DORIDEN,  a nonbarbiturate  hypnotic-sedative. 
RITALIN  raises  depressed  patients  to  normal  levels 
of  psychomotor  activity  without  amphetamine-like 
over-stimulation  or  depressive  rebound.  Nonhabit- 
forming DORIDEN  is  already  being  widely  used  as 
a safe,  barbiturate  replacement.  Representatives 
will  be  present  to  answer  queries  on  these  very 
effective  agents.” 

THE  COCA-COLA  COMPANY,  P.  0.  Drawer 
1734,  Atlanta  1,  Georgia — Booth  No.  23.  “Ice-cold 
Coca-Cola  served  through  the  courtesy  and  cooper- 
ation of  Omaha  Coca-Cola  Bottling  Company,  Oma- 
ha, Nebraska  and  The  Coca-Cola  Company.” 

COMPTOMETER  DICTATION  MACHINE  COM- 
PANY, 240  North  11th  Street,  Lincoln,  Nebraska — 
Booth  No.  13.  The  J.  J.  Exon  Company  will  have 
its  usual  fine  display  of  the  wonderful  Comptometer 
Dictation  Systems,  including  complete  remote  con- 
trol, at  the  1957  annual  sessions.  Your  valuable 
time  expended  on  office  detail,  report  writing,  in- 
surance claims,  etc.,  will  be  cut  in  half  with  your 
use  of  a dictation  ma,chine  embodying  the  efficiency 
techniques  of  the  COMPTOMETER — featuring  Er- 
ror-Free, Cost-Free  dictation  and  transcription,  and 
above  all  simplicity  of  operation.  “Automatic  Dic- 
tation” is  possible  only  with  the  Comptometer 
Commander.  See  it  at  the  Hotel  Paxton. 

CROSBY  SURGICAL  COMPANY,  INC.,  2818 
Harney  Street,  Omaha,  Nebraska — Booth  No.  17. 
You  are  invited  on  your  way  to  the  Paxton  to  visit 
our  new  location  with  convenient  parking  at  2818 
Harney  Street.  Our  facilities  are  yours  to  use. 
Crosby  Surgical  Company,  Inc. 

THE  DAIRY  COUNCIL,  315  North  72nd  Street, 
Omaha,  Nebraska— Booth  No.  20.  “WHATEVER 


YOUR  AGE  . . . feel  better  by  eating  better” 
is  the  theme  for  the  Dairy  Council  of  Omaha  and 
Council  Bluffs  exhibit.  New  booklets,  at  no  cost 
to  you,  will  be  available — just  register  at  our  booth, 
No.  20. 

DOHO  CHEMICAL  CORPORATION,  100  Varick 
Street,  New  York,  New  York. — Booth  No.  1.  AUR- 
ALGAN  Ear  medication  in  Otitis  Media  and  remov- 
al of  Cerumen.  OTOSMOSAN — Effective,  non-toxic 
Fungicidal  and  Bactericidal  (gram  negative-gram 
positive)  in  the  suppurative  and  aural  dermatomy- 
cotic  ears.  RHINALGAN — Nasal  decongestant  free 
from  systemic  or  circulatory  effect  and  equally  safe 
to  use  on  infants  as  well  as  the  aged.  NEW 
LARYLGAN — Soothing  throat  spray  and  gargle  for 
infectious  and  non-infectious  sore  throat  involve- 
ments. Mallon  Chemical  Corporation,  Subsidiary  of 
the  Doho  Chemical  Corporation,  is  also  featuring: 
RECTALGAN — Liquid  topical  anesthesia,  for  relief 
of  pain  and  discomfiture  in  hemorrhoids,  pruritus 
and  perineal  suturing.  DERMOPLAST  — Aerosol 
freon  propellent  spray  for  fast  relief  of  surface 
pain,  itching,  burns  and  abrasions.  Also  Obs.  & 
Gyn.  use. 

DONLEY  MEDICAL  SUPPLY  COMPANY,  2425 
“O”  Street,  Lincoln,  Nebraska — Booths  No.  35,  36, 

37,  38,  39,  40.  The  Doney  Medical  Supply  Com- 
pany cordially  invites  you  to  visit  Booths  35,  36,  37, 

38,  39,  and  40  east  of  general  sessions.  We  will 

have  on  display  the  latest  design  of  MODERN 
EXAMNING  FURNITURE,  and  DIAGNOSTIC 
EQUIPMENT.  See  the  new  Cardioscope  and  car- 
diophone  (in  action).  SPECIAL  CONVENTION 
PRICES  on  ULTRASONIC  UNITS:  FREE  easy 

hearing  test.  Ritter  Tables  for  GENERAL  ALL 
PURPOSE  USE  and  PROCTOLOGIC  USE. 

EATON  LABORATORIES,  Norwich,  New  York — 
Booth  No.  18.  FURADANTIN(R)  is  one  of  the  most 
effective  and  rapidly  acting  agents  available  at 
this  time  for  the  treatment  of  prostatitis  and  acute 
and  chronic  urinary  tract  infections.  Furadantin 
has  specific  affinity  for  the  urinary  tract,  produc- 
ing antibacterial  concentration  in  30  minutes.  Five 
years  of  extensive  use  demonstrate  negligible  de- 
velopment of  bacterial  resistance.  TRICOFURON(R) 
Vaginal  Suppositories  and  Powder  are  highly  effec- 
tive in  the  treatment  of  trichomonal  vaginitis  and 
the  accompanying  Secondary  bacterial  infections. 

ELI  LILLY  & COMPANY,  Indianapolis,  Indiana 
— Booth  No.  28.  You  are  cordially  invited  to  visit 
the  Lilly  exhibit  located  in  space  No.  28,  the  dis- 
play will  contain  information  on  recent  therapeutic 
developments.  Lilly  sales  people  will  be  in  attend- 
ance. They  welcome  your  questions  about  Lilly 
products. 

ENCYCLOPAEDIA  BRITANNICA,  INC.,  1207 
Grand  Avenue,  Kansas  City,  Missouri — Booth  No. 
3.  All  physicians  attending  the  annual  session  of 
the  Nebraska  State  Medical  Association  are  cor- 
dially invited  to  stop  at  Booth  No.  3 to  see  the  edi- 
tion of  the  Encyclopaedia  Britannica.  Our  repre- 
sentatives will  be  on  hand  to  discuss  this  edition 
with  you  and  will  be  happy  to  answer  any  questions. 

(Continued  on  page  30-A) 
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EDITORIAL 

SHALL  WE  ABANDON 

BLUE  SHIELD? 

One  hears,  too  often,  the  expressed  opin- 
ion that  Blue  Shield  has  served  its  purpose, 
and  that  we  should  now  turn  the  job  over 
to  commercial  insurance  carriers.  This, 
they  say,  would  get  us  out  of  the  insurance 
business  and  leave  us  with  the  assurance 
that  the  people  can  have  protection  from 
other  sources.  Those  who  espouse  this  idea 
must  believe  that  the  social-economic-politi- 
cal problems  that  fathered  the  conception  of 
the  prepaid  medical  care  have  been  solved 
or  have  ceased  to  exist. 

It  should  be  obvious  that  the  social  need 
for  prepaid  medical  care  is  still  with  us.  No 
matter  how  cheap  the  dollar  nor  how  many 
cheap  dollars  pass  through  the  hands  of 
each  of  us,  relative  values  remain  unchanged. 
There  is,  and  there  always  will  be,  a large 
segment  of  our  population  to  which  the  ad- 
vent of  a medical  catastrophe  remains  catas- 
trophic. Those  making  up  this  large  group 
are  good  people.  They  deserve  the  best 
available  medical  care.  They  can  not  buy 
it  individually,  but,  collectively  it  can  be 
available  to  them  at  a price  they  can  afford 
to  pay. 

This  same  group  constituted  the  founda- 
tion upon  which  the  socialistically  minded 
people  in  our  government  rested  their  de- 
mand for  universal,  compulsory,  govern- 
ment-controlled health  insurance  (state  med- 
icine to  us).  Their  needs  formed  the  basis 
of  arguments  for  the  often  repeated  “Mur- 
ray-Dingle”  bills.  Blue  Shield  and  Blue 
Cross  constituted  the  fundamental  positive 
answers  by  the  medical  profession — -answers 
that  led  to  the  defeat  of  these  bold  attempts 
at  socialization  of  medicine.  The  defeat  of 
successive  bills  lulled  some  of  us  into  a tran- 
quil state  of  mind.  It  did  not,  however,  dis- 
courage the  socialist  group  that  has  been 
and  still  is  so  strong  and  so  well  entrenched 
in  the  social-security  wing  of  H.E.W.  This 
group  has  simply  adopted  a more  suave  and 
less  bold  method  of  approach.  What  is  more 
important,  they  are  succeeding.  It  will  be 
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surprising  if  any  Congress  comes  and  goes 
without  taking  a nibble  from  the  freedom  of 
medical  practice.  The  doubter  needs  only 
to  remember  H.R.  7225  and  watch  for  sim- 
ilar chiseling  on  our  liberty. 

It  is  our  desire  to  furnish  to  the  people 
who  need  it  the  quality  and  quantity  of 
medical  care  to  which  any  American  may 
aspire,  at  a price  within  their  means.  We 
must  do  this  under  policies  formulated  and 
approved  by  doctors  of  medicine  and  with 
no  governmental  interference.  We  are  in 
the  insurance  business  at  no  profit  as  meas- 
ured in  dollars  and  cents.  Our  recompense 
is  the  accomplishment  of  the  aim  stated 
above  as  free  physicians  and  with  no  third- 
party  interference. 

Would  the  commercial  insurance  people 
have  the  same  goals  and  accomplish  the 
same  ends  in  similar  manner?  They  would 
not.  Certainly,  we  are  glad  to  have  com- 
mercial insurance  companies  in  the  field  of 
health  insurance.  These  companies  will  help 
attain  the  goal  of  supplying  health  insur- 
ance to  the  vast  majority  of  our  populace. 
If  the  commercial  companies  did  not  have 
the  thorn  in  the  side — the  competition  of  a 
vast  nonprofit  Blue  Shield  that  has  now 
supplied  protection  to  many,  many  millions 
of  people,  the  whole  effort  would  sink  to  the 
level  of  business  for  profit  only.  It  could 
not  be  expected  that  these  insurance  com- 
panies would  maintain  an  altruistic  ap- 
proach, would  worry  much  about  doctor-pa- 
tient relationship,  nor  exert  themselves  un- 
duly to  avoid  socialization  of  the  practice  of 
medicine. 

The  social-medical-political  problem  in- 
volved in  health  insurance  as  looked  at  from 
our  viewpoint,  is  a continuing  problem.  It 
must  have  a continuing  answer.  The  most 
effective  tool,  thus  far,  has  been  Blue  Shield- 
Blue  Cross.  We  must  not  abandon  this  ef- 
fective tool  unless  we  are  ready  to  capitu- 
late. 

(For  a more  detailed  discussion  see  “Blue 
Shield  and  the  Challenge  of  Changing 
Times,”  by  Feierabend,  in  this  issue  of  your 
Journal). 
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HOW  TO  MAKE  FRIENDS 

A few  weeks  ago  the  public  relations  of 
doctors  received  another  “low  blow”  of  the 
kind  so  often  mentioned  of  late.  A business 
man  with  his  wife  and  children  moved  into 
one  of  the  larger  cities  of  Nebraska  less 
than  a year  ago.  Recently,  he  became  ill 
during  the  night.  The  main  symptom  was 
abdominal  pain  to  the  right  of  the  umbili- 
cus. Simple  measures  failed  to  give  relief, 
whereupon  the  patient  decided  to  call  a doc- 
tor. 

Doctor  A,  who  previously  had  rendered 
some  service  to  the  family,  was  called  first 
and  refused  to  make  this  visit.  The  patient 
and  his  wife  had  thought  of  employing  Doc- 
tor B as  their  regular  family  physician, 
therefore  they  then  called  him.  Doctor  B 
explained  that  he  had  some  surgical  work 
to  do  early  the  next  morning  and  felt  that 
he  should  not  interrupt  his  rest  by  making 
this  night-call. 

Because  he  is  a veteran,  and  because  he 
needed  a doctor,  the  patient  next  called  the 
Officer  of  the  Day  at  the  local  Veterans  Hos- 
pital and  recited  the  above  story.  He  did 
not  request  medical  attention  from  the  staff 
of  the  Veterans  Hospital  but  asked  for  help 
in  obtaining  a doctor  who  would  come  and 
see  him.  The  patient  could  have  requested 
admission  and  the  O.D.  could  have  admitted 
him  as  an  emergency,  but  neither  of  these 
steps  was  taken. 

The  Officer  of  the  Day,  however,  set  out 
to  help  get  a doctor  to  see  this  sick  man. 
The  relationships  of  the  patient  to  Doctors 
A and  B,  tenous  though  they  were,  led  the 
O.D.  to  call  them,  in  turn.  After  emphasiz- 
ing the  patient’s  need,  he  failed  to  arouse 
any  interest  on  the  part  of  Doctors  A and 
B.  Having  thus  fulfilled  any  ethical  de- 
mands, the  O.D.  then  called  Doctor  C who 
promptly  visited  the  patient,  had  him  taken 
to  the  hospital,  and  had  his  “red-hot”  ap- 
pendix removed. 

The  lessons  depicted  in  this  short,  short 
story  are  obvious,  but  apparently  some  of 
them  need  to  be  drawn  to  our  attention 
again  and  again.  Doctors  A and  B were 
completely  within  their  legal  rights  in  re- 
fusing to  make  the  night-call,  no  matter  how 
urgent  the  need.  The  moral  and  ethical  re- 
sponsibilities of  their  profession,  however, 
were  entirely  ignored.  Had  either  Doctor 
A or  B had  the  best  interest  of  the  patient 


and  of  the  medical  profession  at  heart  he 
would  have  done  what  the  Officer  of  the  Day 
at  the  Veterans  Hospital  did — help  the  man 
get  a doctor.  It  would  be  surprising,  in- 
deed, if  Doctors  A and  B were  not  to  be 
found  in  the  front  phalanx  of  those  who  re- 
sent any  intrusion  by  the  government  or  by 
the  Veterans  Administration  into  the  cher- 
ished “doctor-patient”  relationship. 

The  above,  a true  recital  of  facts,  is  only 
one  of  the  many  ways  in  which  some  of  our 
doctors  help  bring  the  profession  into  dis- 
repute. The  time  is  here  when  every  effort 
must  be  bent  toward  making  friends  and 
improving  our  PR.  In  fact,  it  may  be 
“later  than  we  think”  in  the  matter  of  re- 
instating ourselves  in  the  good  will  of  the 
public. 

Current  Comment 

The  “History  of  Medicine”  Paintings — 

George  A.  Bender  and  Robert  Thom,  the 
editor-artist  team  that  were  responsible  for 
the  “History  of  Pharmacy”  paintings  for 
Parke,  Davis  & Company,  went  abroad 
March  18th  to  do  research  for  the  contem- 
plated “History  of  Medicine”  series.  They 
expected  to  visit  medical  historians  and  mu- 
seums in  Switzerland,  Italy,  France,  Hol- 
land, and  England  in  search  of  authentic 
material.  The  series  will  consist  of  40 
paintings  and  the  explanatory  captions  that 
accompany  them. 

Fifteen  Million  Acres  of  Best  Farmland  Lost — 

The  mushroom-like  growth  of  cities  onto 
the  surrounding  fine  farmland  has  consumed 
15  million  acres  of  our  best  land  during  the 
past  15  years.  Proper  planning  for  the  ex- 
pansion of  our  cities  might  save  a large  part 
of  this  loss.  It  was  pointed  out  by  Louis 
A.  Wolfanger,  Ph.D.,  speaking  before  the 
12th  National  Conference  on  Rural  Health, 
considering  the  rapidly  approaching  popu- 
lation of  200  million  people,  industrial  sites, 
highways,  parks,  airports,  and  new  subdivi- 
sions should  be  planned  with  a mind  to  con- 
serve the  land  best  suited  to  raising  crops. 

The  Army  Takes  164  Internes  for  Coming  Year — 

Army  hospitals  in  this  country  and  over- 
seas will  welcome  164  graduates  from  71  ap- 
proved medical  schools  for  the  year  begin- 
ning July  1. 
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Hemorrhagic  Diathesis  in  Pregnancy 

Associated  with  INTRAUTERINE  RETENTION 
Of  a DEAD  FETUS* 


Doctor  Ratnoff  limits  his  discussion  to  the 
hemorrhagic  tendency  often  exhibited  by 
women  who  have  intrauterine  retention  of  a 
dead  fetus.  He  recounts  the  theories  of  etiol- 
ogy of  the  hypofibrinogenemia  that  often  en- 
sues, sets  forth  the  methods  of  recognition 
of  the  condition,  and  relates  the  methods  of 
successful  treatment.  Early  recognition  and 
prompt  and  proper  treatment  lead  to  a good 
prognosis. 

EDITOR 

ITHIN  the  last  few  years 
there  has  been  an  increasing 
interest  in  the  mechanisms 
which  may  be  responsible  for  excessive 
bleeding  during  pregnancy  and  parturition. 
Through  the  work  of  Dieckman,  Weiner, 
Reid  and  Roby,  Schneider  and  many  oth- 
ers, it  has  become  apparent  that  exces- 
sive uterine  bleeding,  such  as  may  occur  in 
patients  with  premature  separation  of  the 
placenta,  embolism  of  the  maternal  circula- 
tion by  amniotic  fluid,  or  the  intrauterine 
retention  of  a dead  fetus,  may  be  the  result 
of  alterations  of  the  mechanisms  which  are 
responsible  for  hemostasis.  These  altera- 
tions may  be  associated  not  only  with  ab- 
normal uterine  bleeding  but  also  with  a gen- 
eralized hemorrhagic  state  which  may  com- 
plicate the  patient’s  problem  dangerously. 
A careful  appraisal  of  the  clinical  situation 
may  lead  to  accurate  diagnosis  and  rational 
therapy  in  each  of  these  disorders,  and  may 
prevent  unnecessary  maternal  deaths.  How- 
ever, only  in  the  case  of  the  intrauterine  re- 
tention of  a dead  fetus  can  the  physician 
predict  the  development  of  a bleeding  tend- 
ency and  apply  appropriate  prophylactic 
measures  to  prevent  undue  blood  loss.  For 
this  reason  I shall  narrow  my  subject  to  a 
discussion  of  this  one  problem,  the  intra- 
uterine retention  of  a dead  fetus. 

It  is  surprising  how  little  interest  the 
problem  of  missed  abortion  evoked  until  very 
recently.  It  it  difficult  to  find  any  exten- 
sive discussion  of  the  subject  written  before 
1950.  However,  it  has  been  recognized  for 
many  years  that  one  of  the  major  complica- 
tions of  this  condition  is  uterine  hemorrhage 
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at  the  time  that  labor  ultimately  takes  place. 
The  case  reported  by  King,  in  1921,  is  typ- 
ical. Fetal  death  occurred  when  the  patient 
had  been  pregnant  for  about  5^2  months, 
but  she  remained  undelivered  three  months 
later.  After  appropriate  attempts  to  in- 
duce labor,  the  fetus  and  placenta  were  re- 
moved vaginally.  Thereafter,  uterine  bleed- 
ing was  excessive,  and  despite  uterine 
tamponade  and  finally  hysterectomy,  the 
patient  died.  It  was  the  general  view  that 
in  these  cases  of  missed  abortion,  uterine 
hemorrhage  resulted  from  a failure  of  this 
organ  to  contract  subsequent  to  the  delivery. 

I have  been  able  to  find  only  one  early 
report  in  which  there  is  a glimmer  of  the 
modern  view.  In  1901,  DeLee  described  the 
case  of  a 24-year-old  woman  who  delivered 
a macerated  fetus  and  then  had  massive 
uterine  hemorrhage.  DeLee  noted  that  the 
patient’s  blood  did  not  clot,  but  he  did  not 
appear  to  relate  the  coagulative  defect  to 
the  presence  of  the  dead  fetus. 

A half  century  later,  in  1950,  Weiner, 
Reid,  Roby,  and  Diamond  first  suggested  the 
possibility  that  uterine  hemorrhage  under 
these  conditions  might  result  from  an  alter- 
ation in  the  coagulability  of  the  blood.  Four 
years  before,  a patient  in  whom  the  fetus 
was  known  to  have  been  dead  for  several 
weeks  was  admitted  to  the  Boston  Lying-In 
Hospital  in  labor.  It  was  noticed  that  she 
had  several  fresh  ecchymotic  areas  on  her 
skin.  Her  delivery  was  complicated  by  uter- 
ine hemorrhage.  Because  of  the  presence 
of  the  ecchymoses,  Weiner  and  his  associates 
wondered  whether  the  patient  had  some 
systemic  bleeding  disorder.  In  order  to 
study  this  possibility,  they  made  a search 
for  other  individuals  in  whom  such  a dis- 
order might  be  present. 

In  the  first  patient,  whom  I have  de- 
scribed, the  fetus  was  thought  to  have  died 
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as  the  result  of  Rh-isoimmunization.  For 
this  reason  the  original  investigation  was 
confined  to  women  in  whom  fetal  death  was 
associated  with  this  condition.  In  fifteen 
such  cases  there  were  12  women  in  whom 
it  was  not  possible  to  demonstrate  any  de- 
fects in  the  blood  clotting  mechanism.  In 
these  twelve  women,  the  amount  of  uterine 
bleeding  during  and  after  labor  was  not  un- 
usual. In  the  other  3 cases,  however,  labora- 
tory studies  showed  marked  changes  in  the 
clotting  mechanisms  at  the  time  of  delivery. 
In  these  3 cases  fetal  death  was  believed 
to  have  taken  place  during  the  fifth  or  sixth 
month  of  pregnancy,  and  the  fetuses  were 
then  retained  in  utero  for  8 to  11  more 
weeks.  When  they  were  finally  delivered, 
these  three  patients  experienced  more  or  less 
severe  uterine  bleeding.  Furthermore,  in 
each  of  these  three  patients  there  were  clin- 
ical evidences  that  there  was  a systemic  dis- 
order in  the  hemostatic  mechanisms,  for 
each  had  large,  apparently  spontaneous 
ecchymoses,  and  one  patient  bled  persis- 
tently at  the  sites  of  hypodermic  injections 
and  venepunctures. 

Weiner  and  his  associates  were  then  able 
to  show  that  the  patients’  peripheral  blood 
was  deficient  in  fibrinogen.  They  postu- 
lated that  this  deficiency  of  fibrinogen,  or 
hypofibrinogenemia,  was  responsible  for  the 
bleeding  tendency,  for  the  patients  would 
be  unable  to  form  an  adequate  fibrin  clot 
at  the  placental  site  or  elsewhere.  They 
were  able  to  treat  their  patients  successfully 
by  replacing  the  missing  fibrinogen  by  the 
intravenous  injection  of  concentrated  human 
fibrinogen,  specifically  correcting  the  coagu- 
lative  defect. 

Since  Weiner’s  original  report,  at  least  33 
other  cases  have  been  described  in  the  med- 
ical literature.  On  the  basis  of  these  cases 
and  our  own  unpublished  experience,  cer- 
tain generalizations  can  be  made. 

Firstly,  hypofibrinogenemia  in  patients 
with  missed  abortion  is  not  an  obstetric 
rarity  which  the  average  physician  is  un- 
likely to  encounter.  As  I have  mentioned, 
Weiner  and  his  associates  were  able  to  find 
hypofibrinogenemia  and  clinical  bleeding  in 
3 of  15  patients.  Dr.  Jack  Pritchard  and  I 
observed  the  same  abnormality  in  5 of  28 
patients  with  retained  dead  fetus  who  were 
studied  prior  to  the  appearance  of  a bleed- 
ing tendency.  It  is  reasonable  to  suppose 
that  the  same  high  incidence  of  hypofibrino- 


genemia will  be  found  in  other  groups  of 
patients  in  whom  there  is  intrauterine  re- 
tention of  a dead  fetus. 

Secondly,  the  bleeding  tendency  appears 
in  women  in  whom  fetal  death  takes  place 
as  early  as  the  16th  week  and  as  late  as 
the  31st  week  after  the  onset  of  the  last 
menstrual  period.  Indeed,  one  can  antici- 
pate that  cases  will  be  described  in  which 
the  death  of  the  fetus  will  have  occurred 
even  earlier  and  later  than  these  times.  Thus 
one  should  be  on  the  lookout  for  bleeding 
difficulties  in  just  about  any  patient  who 
has  failed  to  deliver  a dead  fetus. 

Thirdly,  hypofibrinogenemia  was  at  first 
thought  to  be  associated  specifically  with 
fetal  death  resulting  from  Rh-isoimmuniza- 
tion. Now  it  seems  clear  that  the  death  of 
the  fetus  may  be  due  to  other  causes  than 
erythroblastosis  fetalis,  and  that  it  is  the 
death  of  the  fetus  and  not  the  cause  of  its 
death  that  is  important  in  the  development 
of  this  syndrome. 

Fourthly,  hemorrhage  may  occur  as  early 
as  three  weeks  after  the  cessation  of  fetal 
movements.  This  means  that  one  must  be 
on  the  alert  for  evidences  of  a bleeding  tend- 
ency as  soon  as  it  is  clear  that  fetal  death 
has  occurred. 

Fifthly,  a decrease  in  the  concentration 
of  fibrinogen  in  the  circulating  plasma  is 
only  one  of  several  coagulative  defects  which 
may  be  present.  A moderate  decrease  in 
the  concentration  of  prothrombin  and  either 
a moderate  or  a severe  fall  in  the  platelet 
count  have  also  been  observed.  This  means 
that  one  may  expect  to  find  some  patients 
in  whom  correction  of  the  hypofibrino- 
genemia by  the  injection  of  fibrinogen  will 
not  be  enough  to  control  the  bleeding  ten- 
dency. 

Finally,  there  is  evidence  that  the  fall  in 
the  concentration  of  fibrinogen  may  be  grad- 
ual so  that  one  may  predict  the  appearance 
of  a bleeding  tendency.  In  the  first  three 
cases  reported  by  Weiner  and  his  collabora- 
tors, the  presence  of  a hemorrhagic  dis- 
order was  discovered  only  at  the  time  of 
delivery  or  within  a day  or  two  before.  When 
I saw  my  first  patient  with  this  syndrome, 
in  1951,  she  had  ecchymoses  and  bleeding 
gums,  and  the  concentration  of  fibrinogen 
in  her  plasma  was  about  100  mg.  per  100  cc. 
This  in  is  contrast  to  an  average  concen- 
tration of  about  300  mg.  per  100  cc.  in  non- 
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pregnant  women,  and  about  440  mg.  per 
100  cc.  in  women  in  the  last  trimester  of 
pregnancy. 

Because  the  patient  had  this  severe  hy- 
pofibrinogenemia  I confidently  predicted 
that  she  would  deliver  promptly  and  steps 
were  taken  in  anticipation  of  severe  uterine 
bleeding.  However,  the  patient  did  not  go 
into  labor  then,  or  during  the  next  four  and 
a half  weeks.  During  all  this  time  the  con- 
centration of  fibrinogen  in  her  plasma  re- 
mained remarkably  constant  at  the  same  low 
level.  Finally,  the  patient  was  given  5 grams 
of  human  fibrinogen  intravenously  and  a 
hysterotomy  was  performed.  It  was  found 
that  the  placenta  was  firmly  adherent  to 
the  uterine  wall  and  could  not  be  removed 
so  that  it  was  necessary  to  do  a supracerv- 
ical hysterectomy.  Fortunately,  no  unusual 
bleeding  was  encountered  and  the  patient 
withstood  the  procedure  without  difficulty. 
Subsequently,  the  concentration  of  fibrino- 
gen rose  rapidly  to  normal  and,  indeed,  tem- 
porarily to  higher  than  normal  values. 

In  other  patients,  tested  at  weekly  inter- 
vals, the  concentration  of  fibrinogen  grad- 
ualy  fell  from  normal  values  to  abnormally 
low  levels  until  a point  was  reached  at  which 
systemic  bleeding  could  occur.  The  critical 
level  seemed  to  be  about  100  mg.  per  100  cc. 
of  plasma;  this  amount  of  fibrinogen  did 
not  seem  to  be  enough  to  form  a good  fibrin 
clot  at  the  site  of  trivial  injury.  In  each 
patient,  emptying  the  uterus  resulted  in 
prompt  correction  of  the  defect.  In  the  pa- 
tients whom  we  have  studied  there  was  al- 
ways a rather  gradual  decline  in  the  con- 
centration of  fibrinogen.  This  need  not  al- 
ways be  the  case,  for  Hodgkinson  and  his 
associates  have  described  instances  in  which 
the  concentration  of  fibrinogen  fluctuated 
between  normal  and  decreased  values  in  the 
weeks  prior  to  delivery. 

The  mechanisms  responsible  for  the  de- 
velopment of  this  remarkable  condition  are 
entirely  obscure.  Four  possibilities  have 
been  considered.  In  the  first  place  it  has 
been  suggested  that  there  is  impairment 
of  the  synthesis  of  fibrinogen.  This  hypo- 
thesis implies  that  it  is  the  contents  of  the 
uterus  which  in  some  way  depress  the 
synthesis  of  this  protein,  for  the  concentra- 
tion of  circulating  fibrinogen  rises  within 
a mater  of  several  hours  after  the  uterus 
is  emptied.  However,  no  evidence  has  been 
adduced  that  there  is  actually  a depression 


in  synthesis.  It  is  widely  believed  that  the 
integrity  of  the  liver  is  required  for  the 
synthesis  of  fibrinogen  and  that  this  func- 
tion is  preserved  even  when  other  hepatic 
functions  are  seriously  impaired.  Tests  of 
hepatic  function  in  patients  with  missed  ab- 
ortion have  been  uniformly  normal.  It  is, 
however,  entirely  possible  that  some  other 
step  in  the  manufacture  of  fibrinogen  is 
defective.  Adequate  studies  are  not  yet  avail- 
able to  be  sure  of  this  point. 

Secondly,  it  has  been  suggested  that  the 
fibrinogen  in  the  plasma  has  been  destroyed 
in  some  manner.  For  example,  Vecchietti 
believed  that  the  amniotic  fluid  surround- 
ing a dead  fetus  contained  a powerful  en- 
zyme which  could  digest  fibrinogen  and  he 
suggested  that  this  enzyme  might  enter  the 
maternal  blood  stream  and  there  destroy 
the  circulating  fibrinogen.  However,  it  has 
not  been  possible  to  confirm  his  observa- 
tions. Others  have  wondered  whether  the 
fibrinogen  is  destroyed  by  the  plasma  it- 
self. Plasma  is  known  to  have  great  pro- 
teolytic activity,  due  in  part  to  an  enzyme 
known  variously  as  plasmin  or  fibrinolysin. 
This  enzyme  is  ordinarily  virtually  inactive, 
but  under  certain  conditions  both  in  vivo 
and  in  vitro  it  can  become  active  and  will 
then  digest  fibrinogen,  fibrin  and  certain 
other  proteins.  For  example,  it  is  a normal 
phenomenon  for  the  blood  to  become  fibrino- 
lytic in  the  hours  after  a delivery,  but  this 
is  a test-tube  phenomenon  that  is  not  ac- 
companied by  evidences  of  bleeding  or  hypo- 
fibrinogenemia  in  the  patient.  There  are 
those  who  believe  that  the  bleeding  tend- 
ency in  the  patient  with  a retained  dead 
fetus  is  due  to  the  action  of  plasmin  or 
some  similar  enzyme.  However,  at  the  pres- 
ent time  this  hypothesis  is  not  supported 
by  any  conclusive  evidence. 

Thirdly,  it  has  been  suggested  that  a part 
of  the  patient’s  fibrinogen  has  been  changed 
in  some  way  by  the  presence  of  the  dead 
fetus  so  that  it  is  no  longer  able  to  form 
a fibrin  clot.  This  hypothesis  assumes  that 
the  fibrinogen  is  still  present  but  has  lost 
its  ability  to  clot.  Against  this  view  is  the 
fact  that  the  deficiency  in  fibrinogen  can 
be  demonstrated  electropheretically  and 
chemically  without  first  attempting  to 
change  it  to  fibrin.  It  is  possible  that  other 
bleeding  disorders  of  pregnancy  are  the  re- 
sult of  such  an  alteration  in  fibrinogen,  but 
this  is  probably  not  the  case  in  the  patients 
whom  we  are  considering. 
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Finally,  the  suggestion  of  Weiner,  Reid, 
Roby  and  Diamond  seems  to  have  the  most 
merit,  although  it,  too,  remains  unproved. 
You  will  recall  that  the  coagulation  of  blood 
consists  in  the  conversion  of  a soluble  pro- 
tein, fibrinogen,  into  an  insoluble  protein, 
fibrin.  This  conversion  occurs  as  the  re- 
sult of  the  action  of  an  enzyme,  thrombin. 
Thrombin  does  not  exist  as  such  in  any  ap- 
preciable amount  in  the  circulating  blood 
but  arises  during  the  clotting  process  from 
an  inactive  precursor,  prothrombin.  The 
conversion  of  prothrombin  into  thrombin 
may  be  initiated  by  the  addition  to  blood  of 
one  of  a group  of  substances  known  as 
thromboplastins  which  react  in  the  presence 
of  calcium  ions  and  certain  accessory  fac- 
tors. 

Weiner  and  his  associates  postulated  that 
in  the  patients  with  intrauterine  retention 
of  a dead  fetus,  thromboplastic  material 
arising  from  the  contents  of  the  uterus  en- 
ters the  blood  stream.  Within  the  blood 
stream  the  thromboplastic  material  initiates 
the  coagulation  of  the  blood  so  that  fibrin 
clots  are  laid  down  within  the  maternal 
blood  vessels.  Consequently,  fibrinogen  is 
consumed  faster  than  it  can  be  replaced, 
and  hypofibrinogenemia  results.  In  experi- 
mental animals  one  can  readily  produce  hy- 
pofibrinogenemia by  just  this  means.  If  one 
slowly  infuses  thromboplastic  material  into 
a dog  there  will  be  a gradual  decrease  in 
the  concentration  of  fibrinogen  within  its 
circulating  blood.  With  care,  one  can  totally 
defibrinate  the  animal  without  causing  ob- 
vious harm.  Several  hours  after  the  infus- 
ion is  completed  the  concentration  of  fib- 
rinogens in  its  blood  begins  to  rise,  and 
within  24  hours  may  actually  be  higher 
than  before  the  start  of  the  infusion. 

Both  amniotic  fluid  and  placental  tissue 
have  been  used  as  the  thromboplastic  ma- 
terial in  experiments  of  this  sort.  These 
observations  are  the  basis  for  the  hypothesis 
that  the  hypofibrinogenemia  in  these  pa- 
tients is  the  result  of  defibrination.  One 
stumbling  block  to  this  theory  is  that  it  is 
hard  to  explain  how  the  thromboplastic  ma- 
terial would  be  introduced  into  the  maternal 
blood  stream  steadily  enough  to  produce  that 
orderly  decline  in  the  concentration  of  fib- 
rinogen which  occurs  in  some  patients.  For 
this  reason,  one  must  reserve  judgment  con- 
cerning the  pathogenesis  of  the  coagulative 
defect. 


The  same  explanation  has  been  offered 
to  explain  the  pathogenesis  of  the  hemor- 
rhagic disorder  which  accompanies  two  oth- 
er complications  of  pregnancy.  It  has  been 
known  for  many  years  that  occasional  pa- 
tients with  premature  separation  of  the 
placenta  will  have  uncontrollable  uterine 
bleeding,  sometimes  accompanied  by  evi- 
dences of  a generalized  bleeding  diathesis. 
Dieckman  showed  that  this  bleeding  dia- 
thesis was  related  to  hypofibrinogenemia, 
and  Moloney  and  his  associates  were  the 
first  to  treat  the  hemorrhagic  state  by  the 
intravenous  injection  of  fibrinogen.  It  is 
currently  believed  that  hypofibrinogenemia 
accompanying  premature  separation  of  the 
placenta  is  due  to  the  entrance  of  placental 
tissue  into  the  maternal  blood  stream. 

A second  complication  which  may  be  ac- 
companied by  hypofibrinogenemia  is  amni- 
otic fluid  embolism.  In  this  disorder  it  is 
believed  that  amnotic  fluid  gains  entrance 
into  the  maternal  circulation  sometime  dur- 
ing the  course  of  labor.  In  certain  of  these 
patients  there  is  sudden  respiratory  distress 
and  death  ensues  within  a matter  of  min- 
utes. In  others,  the  patients  have  prolonged 
uterine  hemorrhage,  gradually  slip  into 
shock,  and  die.  In  the  latter  group  of  pa- 
tients the  uterine  hemorrhage  is  apparently 
due  to  hypofibrinogenemia  combined  with 
other  clotting  defects,  and  clinical  evidences 
of  generalized  bleeding  are  usually  present. 
It  has  been  suggested  that  in  these  patients 
the  hypofibrinogenemia  occurs  because  the 
maternal  fibrinogen  has  been  clotted  by  the 
thromboplastic  action  of  amniotic  fluid  in 
her  circulating  blood.  These  patients  are 
more  difficult  to  treat,  but  they  may  re- 
spond to  correction  of  their  clotting  defect 
by  the  administration  of  fibrinogen;  opera- 
tive intervention  to  search  for  a source  for 
the  uterine  bleeding  is  usually  disastrous 
and  should  be  avoided. 

How  does  one  go  about  making  a diag- 
nosis of  hypofibrinogenemia?  When  it  is 
suspected  that  the  fetus  has  died  in  utero, 
the  patient  should  be  told  to  report  any 
symptoms  suggestive  of  a bleeding  tend- 
ency, however  trivial.  We  have  seen  nose- 
bleeds, gingival  bleeding,  ecchymoses,  gas- 
trointestinal bleeding  and  hematuria  in  pa- 
tients with  hypofibrinogenemia,  as  well  as 
bleeding  at  the  sites  of  venepunctures  and 
injections.  At  the  first  opportunity,  the 
concentration  of  fibrinogen  in  the  maternal 
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blood  should  be  measured  chemically,  and 
this  determination  should  be  repeated  at  ap- 
proximately weekly  intervals.  Thus,  the 
physician  will  be  able  to  anticipate  the  ap- 
pearance of  a bleeding  tendency  and  treat 
the  patient  accordingly. 

Unfortunately,  in  our  experience  the  pa- 
tient as  often  as  not  is  first  seen  when  she 
is  in  labor,  and  the  delivery  of  the  dead 
fetus  is  accompanied  and  followed  by  ser- 
ious uterine  hemorrhage.  The  following  pro- 
cedure has  been  of  great  value  in  the  diag- 
nosis of  hypofibrinogenemia  in  such  an 
emergency.  The  delivery  room  should  be 
provided  with  a number  of  Pyrex  Wasser- 
mann  tubes,  scored  at  the  1 cc.  mark.  Each 
tube  should  contain  .1  cc.  of  bovine  throm- 
bin made  up  to  1000  units  per  cc.,  as  direct- 
ed on  the  bottle.  These  tubes  should  then 
be  kept  in  a deep  freeze  convenient  to  the 
delivery  room.  In  the  frozen  state,  the 
thrombin  will  remain  active  for  at  least  a 
year.  When  hypofibrinogenemia  is  suspect- 
ed, about  10  cc.  of  venous  blood  should  be 
drawn  through  a wide-bore  needle,  for  ex- 
ample, one  of  No.  18  gauge.  The  needle 
should  then  be  detached  from  the  syringe 
and  the  thrombin  tube  filled  with  blood  to 
the  1 cc.  mark.  At  the  same  time,  4 or  5 
cc.  of  blood  should  be  placed  in  a blood 
chemistry  or  blood  count  bottle  containing 
dried  oxalate  salts.  The  remainder  of  the 
blood  should  be  saved  to  be  used  for  cross- 
matching blood  for  transfusion. 

If  the  patient’s  blood  is  totally  lacking  in 
fibrinogen,  that  is,  if  there  is  so-called 
afibrinogenemia,  the  blood  in  the  thrombin 
tube  will  not  clot  at  all.  In  the  presence  of 
even  a small  amount  of  fibrinogen  the  blood 
will  clot  within  a matter  of  seconds  or  a 
minute.  One  waits  a minute  or  two  after 
the  clot  has  formed  and  then  taps  the  tube 
gently.  If  the  concentration  of  fibrinogen 
is  below  normal  the  clot  will  rapidly  shrivel 
into  a small  nubbin  from  which  the  red 
cells  are  extruded.  On  the  other  hand,  if 
the  concentration  of  fibrinogen  is  normal, 
the  retracted  clot  will  be  quite  large  and  will 
retain  the  bulk  of  the  red  cells. 

This  clot  observation  test  was  first  used 
for  this  purpose  by  Page.  Technically  very 
simple,  it  gives  an  almost  immediate  answer 
to  the  problem  at  hand.  However,  it  is 
helpful  to  have  some  experience  with  the  ap- 
pearance of  normal  thrombin  clots  so  that 
one  can  judge  the  size  of  the  clot  when  the 


test  is  applied  during  an  emergency  in  the 
delivery  room.  The  blood  in  the  oxalate 
tubes  can  be  used  for  clinical  determination 
of  the  concentration  of  fibrinogen,  but  in 
most  cases  a therapeutic  decision  will  have 
to  be  made  before  the  results  of  chemical 
analysis  are  available. 

In  our  hands  this  simple  thrombin  clot 
observation  test  has  been  a reliable  and 
rapid  guide  to  diagnosis  and  therapy.  Par- 
enthetically, it  is  important  to  recall  that 
the  blood  which  flows  from  the  uterus  post 
partum  is  normally  incoagulable  and  one 
cannot  make  a diagnosis  of  a coagulative  dis- 
order based  upon  the  clotting  characteristics 
of  uterine  blood. 

When  the  diagnosis  of  hypofibrinogenemia 
has  been  made  prior  to  the  delivery  of  the 
fetus,  measures  should  be  taken  to  empty 
the  uterus  as  soon  as  possible  by  whatever 
technique  seems  wisest  from  the  obstetric 
point  of  view.  Just  before  delivery  or  sur- 
gery the  patient  should  be  given  an  intra- 
venous injection  of  4 grams  of  human 
fibrinogen.  This  blood  product  can  be  ob- 
tained from  the  American  Red  Cross  or 
from  the  Cutter  Laboratory  in  Berkeley,  Cal- 
ifornia; a stock  of  at  least  10  grams  should 
be  located  within  a reasonable  distance  of 
any  center  in  which  obstetrics  is  practiced. 
An  injection  of  four  grams  will  raise  the 
concentration  of  fibrinogen  in  these  patients 
to  safe  levels  for  several  hours.  During  this 
time  the  uterus  can  be  emptied  vaginally 
or  by  hysterotomy,  whichever  seems  indi- 
cated obstetrically.  It  will  be  safest  to  check 
the  concentration  of  fibrinogen  in  venous 
blood  from  time  to  time  by  the  clot  observa- 
tion test,  and  to  inject  additional  fibrinogen 
if  needed. 

Blood  transfusion  is  neither  a safe  nor  a 
reliable  substitute.  In  order  to  provide  4 
grams  of  fibrinogen  it  would  require  the 
transfusion  of  3 liters  of  blood,  an  amount 
certainly  far  too  great  to  be  administered 
safely  to  someone  with  a normal  blood  vol- 
ume. Furthermore,  blood  stored  in  a blood 
bank  is  devoid  of  platelets.  The  patient’s 
blood  would  thus  be  diluted  with  platelet- 
free  blood,  and  thrombocytopenia  would  re- 
sult, aggravating  the  tendency  to  bleed.  In 
patients  injected  with  fibrinogen  prior  to 
delivery  we  have  not  encountered  signifi- 
cant hemorrhage  when  the  uterus  was  emp- 
tied, and  the  subsequent  course  of  these  pa- 
tients has  been  uneventful.  The  only  draw- 
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back  to  the  use  of  fibrinogen  has  been  one 
of  the  same  drawbacks  which  limits  the  use 
of  whole  blood,  namely,  that  fibrinogen,  like 
other  blood  products,  may  contain  the  virus 
of  hepatitis,  and  we  have  seen  homologous 
serum  jaundice  follow  its  use. 

If  the  patient  is  first  observed  during 
delivery  the  principles  of  treatment  are  ex- 
actly the  same.  Four  grams  of  fibrinogen 
are  injected  intravenously  and  the  uterus 
is  emptied  as  promptly  as  possible.  Further 
fibrinogen  is  administered  as  needed.  If  the 
patient  is  in  shock,  this  condition  is  treated 
in  the  usual  manner.  Finally,  it  is  important 
to  note  that  operative  intervention  is  dan- 
gerous unless  the  bleeding  tendency  is  first 
corrected.  Instead  of  bleeding  from  the  raw 
placental  site,  the  patient  will  bleed  from  the 
operative  wound. 

The  prognosis  for  the  patient  in  whom 
there  is  bleeding  associated  with  intrauter- 
ine retention  of  a dead  fetus  is,  in  general, 
excellent  if  the  condition  is  recognized  and 
treated.  A few  deaths  have  been  reported, 
but  not  all  of  these  occurred  in  patients  treat- 
ed adequately  by  current  standards.  Early 
recognition  and  specific  therapy  are  essen- 


tial to  therapeutic  success  in  order  to  pre- 
vent the  effects  of  prolonged  shock. 

In  summary,  the  retention  within  the 
uterus  of  a dead  fetus  may  result  in  the  de- 
velopment of  a serious  generalized  bleeding 
tendency.  This  syndrome  appears  in  women 
in  whom  the  death  of  the  fetus  takes  place 
within  roughly  the  second  trimester  of  preg- 
nancy. The  bleeding  tendency  appears  to  be 
due  to  a decrease  in  the  concentration  of 
fibrinogen  within  the  circulating  plasma  and 
can  be  corrected  temporarily  by  the  intra- 
venous injection  of  human  fibrinogen.  The 
diagnosis  is  readily  made  by  chemical  an- 
alysis of  the  blood,  or,  if  there  is  no  time 
to  do  this,  by  a simple  clot  observation  test. 
The  hypofibrinogenemia  is  corrected  prompt- 
ly when  the  uterus  is  emptied,  and  in  nearly 
all  cases  recovery  is  rapid.  Among  the  var- 
ious hemorrhagic  states  of  pregnancy,  this 
is  perhaps  the  most  satisfactory  one  to  treat, 
because  the  prompt  recognition  of  the  syn- 
drome and  specific  therapy  will  prevent 
needless  maternal  death. 

(Supported  in  part  by  a research  grant  No. 
H1661C  from  the  National  Heart  Institute  of  the 
National  Institutes  of  Health,  U.S.  Public  Health 
Service,  and  in  part  by  a grant  from  the  Cleveland 
Area  Heart  Society). 


Medicine  Behind  the  Iron  Curtain 


Doctor  Thomson  returned  recently  from  a trip 
behind  the  Iron  Curtain  as  a guest  of  the  Polish 
Orthopedic  and  Traumatological  Society  and  par- 
ticipant in  its  Twelfth  Annual  Congress.  He  had 
a background  of  information  gained  during  a 
teaching  mission  eight  or  ten  years  ago  and  was 
in  a splendid  position  to  make  interesting  ob- 
servations. The  data  collected  during  his  recent 
visit,  dealing  with  medical  progress,  are  spiced 
by  comments  about  medical  people,  rebuilding  of 
war-torn  areas,  manner  of  living  under  difficult 
circumstances,  cultural  achievements,  and,  final- 
ly, an  excursion  into  Soviet  territory. 

—EDITOR 

TO  FORM  definite  conclusions 
regarding  medicine  and  health 
conditions  in  Iron  Curtain  coun- 
tries would  mean  staying  in  each  a much 
longer  time  than  most  observers  have  the  op- 
portunity of  giving.  Therefore,  what  this 
observer  reports  is  but  a superficial  picture 
of  what  a touring  “medico”  could  accumulate 
in  a short  stay  and  is  limited  in  sphere.  Fur- 
ther, since  my  interest  is  particularly  in  the 
fields  of  Orthopedic  and  Traumatic  Surgery, 
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Rehabilitation  and  Public  Health,  the  com- 
ments are  necessarily  biased  in  direction  of 
these  specialties. 

Actually,  our  visit  to  Russia  was  incidental 
in  that  I had  a period  of  time  between  medi- 
cal meetings  in  Finland  and  Poland,  that 
could  be  spent  profitably  by  limiting  myself 
to  observations  in  two  cities,  Leningrad  and 
Moscow.  Whatever  was  gleaned  was  neces- 
sarily hastily  attained  and  inconclusive ; 
however,  my  impressions  seem  to  concur 
with  those  with  whom  I visited,  who  have 
had  even  more  of  an  opportunity  than  we 
were  allowed. 

The  middle  of  November  is  not  an  ideal 
time  to  visit  Russia.  The  weather  we  en- 
countered was  below  zero  to  ten  above. 
Snow  was  everywhere.  Though  our  hotel 
accommodations  were  glamorous,  we  were 
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never  comfortably  warm  as  we  would  ex- 
pect to  be  in  our  own  hostelries.  The 
throngs  of  black-clad  people  with  fur  hats 
and  wool  shawls,  long  coats  and  high  felt 
boots  with  rubber  feet,  who  almost  ran  con- 
stantly through  the  wide,  well-kept  streets 
and  sidewalks,  remind  one  of  a massive  ant- 
hill with  many  entrances  and  thousands  of 
black  ants  darting  in  and  out  of  dark  holes 
in  the  white  sand,  each  intent  on  the  purpose 
of  his  activity.  The  fare  at  the  best  hotels 
and  restaurants  was  plentiful  but  anything 
but  appetizing.  The  best  was  fresh  caviar 
and  fresh  fruit,  particularly  apples.  We 
dined  on  these  items  three  times  a day,  with 
black  bread,  cringy  beer,  and  an  occasional 
vodka.  The  people  looked  healthy,  well-fed, 
warm,  somber,  and  intense.  As  someone 
said,  “A  Russian  smile  is  like  a cold  lady, 
you  see  her  teeth  but  nothing  else.”  What 
gleam  of  happiness  they  expressed  was  only 
during  the  intermission  of  the  fantastically 
beautiful  ballets,  when  a smelly  multitude 
paraded  through  the  gorgeous  foyers  of  the 
Czar’s  ballet  theatres  and  licked  ice  cream 
cones.  They  were  not  the  boy  and  girl  to- 
gether crowds  but  young  girls  in  little  groups 
and  young  men  in  little  groups,  and  older 
couples. 

From  what  I could  learn,  the  Soviet  dis- 
ease problems  are  the  same  as  those  of  our 
own  country.  Medical  teaching  is  carried  on 
in  the  various  medical  institutes  of  the  coun- 
try, and  hospitalization  is  one  of  their  activ- 
ities. Research  is  emphasized  and  carried 
on  also  as  a part  of  the  institute’s  program. 
Most  of  the  facilities  are  old  structures 
which  have  been  modernized,  not  too  well 
planned  according  to  our  modern  standards, 
but  adapted  to  make  the  best  use  possible 
of  them.  I understand  there  are  many  new 
hospitals  in  the  outlying  districts  of  the  prov- 
inces. The  newest  hospital  we  saw  in  Mos- 
cow was  the  Railway  Hospital. 

The  students  of  medicine  are  selected  ac- 
cording to  their  adaptability,  scholarship, 
and  secondary  education ; they  are  subsidized 
completely  through  their  medical  course  by 
the  State,  are  required  to  take  an  internship 
after  their  four  to  six  years  of  study,  go  to 
an  assigned  position  wherever  the  ministry 
feels  they  wish  them,  and  return  each  five 
years  to  their  original  institute  for  a year 
of  work  and  study  in  the  institute.  I under- 
stand that  70  per  cent  of  the  graduates  are 
women.  At  the  present  time  many  of  the 
important  positions,  professorships,  and  di- 


rectorships at  institutes  are  held  by  women. 
The  ordinary  doctor  or  “G.P.”  is  in  the  same 
categorical  class  with  an  ordinary  worker, 
and  is  not  better  reimbursed.  From  what  I 
could  learn,  the  doctor’s  pay  is  somewhere 
between  a total  of  $175.00  and  $200.00  a 
month. 

If,  however,  the  aspirant  desires  a higher 
classification,  has  the  ability,  and  can  make 
the  right  connections,  it  is  possible  that  upon 
his  return  to  his  institute  after  his  five-year 
district  service,  he  may  have  the  opportunity 
of  making  some  scientific  contribution  and 
of  writing  an  acceptable  thesis.  This  may 
improve  his  lot  and  he  may  become  a re- 
searcher, docent,  and  perhaps  ultimately  a 
professor.  With  these  increased  responsibil- 
ities, his  compensation  is  very  markedly  in- 
creased, as  is  also  his  prestige.  I heard  of 
one  author  of  a medical  text  who  had  re- 
ceived in  royalties,  or  whatever  they  call 
them  there,  such  a magnanimus  sum  that  it 
would  be  the  envy  of  any  textbook  author  in 
this  country.  Of  course  these  situations  are 
rare. 

In  addition  to  our  recognized  specialties 
and  subspecialties  of  medicine  and  surgery, 
they  have  the  specialties  of  sports  medicine 
and  engineering  medicine.  All  these  special- 
ties require  a training  period  or  residency  of 
equal  years  required  by  our  specialty  boards. 
I could  not  discover  a specialty  of  physical 
medicine  or  rehabilitation,  nor  could  I find 
a specialty  of  anesthesiology.  There  is  not 
too  much  emphasis  made  on  physical  medi- 
cine and  rehabilitation  as  they  are  absorbed 
in  the  healing  therapies  of  other  specialties. 
Since  practically  all  surgery  is  done  under 
local  infiltration  anesthesia,  there  is  no  need 
for  an  anesthesiologist.  The  surgeon  and  his 
assistants  observe  the  general  condition  of 
the  patient  during  the  operative  procedure. 
Perhaps  this  is  an  economic  measure,  or  per- 
haps may  be  in  preparation  for  war  surgery 
where  the  use  of  gases  might  be  dangerous 
under  certain  circumstances. 

The  great  Institute  of  Orthopaedics  and 
Traumatology  in  Moscow  is  splendidly 
staffed  with  competent  surgeons.  They  car- 
ry on  an  active  rehabilitation  program  aimed 
ultimately  to  put  people  back  into  some 
gainful  employment,  but  there  is  no  particu- 
lar hurry  or  such  economic  urge  as  we  find 
in  this  country.  Treatment  of  osteoarthritis 
of  the  hip  is  usually  by  arthrodesis  and  a 
prolonged  vacation  at  one  of  the  lovely  sea- 
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side  resorts  for  workers.  The  removal  of 
the  ruptured  intervertebral  disc  is  hardly 
recognized.  Their  treatment  of  this  patho- 
logic entity  consists  of  rest,  and  I mean  real 
rest,  in  which  the  patient  stays  in  bed  and 
hardly  gets  beyond  a stupor  until  his  pain  is 
relieved.  Then  a long  vacation  with  pay 
seems  to  bring  the  cure. 

Many  of  the  degenerative  ills  are  treated 
by  what  they  call  “tissue  therapy,”  which 
consists  of  the  use  of  a piece  of  placental 
tissue  or  of  pig’s  eyes.  After  a period  of 
incubation,  the  tissue  is  transplanted  into  the 
fatty  tissue  of  the  abdominal  wall.  Strange 
as  it  may  seem,  this  treatment  has  been,  for 
ten  years,  a vogue  and  apparently  has  had 
favorable  influence  on  many  geriatric  and 
degenerative  conditions  of  older  people.  The 
idea  is  that  as  these  very  rich  tissues  die, 
the  cells  develop  a defense  mechanism  which, 
when  transplanted,  stimulates  the  defense 
mechanism  of  the  body  and  rejuvenates  its 
organic  systems. 

I was  so  intrigued  with  this  method  which 
I saw  used  in  several  central  European  coun- 
tries eight  and  ten  years  ago,  that  I tried 
some  experimental  work  on  animals  but 
could  come  to  no  real  conclusions.  Perhaps 
the  animals  I used  weren’t  old  enough.  At 
least  I was  unable  to  gain  convincing  evi- 
dence of  favorable  effect  from  the  type  of  re- 
search I pursued. 

Sympathectomies  are  never  indicated  as 
they  believe  such  an  operation  leaves  more 
pathologic  change  and  complications  than 
are  evident  prior  to  operation.  However, 
they  do  use  sympathetic  blocks  as  a tempor- 
ary assistance  in  local  arterial  spasm. 

This  rest  treatment  they  use  so  generally 
was  most  interesting.  A medication  is  ad- 
ministered, the  formula  of  which  I did  not 
learn,  not  because  they  didn’t  try  to  explain 
it  to  me,  but  I was  unable  to  grasp  it.  The 
patient  sleeps  more  or  less  for  a couple  of 
weeks.  The  rest  from  normal  functional  ac- 
tivity seems  to  cure  many  ills  of  organic  and 
even  of  mechanical  nature. 

Outside  of  massage  and  a little  exercise, 
physical  therapy  is  rather  sketchily  carried 
out.  The  amputees  seem  woefully  neglected 
according  to  our  standards  of  use  of  the 
modem  prosthesis.  Many  of  them  go  on 
crutches,  others  have  peg-leg  pylons  or  knee 
pegs  on  which  they  get  around.  As  was  ex- 
plained* to  me,  they  are  not  interested  in  any 


fancy  devices  or  cosmetic  effects,  but  rather 
only  an  economic  usefulness  of  some  degree. 

I understand  a very  splendid  program  for 
rehabilitation  of  the  blind,  in  which  they  are 
very  intelligently  rehabilitated  to  a useful 
life,  is  being  carried  out  through  the  social 
security  department. 

The  laboratories  and  research  sections  I 
visited  were  apparently  well  equipped  with 
all  types  of  electronic,  biochemical,  and  other 
biological  and  bacteriological  work.  Through- 
out the  entire  Soviet,  I believe  that  the  foun- 
dation of  all  their  research  medicine  is  based 
on  the  theories  and  ideas  of  Pavlov,  who 
evolved  the  theory  of  “conditioned  reflex,” 
and  this  is  the  foundation  of  their  approach 
to  medical  science. 

It  is  quite  apparent  that  they  are  making 
great  strides  towards  meeting  the  public 
health  and  welfare  problems  of  a vast  throng 
of  people  who  have  had  little  emphasis  made 
for  them  in  this  direction  until  recent  years. 
I am  told  that  in  communal  farms  and  fac- 
tory districts,  the  health  program  is  quite 
good,  but  I cannot  justify  this  as  a first-hand 
informant. 

Most  of  the  medical  men  in  the  upper 
echelon  are  delighted  with  American  visitors. 
They  are  very  anxious  to  obtain  our  medical 
literature  and  texts,  and  many  of  them  speak 
good  English.  As  a matter  of  fact,  there  are 
several  of  our  leading  textbooks  translated 
and  published  in  Russia. 

“Soft  Class”  is  the  rule  for  tourists  on 
trains.  These  are  compartments  with  lounges 
on  either  side  of  the  window  with  a little 
table  between.  A little  coal  stove  in  the  end 
of  the  car  gave  adequate  steam  heat  to  keep 
us  warm  and  comfortable.  Trains  are  slow, 
stop  often  and  long.  So,  after  twelve  hours 
with  only  fruit  and  sandwiches,  supple- 
mented by  tea  with  which  the  porters  sup- 
plied us,  we  endured  and  slept  through  the 
eight  hours  of  darkness.  The  trip  from  Len- 
ingrad to  Moscow  is  only  two  hours  by  air, 
but  the  little  two-engine  Russian  planes  are 
comparable  to  our  old  DC-3’s.  The  springs 
in  the  seats  were  broken  down  and  there 
were  no  seat  belts.  These  planes  flew  at  a 
height  of  not  over  3,000  feet,  and  though 
bumpy  were  far  preferable  to  the  train,  and 
in  spite  of  the  snow-cover,  we  could  get  a 
fairly  good  idea  of  the  agricultural  terrain. 

Although  the  purpose  of  this  report  is  pri- 
marily medical,  it  would  hardly  seem  fair  to 
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leave  Russia  without  further  brief  comment 
on  the  two  cities.  Leningrad,  a seaport  city, 
is  beautifully  laid  out.  It  has  wide  streets, 
avenues,  magnificent  squares,  numerous 
bridges  crossing  rivers  and  canals,  magnifi- 
cent old  massive  baroque  buildings,  tremen- 
dous industrial  manufacturing  plants  scat- 
tered in  the  outer  area,  and,  of  course,  the 
Hermitage  or  winter  palace  of  the  Czar  with 
its  thousand  rooms,  holding  a fabulous  col- 
lection of  art  antiquity,  crown  jewels,  arche- 
ological material,  and  furnishings. 

The  subway,  or  “Metro”  as  it  is  called,  is 
fantastically  beautiful,  and  as  is  also  true 
in  Moscow,  the  pride  of  the  people.  It  must 
be  300  feet  underground  and  is  reached  by 
splendid  escalators.  The  stations  are  spot- 
lessly clean  as  are  also  the  neat,  pastel-col- 
ored trains.  The  stations  are  fabulous  with 
marble  corridors  embellished  with  lovely 
bronzed  reliefs  and  statuary,  mosaic  murals, 
and  each  one  is  entirely  different  in  design 
and  architectural  make-up  from  the  others. 

Moscow  seemed  more  drab  and  modern 
than  Leningrad.  The  Red  Square  and  Krem- 
lin glower  in  their  somber  dominance  over 
the  city.  Here,  many  buildings  are  new  and 
of  modern  architecture.  The  skyscraper 
buildings  have  been  developed  along  a gro- 
tesque floundering  design,  each  with  a cen- 
tral tower  and  a massive  lower  section.  These 
are  usually  used  for  government  bureaus  and 
housing,  but  the  outstanding  of  all  is  the  or- 
nate University  site.  The  streets  of  both 
cities  are  spotlessly  clean ; no  litter  or  clutter 
is  permitted.  The  snow  is  removed  as  it 
falls  by  thousands  of  shoveling  women  wTith 
the  help  of  great  bungling  machines  for 
gathering  and  loading  the  snow  into  trucks. 
This  process  goes  on  twenty-four  hours  of 
the  day.  I can  assure  you  there  is  nothing 
inspiring  about  the  scene  in  these  great 
cities,  actually  it  is  depressing.  We  were  re- 
lieved when  we  boarded  the  Russian  plane 
that  would  take  us  to  Warsaw,  where  at  least 
we  know  people,  and  where  many  speak 
English. 

The  visit  to  Poland  was  the  result  of  an  in- 
vitation to  take  part  in  the  twelfth  annual 
Congress  of  the  Polish  Orthopedic  and  Trau- 
matological Society,  of  which  I have  been  an 
honorary  member  for  eight  years.  Through 
their  literature,  I have  watched  their  pro- 
gress in  this  specialty  of  surgery.  Although 
I do  not  understand  or  read  their  language, 
they  very  considerately  publish  a Russian 


and  English  summary  for  each  article.  This 
summary,  with  illustrations,  gives  one  a very 
adequate  idea  of  their  accomplishments  and 
efforts. 

We  were  met  at  the  airport  by  a delega- 
tion bearing  flowers,  and  whisked  by  two 
state  cars  to  the  Hotel  Warsaw.  Well  do  I 
remember  the  last  time  I saw  this  structure, 
in  1948,  when  all  that  was  left  after  the 
bombing  was  the  “U.  S.  Steel”  framework  of 
what  might  be  called  a skyscraper-type  build- 
ing. It  had  been  the  office  of  the  Equitable 
Life  Assurance  Society  of  the  U.S.A.  This 
steel  framework  had  withstood  the  effects 
of  the  bombs  and  made  quite  a sight  among 
the  wretched  ruins  and  debris  of  brick  and 
mortar  which  characterized  most  of  the 
downtown  area  of  Warsaw.  Much  of  this 
city  has  to  an  extent  been  rebuilt,  but  there 
are  still  vast  areas  of  rubble,  and  the  ex- 
terior of  most  of  the  buildings  has  not  been 
completed  as  they  are  still  the  rough  brick 
exterior.  The  Hotel  Warsaw  is  quite  ade- 
quate but  bleak  and  cold.  This  wTas  compen- 
sated for  by  the  warmth  in  the  hearts  of 
those  who  were  our  hosts.  I had  constantly 
at  my  disposal  a state  car,  driver,  and  twTo 
interpreters  who  alternated  in  their  atten- 
tions. One  of  these  doctors  had  acted  in  this 
capacity  when  I was  there  in  1948,  with  the 
medical  teaching  mission,  and  is  now  director 
of  a small  district  hospital  in  the  environs 
of  Warsaw.  The  other  was  an  assistant  of 
my  friend,  Professor  Gruca. 

The  Congress  was  held  at  the  Palace  of 
Culture  and  Science,  which  is  a monstrous 
edifice,  Moscow-Russian-skyscraper  inspired, 
with  wings  having  Corinthian  and  Gothic 
columns  and  ornate  decorations  of  the  lower 
sections.  This  was  the  gift  of  the  Soviet  to 
the  Polish  People’s  Democratic  Republic,  but 
actually  it  represents  the  efforts  and  work  of 
the  Poles  for  six  years,  sacrificing  time  and 
much  needed  material  that  could  have  been 
used  to  rebuild  their  once  beautiful  city. 

The  congress  hall,  on  the  sixth  floor,  con- 
sisted of  a spacious  beautiful  auditorium. 
There  were  some  600  doctors  in  attendance, 
including  guests  from  India,  China,  North 
Korea,  Bulgaria,  Rumania,  and  Czechoslo- 
vakia, as  well  as  other  places.  Never  have  I 
attended  such  an  intense,  serious  congress. 
The  operative  clinics  started  at  6:00  a.m.  in 
the  various  hospitals,  and  lasted  until  9:00. 
General  sessions  began  at  9:30  and  ended  at 
1:00  p.m.,  at  which  time  there  was  an  inter- 
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mission  for  luncheon.  At  3:00  p.m.  the  ses- 
sion continued  until  papers  of  the  day  were 
completed,  and  this  was  sometime  between 
7 : 30  and  8:00  in  the  evening. 

The  session  was  limited  to  two  main  sub- 
jects — (1)  Idiopathic  Scoliosis,  and  (2) 
Paraplegia.  The  principal  speakers  consist- 
ed of  the  leading  professors  of  the  country 
and  foreign  guests.  These  were  followed  by 
short  presentations  by  internists,  general 
surgeons,  pediatricians,  public  health  physi- 
cians, pathologists,  and  research  workers, 
covering  all  the  various  phases  of  these  prob- 
lems. I attended  every  session  and  would 
have  gotten  nothing  out  of  it  had  it  not  been 
for  the  extremely  alert  interpreters  who  con- 
stantly kept  me  abreast  of  the  discussion. 
It  would  be  time-consuming  to  elucidate  on 
all  the  ramifications  of  these  subjects.  How- 
ever, I would  like  to  call  attention  to  the 
work  of  Professor  Adam  Gruca,  the  senior  in 
this  field  of  surgery.  I believe  he  is  one  of 
the  most  skillful  surgical  technicians  I have 
ever  seen,  and  one  who  has  done  more  to- 
ward the  advancement  of  the  modern  concept 
of  Orthopedics  and  Traumatology  than  any- 
one in  central  Europe,  save  Professor  Jan 
Zahradnicek  of  Prague,  Czechoslovakia. 
Gruca,  long  before  the  days  of  antibiotics, 
advocated  the  complete  removal  of  tubercu- 
lous tissue  in  joint  disease  and  obtained  fre- 
quent cures.  Before  this  Congress,  he  dem- 
onstrated his  method  of  treatment  and 
showed  numerous  cases  of  apparently  cured 
or  compensated  idiopathic  scoliosis  in  chil- 
dren and  even  adolescents  by  the  use  of  an 
ordinary  stainless  steel  spring  hooked  over 
the  lateral  processes  of  the  vertebra  on  the 
convex  side,  the  upper  hook  over  the  trans- 
verse process  of  the  upper  end  of  the  curve, 
the  lower  end  of  the  spring  hooked  over  the 
transverse  process  of  the  vertebra  of  the  low- 
er extremity  of  the  curve.  This  is  accom- 
plished by  stripping  the  muscles  from  the 
spinous  process  and  lamina  on  the  convex 
side  and  after  the  spring  is  attached,  closing 
the  tissues  over  the  spring.  No  type  of  im- 
mobilization is  used  and  gradually  the  spring 
must  pull  and  straighten  out  the  curve.  The 
absence  of  a cast  or  restraining  brace  pre- 
vents atrophy,  encourages  muscle  develop- 
ment on  the  weakened  side,  and  stretches  the 
contracted  muscles  on  the  concave  side.  With 
severe  deformities,  he  uses  additional 
springs,  also  a type  of  spring  d'istractor  to 
spread  the  concave  deformity.  It  all  sounds 
fantastic  and  unrealistic,  but  after  seeing 


many  of  these  cases,  who  suffer  no  discom- 
fort whatsoever,  and  have  had  rather  miracu- 
lous correction,  one  cannot  help  being  im- 
presed  by  the  procedure.  His  wizardry  as  a 
technician  and  his  meticulous  handling  of 
tissues  enable  him  to  routinely  perform  these 
operations  in  twenty-five  or  thirty  minutes. 

When  I worked  in  his  crowded  clinic  eight 
years  ago,  with  100  beds,  I was  impressed 
by  the  cheerfulness  of  the  atmosphere,  the 
worshipful  adoration  the  patients  felt  for 
him,  and  the  humane  approach  to  every  prob- 
lem. Today,  he  has  a beautiful  new  six- 
story  modem  clinic,  with  250  beds,  com- 
pletely modern  operating  appointments 
throughout,  splendid  physical  therapy  and 
rehabilitation  facilities,  cheery  light  wards 
and  out-patient  pavilion.  It  is  indeed  a great 
monument  to  this  splendid  teacher  who  has 
pioneered  Orthopedic  Surgery  in  Poland. 
Gruca  and  Professor  Dega  have  trained  prac- 
tically every  professor,  docent,  and  Ortho- 
pedic Director  in  the  country.  I wish  time 
allowed  me  to  tell  some  of  the  many  stories 
of  how  he,  as  a simple  mountain  man,  retir- 
ing, shy  but  determined,  has  made  such 
great  strides  in  medicine  in  a Communist  at- 
mosphere. He  not  only  has  his  beautiful 
clinic,  but  a lovely  town  villa,  two  cars,  and 
a mountain  cabin.  His  importance  to  the 
teaching  structure  of  this  nation  makes  him 
one  to  be  reckoned  with  if  continued  medical 
advances  are  to  be  made  in  that  country. 

As  a guest  of  this  Society  and  the  Ministry 
of  Culture  and  Education,  there  were  many 
calls  for  press  conferences,  radio,  and  televi- 
sion appearances.  It  was  not  difficult  for  me 
to  diplomatically  express  opinions  regarding 
my  impressions  of  the  differences  in  Warsaw 
since  1948,  and  of  the  progress  that  had  been 
made  in  medicine  in  the  country.  It  was 
evident  on  all  hands  that  the  vigorous,  hon- 
est, resourceful,  creative  character  of  lead- 
ers of  Polish  medicine  had  not  only  absorbed 
the  Western  concept  of  medical  teaching  and 
training  but  developed  initiative  and  re- 
search to  a high  degree.  There  are  many 
new  hospitals,  new  health  centers,  and  new 
institutes  for  treatment  of  special  conditions. 
There  has  been  a rehabilitation  of  many  of 
the  old  institutions  which  has  made  them 
modern  and  very  useful.  We  had  hoped  to 
travel  rather  extensively  to  some  of  the 
other  major  cities  to  visit  some  of  the  hos- 
pitals I had  worked  in,  but  because  of  the 
unrest  and  tension  in  the  country,  we  were 
advised  against  doing  so.  We  were  the  re- 
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cipients  of  invitations  to  many  social  func- 
tions and  I must  say  that  the  Polish  gourmet 
is  wonderful.  Never  will  you  see  any  love- 
lier or  better-tasting  jellied  cold  meats  and 
salads,  the  best  wild  fowl,  game,  and  pork 
I have  ever  eaten.  The  dainty  pastries  were 
as  appetizing  to  look  at  as  they  were  to  taste, 
not  to  mention  the  liquid  refreshments.  At 
the  annual  banquet,  the  dance  music  was 
U.S.A.  and  South  American  jazz  and  the 
dancers  were  as  nimble  and  graceful  as  any 
you  ever  saw. 

How  we  hated  to  leave  these  freedom-lov- 
ing people  who  are  so  thwarted  by  their  op- 
pressors. They  have  great  confidence  in 
their  present  leadership  and  hope  by  it  to 
better  their  position  of  independence.  We 
departed  with  many  gifts,  flowers,  and  good 
wishes. 

Arriving  at  the  Prague  airport,  Dr.  Slavik, 
who  was  in  this  country  for  a year  and  a 
half  working  in  our  leading  clinics,  and  his 
wife  met  us  in  his  own  comfortable  little  car 
of  ancient  vintage.  From  the  beautiful  new 
airport  a good  highway  leads  into  the  city. 
Prague,  to  me,  is  one  of  the  most  beautiful 
cities  in  all  Europe.  Having  escaped  the 
damage  of  war,  it  is  a treasure  of  historic 
architecture,  culture,  art  and  progress,  which 
dates  back  to  the  ninth  century.  Here,  ba- 
roque architecture  is  at  its  best  and  is  only 
marred  by  the  tremendous  grotesque  Stalin 
statue  that  dominates  a high  and  sightly 
point.  It  seems  shameful  to  clutter  up  an 
intellectual  heritage  of  enlightment  and 
freedom  with  such  a monument  of  degenera- 
tive, barbarous,  dictatorial  intrigue.  I do 
not  think  they  are  proud  of  their  statue,  but 
these  Bohemians  are  gentle  souls.  They  have 
suffered  before  but  have  maintained  their  in- 
tegrity and  they  intend  to  do  it  again. 

We  found  ourselves  beautifully  housed  in 
the  warm  and  pleasant  atmosphere  of  the 
Hotel  Alcron,  where  I enjoyed  my  stay  so 
much  in  1946,  again  as  the  guests  of  the 
People’s  Democratic  Republic  as  a partici- 
pant in  the  Special  Congress  of  the  Czecho- 
slovakian Society  of  Orthopedics  and  Trau- 
matology. Everything  was  done  for  us  to 
make  our  stay  pleasant,  even  to  the  extent 
of  considerable  sight-seeing,  a visit  to  beau- 
tiful Karlo  Levary  (Carlsbad)  and  the  Spas, 
as  well  as  inspection  of  the  thousand-bed 
district  hospital.  Every  day  except  the 
week-end  was  extremely  busy  with  the  vari- 
ous clinics  of  this  great  city  and  on  the  last 


day,  I gave  four  different  lectures  to  the 
Orthopedic  Society. 

Professor  Zahradnicek  has  trained  almost 
every  man  in  the  country  and,  at  74,  he  rules 
supreme,  as  the  great  Professor,  a position 
well  deserved  as  he  truly  is  a most  outstand- 
ing Orthopedic  Surgeon  in  Central  Europe. 
His  masterful  work  in  connection  with  con- 
genital dislocation  of  the  hip,  both  by  con- 
servative measures  and  surgery,  is  recog- 
nized throughout  the  world.  The  opportun- 
ity for  treating  these  conditions  is  rather 
unusual  in  that  eight  to  ten  per  cent  of  the 
children  have  either  a complete  congenital 
dislocation,  a subluxation,  or  dysplasia  of 
the  hip  or  hips.  Ten  years  ago,  the  recogni- 
tion of  such  unusual  prevalence  of  hip  dis- 
ease led  to  the  Public  Health  authorities 
through  the  Pediatric  Clinics  to  check  by 
X ray  every  child  during  its  first  few  months 
of  life.  This  led  to  early  recognition  of  this 
deformity  and  a very  successful  conservative 
treatment  with  abduction  and  active  develop- 
ment through  mobility  of  the  extremities. 
This  cured  most  of  these  cases.  Those  who 
show  persistent  slipping  are  usually  operated 
and  corrected  during  their  third  to  sixth 
years  of  life,  or  in  the  pre-school  era.  Of 
course,  there  are  a few  that  slip  by  and  come 
to  the  clinics  late  and  have  to  have  extensive 
operative  procedures.  Even  these  have  quite 
successful  results.  The  various  clinics  where 
I worked  and  lectured  previously,  now  have 
some  new  faces  as  Directors  and  Chiefs. 

Dr.  Tosovsky,  who  visited  us  in  1947,  is 
now  Director  of  the  Children’s  Surgical  Clinic 
and  has  made  a tremendous  improvement  in 
its  development.  His  major  interest  is  in 
Orthopedic  Surgery,  but  he  has  written  a 
very  fine  text  on  ‘‘Congenital  Gastro-Intest- 
inal  Operative  Care  for  Children’s  Ano- 
malies.” Recognizing  the  importance  of  spe- 
cialization in  this  Clinic,  he  has  a cardiac 
section,  oral  facial  section,  and  a thoracic 
section,  each  headed  by  an  able  expert  in 
this  line.  Dr.  Slavik,  who  is  first  assistant 
of  Professor  Zahradnicek,  has  performed  a 
tremendous  amount  of  research  work  on  the 
subject  of  “Coxa  Plana”  and  has  written  a 
splendid  and  convincing  text  on  this  subject. 
I should  have  mentioned  that  Tosovsky’s 
“Children’s  Surgery”  has  been  translated  and 
published  in  Russia,  China,  India,  and  France. 
This  fall  an  Italian  edition  is  to  come  out. 
Here  again,  we  were  recipients  of  many  so- 
cial occasions  of  a most  delightful  character 
in  the  lovely  atmosphere  of  lavish  homes. 
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The  Czech  doctors,  as  well  as  most  of  the 
other  people,  seemed  to  do  economically  much 
better  than  those  in  Russia  and  Poland. 
Their  homes  or  apartments  are  as  lavishly 
furnished  and  as  lovely  as  most  any  of  the 
doctors  in  Europe,  and  they  live  apparently 
fairly  well.  They  too,  have  to  go  through  a 
considerable  amount  of  privation  in  purchase 
of  necessities  of  life,  particularly  clothing, 
but  they  do  have  more  liberty  of  activity  and 
endeavor  than  in  the  other  countries.  Per- 
haps the  fact  that  they  had  the  know-how 
and  industry  to  give  more  to  the  Soviet  has 
made  it  possible  for  them  to  be  allowed  to 
have  more  consumer  goods.  This  is  the  only 
explanation  I could  gain. 

In  this  country  there  is  a high  degree  of 
specialization — surgery  and  medicine.  Their 
foundation  and  training  is  excellent  and  com- 
parable to  our  own. 

Here  again  there  were  news  conferences, 
radio  and  television  appearances  in  connec- 
tion with  the  Clinic  work,  and  lecturing  that 
I did.  Their  appreciation  was  so  great  that 
we  were  completely  overcome  by  the  beautiful 
gifts  of  art — paintings,  sculpture,  etchings, 
china  and  glass,  and  I was  forced  to  ship 
home  some  fifty  pounds  of  beautiful  books 
that  were  given  to  me  by  various  publishing 
houses.  The  generosity  of  these  kind  people 
overwhelmed  us.  The  payment  of  excess 
baggage,  charged  by  air,  was  amply  compen- 
sated by  the  loveliness  of  our  possessions. 

Perhaps  a comment  on  my  reaction  on  leav- 
ing these  countries  might  be  in  order.  For 
Russia,  let  me  say  that  it  is  purely  wishful 
thinking  on  the  part  of  anyone  who  thinks 
that  the  Russian  Communists’  Regime  is 
crumbling.  The  people  of  that  country 
recognize  that  they  have  more  than  they 
ever  had,  they  are  obsessed  with  the  idea  of 
peaceful  life  and  existence.  They  pity  the 
poor  imperialistic  peoples  of  the  Western 
World  and  this  propaganda  is  driven  into 
their  minds  by  every  uttered  and  written 
word  that  they  hear  or  see.  A constant  pro- 
gram of  this  character  is  carried  on  by  loud 
speaker  on  every  corner  in  every  principle 
city  in  Russia.  Such  a program  becomes  con- 
vincing, therefore  they  are  satisfied. 

The  Poles  have  never  had  a love  for  the 
Russians  nor  what  they  stand  for.  They 
have  been  bled  dry  by  the  Soviet  during  the 
last  years.  They  are  turbulent  and  fearless 
people  who  long  for  freedom  and  independ- 


ence, and  will  ultimately  achieve  their  aim, 
but  they  hope  to  do  it  with  less  bloodshed 
and  sorrow  than  in  Hungary. 

Czechoslovakians  are  a peace-loving,  gen- 
tle, more  moderate  people  than  the  Poles. 
They  are  patiently  making  the  best  of  what 
is  better  than  it  has  been,  in  the  hope  that 
some  day,  yes,  someday  they  will  be  free. 
But  I do  not  think  they  are  as  likely  to  re- 
volt. 

Lastly,  these  two  countries  recognize  the 
fact  that  the  West  was  responsible  for  their 
independence  and  freedom  after  World  War 

I,  then  sold  them  out  at  the  time  of  the  Mun- 
ich Pact,  in  1939.  Again,  after  World  War 

II,  following  a heroic  start  towards  freedom 
and  development,  the  West  turned  them  over 
to  the  Soviets  for  exploitation.  Nevertheless, 
they  still  hope  that  by  war  or  diplomacy  the 
West  will  restore  their  independence  once 
more. 

Current  Comment 

The  Ciba  Collection  of  Medical  Illustrations — 

Doctor  Frank  H.  Netter,  said  to  be  the 
country’s  leading  medical  illustrator  expects 
to  work  the  greater  part  of  his  productive 
life  on  a series  of  nine  volumes  depicting  by 
full-color  illustrations  every  significant  seg- 
ment of  the  human  body  and  diseases  that 
affect  it.  Part  III  of  volume  3,  “Liver,  Bili- 
ary Tract  and  Pancreas,”  has  just  been  pub- 
lished. Contributors  and  consultants  of 
highest  repute  have  help  make  available  this 
most  interesting  and  useful  volume.  Refer- 
ences to  literature  are  included. 

A Memorable  Birthday,  March  24 — 

On  March  24,  1882,  Koch  announced  the 
identity  of  the  cause  of  tuberculosis.  This 
has  been  called  “One  of  the  greatest  contri- 
butions to  the  science  of  bacteriology.”  It 
could  well  be  called  one  of  the  greatest  con- 
tributions toward  the  cure  and  eradication 
of  this  scourge. 

Doctor  Evarts  A.  Graham  Dies  at  73 — 

Doctor  Evarts  A.  Graham,  73,  who  re- 
ceived the  A.M.A.  Distinguished  Service 
Award,  in  1950,  for  his  pioneer  work  in  lung 
surgery  for  cancer,  died  at  Barnes  hospital 
in  St.  Louis  on  Monday,  March  4.  It  is  iron- 
ical that  his  death  should  have  resulted  from 
cancer  of  the  lung. 
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A Survey  of 

Accidental  Poisoning 

Cases  in  CHILDREN 


Doctor  Mclntire  has  collected,  recorded,  and 
analyzed  considerable  data  on  an  important,  ever- 
present problem — poisoning  in  children.  She  pre- 
sents these  data  in  a clearcut  fashion,  profusely 
illuminated  by  tables  and  charts.  She  omits  dis- 
cussion of  the  problem  of  prevention  of  these  ac- 
cidents, but  the  answers  may  be  implied  from 
her  analysis. 

—EDITOR 

THE  leading  cause  of  death  in 
children  under  five  years  of 
age  is  accidents,  and  slightly 
more  than  five  per  cent  of  all  accidental 
deaths  are  caused  by  poisoning1.  In  her  re- 
cent work,  Bain  has  shown  that  over  400 
deaths  in  children  under  the  age  of  five 
years  occur  each  year  in  the  United  States 
from  accidental  poisoning2.  In  the  first  864 
cases  of  poisonings  that  cleared  through  the 
Chicago  Poisoning  Control  Center,  there 
were  eight  deaths,  a ratio  of  about  100  non- 
fatal  cases  to  each  death3.  According  to 
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State  Department  of  Vital  Statistics  has 
shown  that  poisoning  is  definitely  a prob- 
lem in  the  United  States  and  in  Nebraska. 
Table  I lists  the  deaths  that  have  occurred 
from  poisoning  in  the  United  States  and  in 
Nebraska  for  the  ten  year  period  from  1945 
to  1954. 

In  order  to  determine  the  extent  of  the 
poisoning  problem  in  Omaha,  a survey  of 
all  the  hospitals  in  the  city  was  made.  This 
information  now  forms  a basis  for  determin- 
ing the  extent  of  the  problem.  Eleven  hos- 
pitals were  surveyed  for  the  period  from 
June  1,  1955,  through  May  31,  1956.  These 
dates  were  chosen  to  make  the  survey  as  re- 


TABLE  I 

DEATHS  FROM  ACCIDENTAL  POISONING  BY  SOLID  AND 
LIQUID  SUBSTANCES  BY  SELECTED  AGES  FOR  THE 
UNITED  STATES  AND  FOR  NEBRASKA,  1945-54 


Year 

All  Ages 

United  States 
Under 
1-Yr. 

1-4 

Yrs. 

Nebraska 
Under 
All  Ages  1-Yr. 

1945 

1,532 

41 

397 

9 

1946 

1,536 

38 

408 

8 

1947 

1,504 

59 

336 

8 

2 

1948 

1,436 

55 

350 

8 

1949 

1,634 

64 

359 

6 

1 

1950 

1,584 

49 

362 

12 

1 

1951 

1,497 

39 

372 

8 

1952 

1,440 

60 

383 

10 

1 

1953 

1,391 

52 

393 

10 

1 

1954 

1,339 

49 

341 

8 

— 

it  ma3r  be  estimated  that  there 

cent  as  possible. 

All 

are  40-45  thousand  cases  of  poisoning  in 
children  under  five  years  in  the  United 
States  each  year.  In  1953,  there  were  95,032 
deaths  due  to  all  accidents  in  this  country, 
of  which  445  were  deaths  due  to  poisoning 
in  children  under  five  years  of  age4. 


1-4 

Yrs. 

3 

3 

4 
4 
1 
4 

4 
2 

5 
2 


inhalation,  ingestion,  and  contact,  in  both 
adults  and  children  of  the  Omaha-Douglas 
County  area  were  included.  Suicides  were 
not  included,  nor  were  those  cases  of  acci- 
dental poisoning  which  were  treated  by  a 
private  physician  in  his  office  or  in  the 


Information  obtained  from  the  National 
Bureau  of  Vital  Statistics  and  the  Nebraska 

*Director  of  the  Division  of  Communicable  Disease  Control, 
Omaha-Douglas  County  Health  Department. 

**Medical  Student,  The  Creighton  University  School  of 
Medicine ; Fellow  of  National  Foundation  for  Infantile  Paraly- 
sis, whose  funds  make  this  study  possible. 


home.  All  cases  were  considered  poisonings 
in  which  an  individual  ingested  a potential- 
ly toxic  substance  regardless  of  whether  ac- 
tual toxicity  occurred.  Table  II  lists  the 
numbers  of  patients  admitted  to  the  various 
hospitals  in  Omaha  or  seen  as  outpatients. 
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RESULTS 


The  total  group  of  310  cases  is  classified 
in  Table  II  according  to  the  hospital  at 
which  treatment  was  obtained.  Of  the  310 
cases,  235  or  75.8  per  cent  were  treated  at 
Children’s  Memorial  Hospital.  Of  the  eleven 
hospitals  surveyed,  one  had  no  cases  and  at 
another  the  records  were  not  available  at 
the  time  of  this  study.  There  were  296 


there  were  148,  or  50.7  per  cent,  involving 
medicines.  Analgesics  (mostly  aspirin)  head 
the  list  with  79  cases,  or  27  per  cent.  Of 
these  79  cases,  40  were  known  to  be  of  the 
“baby  type”  aspirin,  6 of  the  adult  type, 
and  the  other  33  were  unknown.  Sedatives 
(2.7%),  laxatives  (2.7%),  and  anti-hista- 
mines (2%)  represent  other  medicines  which 
were  ingested.  External  medications  includ- 


TABLE  II 

CASES  OF  ACCIDENTAL  POISONING  IN  CHILDREN  UNDER  TEN 
YEARS  AND  ADULTS  BY  INHALATION  AND  INGESTION 
ACCORDING  TO  THE  HOSPITAL  AT  WHICH 
TREATMENT  WAS  OBTAINED 
Omaha-Douglas  County — June  1,  1955  to  May  31,  1956 


Hospital 

Total 

Children 

Adults 

Percent 

Children’s  Memorial 

235 

235 

75.81 

Nebraska  University 

20 

19 

1 

6.45 

St.  Joseph 

_ 21 

19 

2 

6.78 

Douglas  County 

15 

8 

7 

4.84 

Immanuel 

. _ 7 

7 

2.26 

Clarkson 

5 

4 

1 

1.61 

Doctor’s 

5 

4 

1 

1.61 

Lutheran 

1 

1 

.32 

Veteran’s 

St.  Catherine’s* 

1 

— 

1 

.32 

Methodist** 

— 

— 

— 

Total 

310 

296 

14 

100.00 

* — Advised  by  Record  Librarian  that  there  were  no  cases. 
**- — Records  not  available  at  the  time  of  this  study. 


TABLE  III 

CASES  OF  ACCIDENTAL  POISONING  IN  CHILDREN  ACCORDING 
TO  THE  SUBSTANCE  INGESTED  AND  THE 
LENGTH  OF  HOSPITAL  STAY 
Omaha-Douglas  County — June  1,  1955  to  May  31,  1956 


Substance  Total 

Medicines 148 

Internal  126 

External 22 

Pesticides 41 

Cleaning,  Polishing  and 

Sanitizing  Agents 40 

Petroleum  Distillates 28 

Cosmetics 10 

Miscellaneous  12 

Multiple  Agents 6 

Unknown 7 

Totals 292 


children,  or  95.5  per  cent  of  the  total  cases, 
of  which  292  were  ingestions  and  4 were 
inhalations.  There  were  14  adult  cases,  4.52 
percent,  of  which  5 were  ingestions  and  9 
inhalations. 

Table  III  classifies  the  substances  ingest- 
ed in  the  292  cases  of  ingestions  involving 
children.  It  is  quite  evident  that  the  great- 
est danger  of  poisoning  lies  in  medicines 
found  around  the  home.  Of  the  292  cases, 


Inpatients  Outpatients 


Percent 

1 day 
or  less 

More  than 
1 day 

« 

50.69 

13 

9 

126 

43.15 

12 

7 

107 

7.54 

1 

2 

19 

14.04 

5 

5 

31 

13.70 

5 

5 

30 

9.59 

5 

6 

17 

3.42 



10 

4.11 

~1 

11 

2.05 

1 

5 

2.40 

7 

100.00 

28 

27 

237 

ing  such  things  as  antiseptics  accounted  for 
7.5  per  cent  of  the  ingestions. 

The  second  largest  group  is  composed  of 
pesticides  (41  cases — 14%).  In  this  group 
there  are  included:  insecticides  (18  cases — 
6.2%);  rodenticides  (14  cases — 4.8%);  and 
various  moth  repellents  (9  cases — 3.1%). 

The  third  largest  group  is  composed  of 
cleaning,  polishing  and  sanitizing  agents  (40 
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cases — 13.7%).  In  this  group  are  such 
items  as  waxes  and  polishing  agents  (16 
cases — 5.5%),  bleaches  (9  cases — 3.1%), 
disinfectants  (5  cases — 1.7%),  and  alkalies 
such  as  toilet  cleaners  (3  cases — 1%). 

The  fourth  largest  group  was  composed  of 
petroleum  distillates  (28  case  s — 9.6% ). 
There  were  11  cases  (3.8%)  of  ingestion  of 
turpentine,  and  9 cases  (3.1%)  of  kerosene. 

The  smallest  group,  composed  of  cosmetics, 
includes  such  items  as  perfumes,  deodorants, 


the  various  hospitals.  The  other  237  cases, 
or  81.2  per  cent,  were  treated  on  an  out- 
patient basis  and  released  in  a short  time. 
Of  the  55  cases  admitted,  28,  or  9.6  per  cent, 
were  admitted  for  one  day  or  less,  mostly  for 
observation,  but  27,  or  9.2  per  cent,  spent 
two  or  more  days  in  the  hospital.  These  55 
patients  spent  a total  of  112  days  in  the  hos- 
pital. Of  the  112  hospital  days,  aspirin  ac- 
counted for  29  days,  pesticides  for  24  days, 
and  petroleum  distillates  for  22  days,  mak- 
ing a total  of  75  days  which  accounted  for 


TABLE  IV 

LENGTH  OF  HOSPITAL  STAY  IN  ACCIDENTAL  POISONING 
BY  CHILDREN  ACCORDING  TO  SUBSTANCE  INGESTED 
Omaha-Douglas  County — June  1,  1955  to  May  31,  1956 


Total 


Substance  Days 

Aspirin 29 

Pesticides 24 

Petroleum  Distillates 22 

Cleaning,  Polishing  and 

Sanitizing  Agents 21 

Other  Internal  Medicine 6 

External  Medicines 5 

Multiple  Ingestions 3 

Toad  Stools 2 


Total 112 


Percent 

1 day 
or  less 

More  than 
1 day 

25.89 

10 

19 

21.43 

5 

19 

19.64 

5 

17 

18.75 

5 

16 

5.36 

2 

4 

4.46 

1 

4 

2.68 

3 

1.79 

— 

2 

100.00 

28 

84 

TABLE  V 

CASES  OF  ACCIDENTAL  POISONING  BY  INGESTION  IN 
CHILDREN  ACCORDING  TO  SEX  AND  AGE  GROUP 
Omaha-Douglas  County — June  1,  1955  to  May  31,  1956 


Males  Females 

Agre  Total  Total  Percent  Total  Percent 

0-1  18  11  3.77  7 2.40 

1 104  61  20.89  43  14.73 

2 98  59  20.21  39  13.36 

3 55  33  11.30  22  7.53 

4 11  5 1.71  6 2.05 

5-9  5 2 .68  3 1.03 

Unknown  1 1 .34 


Total  292  172  58.90  120  41.10 


and  shampoo,  and  accounts  for  ten  cases  or 
3.4  per  cent. 

Twelve  cases,  or  4.1  per  cent,  included 
miscellaneous  items  such  as  toad  stools, 
paints,  and  cigarettes. 

Listed  in  Table  III  are  six  cases  in  which 
there  was  multiple  ingestion. 

In  seven  cases,  the  ingested  substance  was 
unknown  or  the  ingestion  was  uncertain. 

The  second,  third  and  fourth  columns  of 
Table  III  list  the  length  of  hospital  stay  ac- 
cording to  the  substance  ingested.  There 
were  55  cases,  or  18.8  per  cent,  admitted  to 


67  per  cent  of  the  total  days  spent  in  the 
hospital.  Cleaning,  polishing,  and  sanitiz- 
ing agents  accounted  for  21  days,  or  18.8  per 
cent,  while  internal  medicines  accounted  for 
6 days,  or  5.4  per  cent  of  the  total  hospital 
days.  Table  IV  classifies  the  number  of 
days  spent  in  the  hospital  according  to  the 
substance  ingested.  By  comparing  Tables 
III  and  IV  it  is  possible  to  see  which  type  of 
poisoning  produced  the  most  serious  illness. 
Most  noticeable  are  the  petroleum  distillates, 
which  represent  only  9.6  per  cent  of  the  total 
cases,  but  account  for  19.6  per  cent  of  the 
total  hospital  days,  and  pesticides  which  rep- 
resent 11  per  cent  of  the  cases,  but  account 
for  21.4  per  cent  of  the  hospital  days. 
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Chart  I 


Cases  of  Ingestion  of  Internal  Medicine  by  Children 
Omaha -Douprlas  County  - June  1,  1955  ~ May  31*  1956 
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Chart  II 

A Comparison  of  Cases  of  Aspirin  Ingestion 
With  Cases  of  All  Other  Internal  Medicines 
Omaha-Douplas  County  - June  1,  1955  - May  31,  1956 
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Chart  III 
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A Comparison  of  Cases  of  Aspirin  ’With  All 
Other  Substances  Invested  by  Children 
Omaha -Doug las  County  - June  1,  1 955  - May  31,  1956 


Substances 


* Cleaning,  polishing,  and  sanitizing  agents. 
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Table  V lists  the  cases  according  to  sex 
and  age  group.  The  vast  majority  of  the 
cases  are  clustered  in  the  second,  third  and 
fourth  years.  There  were  more  cases  among 
males  than  females  in  the  ratio  of  3 to  2. 
This  coincides  with  the  national  ratio  of  3 
males  to  2 females  as  shown  by  Bain2.  In 
the  present  survey,  there  are  more  males 
than  females  in  all  age  groups  except  the 
4-5  and  5-9  age  groups,  however,  there  were 
too  few  cases  for  statistical  significance. 
Including  4 cases  of  inhalation  poisoning, 
there  were  290  cases  of  poisoning  involving 
children  under  5 years  of  age.  Thus,  of  the 
total  cases  of  poisoning  in  children,  98  per 
cent  were  under  five  years,  and  of  the  total 
cases  of  poisoning  in  the  survey,  93.6  per 
cent  were  under  five  years.  From  informa- 
tion obtained  from  the  Division  of  Vital  Sta- 
tistics, Omaha-Douglas  County  Health  De- 
partment, based  on  the  1950  United  States 
Census  report,  it  is  estimated  that  8.3  per 
cent  of  the  population  of  the  Omaha-Douglas 
County  area  is  under  five  years  of  age.  As 
of  January  1,  1956,  the  estimated  population 
of  children  under  five  years  is  therefore  ap- 
proximately 25,400.  This  gives  an  attack 
rate  of  poisoning  of  11.5/1000  children  for 
Omaha  and  Douglas  County. 

TABLE  VI 

DISTRIBUTION  OF  ACCIDENTAL  POISONING 

CASES  BY  INGESTION  IN  CHILDREN— 
ACCORDING  TO  RACE 

Omaha-Douglas  County — June  1,  1955 
to  May  31,  1956 

Race  Cases  Percent 

White  253  86.64 

Negro  23  7.88 

Other — 

Unknown  16  5.48 

Total  292  100.00 

Table  VI  lists  the  cases  of  ingestion  in 
children  according  to  race.  Twenty-three 
cases,  or  7.9  per  cent,  were  Negro.  The  Ne- 
gro population  in  Omaha  and  Douglas  Coun- 
ty for  1955  was  6.2  per  cent  of  the  total  pop- 
ulation. 

Table  VII  lists  the  substances  ingested  by 
the  Negro  children  involved  in  poisonings. 
From  this  it  can  be  seen  that  there  is  no  sig- 
nificant racial  difference  in  the  types  of  poi- 
sons ingested. 

In  161  cases,  or  more  than  one-half  of  the 
total,  the  ingestion  of  the  poison  occurred 
between  8 :00  a.m.  and  5 :00  p.m.  It  is  in- 
teresting to  note  that  of  these  161  cases,  97 


TABLE  VII 

CASES  OF  ACCIDENTAL  POISONING  AMONG 
NEGRO  CHILDREN  ACCORDING  TO 
THE  SUBSTANCE  INGESTED 


Number 

Substance  of  Cases 

Medicines  9 

Cleaning,  Polishing  and  Sanitizing  Agents 5 

Pesticides  4 

Petroleum  Distillates 2 

Cosmetics  1 

Unknown 2 

Total  23 


occurred  in  the  period  from  12:00  noon  to 
5 :0  p.m.,  and  64  occurred  between  8 :00  a.m. 
and  12  :00  noon.  Sixty-nine  cases  occurred 
between  5 :00  p.m.  and  12 :00  midnight,  and 
8 cases  between  12 :00  midnight  and  8 :00 
a.m.  In  54  cases,  the  time  of  the  poisoning 
was  unknown. 

Table  VIII  lists  the  cases  of  inhalation  poi- 
soning in  children  according  to  the  substance 
inhaled. 

TABLE  VIII 

CASES  OF  ACCIDENTAL  POISONING  IN 
CHILDREN  PRODUCED  BY  INHALATION 
BY  AGE,  SEX,  AND  RACE 

Omaha-Douglas  County — June  1,  1955 
to  May  31,  1956 


Substance 

Age 

Sex 

Race 

Carbon  Monoxide 

4 years 

M 

w 

Illumination  gas 

3 weeks 

F 

N 

Lead 

18  months 

F 

N 

Smoke 

10  months 

F 

N 

The  case  of  lead  poisoning  was  traced 
to  the  burning  of  battery  casings  for  fuel 
over  a period  of  approximately  four 
months.  The  carbon  monoxide  poisoning 
occurred  while  the  child  was  playing  near 
the  exhaust  pipe  of  a car.  The  smoke  in- 
halation occurred  during  a fire.  The  cir- 
cumstances of  the  poisoning  with  illuminat- 
ing gas  are  not  known. 

The  cases  of  adult  poisonings  are  listed 
in  Table  IX.  There  were  14  cases,  of  which 
5 were  ingestion  and  9 inhalation. 

There  was  one  fatal  case  among  the  adults 
involving  accidental  ingestion  of  aspirin,  but 
there  were  no  fatalities  among  the  children. 

Of  the  total  292  cases  of  ingestions  in  chil- 
dren, 246  were  lavaged,  43  were  not  lavaged, 
and  in  three  cases  this  fact  was  not  recorded. 
There  was  a total  of  44  cases  of  ingestion  of 
petroleum  distillates  and  various  types  of 
polishes  and  waxes.  Of  these,  37  were 
lavaged,  6 were  not  lavaged,  and  1 case  was 
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A Comparison  of  Hospital  Days  According 
To  The  Substance  Ingested  by  Children 
Omaha-Douglas  County  - June  1,  1955  - May  31,  1956 
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unknown.  Of  the  37  lavaged,  7 spent  one 
day  or  less  in  the  hospital,  7 spent  more  than 
one  day,  and  23  were  treated  as  outpatients 
and  released.  Of  the  6 cases  which  were  not 
lavaged,  1 spent  one  day  or  less,  2 spent  more 
than  one  day,  and  3 were  treated  as  out- 
patients and  released.  From  the  data  ob- 

TABLE  IX 

ADULT  CASES  OF  ACCIDENTAL  POISONING 
BY  INGESTION  AND  INHALATION 
Omaha-Douglas  County — June  1,  1955 
to  May  31,  1956 


INGESTIONS 

Number 
of  Cases 

Aspirin  1 

Bromide 1 

Lvsol  1 

DDT 1 

Paint  thinner 1 

Total  Cases 5 

INHALATIONS 

Number 
of  Cases 

Cadmium 1 

Carbon  Tetrachloride 1 

Chlorine 1 

Fuel  oil  fumes 1 

Lead 2 

Pyrene  gas  (fire  extinguisher) 1 

Refrigerator  fumes 1 

Smoke  1 

Total  Cases 9 


TABLE  X 

A COMPARISON  OF  THE  LENGTH  OF 
HOSPITAL  STAY  BY  CHILDREN  WHO 
INGESTED  PETROLEUM  DISTILLATES, 
POLISHES  OR  WAXES  ACCORDING  TO 
WHETHER  OR  NOT  THEY  WERE  LAVAGED 
Omaha-Douglas  County — June  1,  1955 
to  May  31,  1956 


Inpatients  Outpatients 

1 day  More  than 
Cases  or  less  1 day 

Lavaged  37  7 7 23 

Not  Lavaged 6 1 2 3 

Unknown 1 

Totals  44  8 9 26 


tained  however,  no  statistical  conclusions  as 
to  the  value  of  lavage  in  these  cases  can  be 
drawn. 

There  were  12  cases  of  accidental  poison- 
ing in  children  which  occurred  outside  the 
Omaha-Douglas  County  area  but  which  were 
brought  to  Omaha  hospitals  for  treatment. 
Of  these  12  cases,  10  were  treated  at  Chil- 
dren’s Hospital,  1 at  Nebraska  University 
Hospital,  and  1 at  St.  Joseph’s  Hospital. 

There  was  one  known  case  of  a repeat  poi- 
soning involving  a white  male  who,  on  Sep- 


tember 24,  1954,  was  treated  for  nicotine 
poisoning  following  the  ingestion  of  cigar- 
ettes, and  who  was  again  treated  on  Novem- 
ber 30,  1955,  for  ingestion  of  Cafergot. 

SUMMARY 

Three  hundred  and  ten  cases  of  accidental 
poisonings  which  occurred  during  a one-year 
period  were  surveyed.  Records  from  ten  of 
the  eleven  hospitals  in  the  city  were  avail- 
able to  the  survey.  Two  hundred  ninety-two 
cases  involved  children. 

In  children,  ingestion  of  medicines  ac- 
counted for  50.7  per  cent  of  the  cases  of  poi- 
soning, pesticides  for  14  per  cent,  cleaning, 
polishing,  and  sanitizing  agents  for  13.7 
per  cent,  petroleum  distillates  for  9.6  per 
cent,  cosmetics  for  3.4  per  cent,  a miscel- 
laneous group  for  4.1  per  cent,  and  a group 
of  multiple  ingestions  for  2 per  cent,  and  an 
unknown  group  for  2.4  per  cent.  Aspirin 
accounted  for  79  cases,  or  27  per  cent.  Of 
these  cases,  40  were  known  to  be  of  the  “baby 
type”  (li/4  or  23/2  grains),  6 of  the  adult 
type,  and  in  33  cases  the  type  was  unknown. 

Of  292  cases  of  ingestion-poisoning  involv- 
ing children,  55  spent  a total  of  112  days  in 
the  hospital.  Aspirin,  pesticides,  and  petro- 
leum distillates  accounted  for  more  than  65 
per  cent  of  the  total  hospital  days.  No  con- 
clusions concerning  the  value  of  lavage  in  in- 
gestion of  petroleum  distillates  or  of  furni- 
ture polishes  could  be  drawn  as  there  were 
too  few  cases. 

There  were  more  cases  among  males  than 
females  in  all  age  groups  except  the  4-5  and 
5-9  groups,  however,  there  were  too  few 
cases  here  to  be  statistically  significant.  In 
the  poisonings  involving  children,  98  per  cent 
of  the  total  cases  occurred  in  children  under 
five  years  of  age. 

There  were  23  cases  involving  Negroes, 
giving  a percentage  of  7.9  per  cent,  which 
is  about  the  population  percentage  of  Ne- 
groes in  the  Omaha-Douglas  County  area. 
There  was  no  racial  difference  noted  in  the 
frequency  of  the  type  of  poisons  ingested. 

In  more  than  one  half  of  the  total  cases, 
the  ingestion  occurred  between  8 :00  a.m. 
and  5 :00  p.m.,  approximately  33  per  cent  of 
the  total  cases  occurring  after  12 :00  noon. 

There  were  4 cases  of  inhalation  poisoning 
involving  children,  all  under  five  years  of 
age. 
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Among  the  adult  cases  there  were  9 inhal- 
ations and  5 ingestions. 

The  one  fatality  in  the  series  involved 
salicylic  acid  poisoning  in  an  adult  female. 
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Food  Poisoning 

DUE  TO 

Nicotinic  Acid 

in 

Meat 

REPORT  OF  AN  OUTBREAK 


In  this  article  the  authors  relate  the  details  of 
an  outbreak  of  food  poisoning  that  involved 
thirty-eight  families.  The  meat  which  caused  the 
symptoms  was  all  purchased  from  a single  gro- 
cery store  and  was  found  to  contain  from  14  to 
105  mg.  of  niacin  per  ounce.  This  had  been 
added  by  the  butcher  in  order  to  preserve  the  red 
color  of  the  meat.  The  outbreak  described  is 
probably  the  first  to  occur. 

—EDITOR 

THE  addition  of  ascorbic  acid 
and  nicotinic  acid  to  meat  has 
been  proposed  as  a means  of 
maintaining  the  red  color  of  the  meat.  Cur- 
rent Federal  regulations  regarding  meat  in 
interstate  commerce  permit  the  addition  of 
ascorbic  acid  under  prescribed  conditions 
provided  the  addition  is  declared.  Proposals 
to  use  nicotinic  acid  for  this  purpose  in  ad- 
dition to  ascorbic  acid  are  now  under  study 
by  Federal  authorities,  but  approval  has  not 
been  granted  thus  far.  The  following  re- 
port is  a description  of  an  outbreak  of  food 
poisoning  due  to  nicotinic  acid  added  to 
ground  meat.  This  outbreak  occurred  in 
Omaha,  Nebraska.  Although  Nebraska  regu- 
lations pertaining  to  meat  in  intrastate  com- 
merce do  not  permit  the  addition  of  either 
nicotinic  acid  or  ascorbic  acid,  both  had  been 
used. 

According  to  information  obtained  from 
the  Food  and  Drug  Administration,  no  sim- 
ilar instance  has  been  reported  to  date. 

The  Omaha-Douglas  County  Health  De- 
partment was  first  notified  by  a physician 
that  two  families  under  his  care  had  just 
called  him  following  the  evening  meal  and 
had  described  bizarre  and  alarming  symptoms 
in  female  members  of  the  families.  The 
physician  had  learned  that  members  of  both 
families  had  eaten  hamburger  at  the  evening 
meal  and  that,  in  both  instances,  the  meat 
had  been  purchased  from  the  same  store. 
Interview  with  the  first  family  resulted  in 


E.  D.  LYMAN.  M.D.,  M.P.H. 

Health  Director,  Omaha-Douglas  County 
Health  Department 
and 

CARL  J.  POTTHOFF,  M.D.,  M.P.H. 

Chairman,  Department  of  Preventive  Medicine, 
University  of  Nebraska  College  of  Medicine 
and 

HERBERT  P.  JACOBI,  Ph.D. 

Associate  Professor  of  Biochemistry  and 
Chairman  of  Department,  University  of 
Nebraska  College  of  Medicine 
Omaha,  Nebraska 

a story  typical  of  those  obtained  later  from 
other  families.  It  is  as  follows: 

The  J.L.  family  ate  supper  at  home 
Saturday  night.  Mrs.  J.L.  ate  one  ham- 
burger with  onion,  garlic  salt,  mustard, 
chili,  and  dill  pickle.  She  also  had 
black  coffee.  As  she  arose  from  the 
table,  she  felt  nauseated,  but  had  no 
vomiting  or  diarrhea.  The  blood  seemed 
to  rush  to  the  head  and  caused  her  ears 
to  pound.  The  face  and  chest  became 
fiery  red.  A slight  headache  devel- 
oped. She  went  to  bed  and  began  to 
feel  better  in  20  minutes ; after  napping 
for  2 hours,  she  was  fully  recovered. 
Mr.  J.  L.  consumed  three  hamburgers 
with  no  ill  effect.  A son,  five  years  old, 
who  ate  less  than  one-half  hamburger 
had  no  trouble.  A four-year-old  daugh- 
ter, after  eating  one  hamburger  with 
catsup,  turned  splotchy  red  in  her  face 
and  upper  body  soon  after  her  mother 
became  ill.  Swelling  occurred  about  the 
eyes.  The  youngest  daughter  ate  one- 
half  hamburger  and  became  fiery  red 
over  her  entire  body.  She  complained 
of  severe  itching.  Neither  girl  was  nau- 
seated, and  no  one  in  the  family  had 
ever  been  sick  like  this  before. 
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Reports  similar  to  the  above  case  were  re- 
ceived from  38  families.  Although  some 
persons  had  eaten  comparatively  large  quan- 
tities of  meat,  they  did  not  become  ill.  For 
example,  in  the  case  described  the  husband 
had  had  three  hamburgers  and  the  wife  only 
one,  yet  the  husband  experienced  no  illness 
whatever  and  the  wife  was  severely  stricken. 
One  man  who  was  on  a protein  diet  because 
of  heart  disease  ate  a full  pound  of  meat. 
He  became  so  warm  that  he  undressed  at 
once  in  the  living  room.  His  wife  was  fran- 
tic, thinking  he  was  having  a fatal  seizure. 

The  effects  of  niacin  are  described  as  fol- 
lows in  the  1950  edition  of  the  Dispensatory 
of  the  United  States  of  America,  on  page 
743:  “Even  therapeutic  doses  of  nicotinic 

acid  produce  unpleasant  flushing,  especially 
in  the  ‘blush  area’  of  the  face  and  neck,  with 
heat  and  itching,  which  are  sometimes  ac- 
companied by  sweating,  nausea,  abdominal 
cramps  and,  after  intravenous  injection,  oc- 
casionally acceleration  of  the  pulse ; however, 
no  serious  symptoms  have  been  observed  in 
humans/’ 

All  of  these  symptoms  were  reported  by 
the  patients  in  this  outbreak. 

There  were  145  individuals  in  the  38  fam- 
ilies reporting.  Of  this  number,  88  or  60.7 
per  cent  became  ill,  and  57  or  39.3  per  cent 
did  not  become  ill.  Of  the  88  who  became 
ill,  68  did  so  after  one  meal  of  meat;  7,  after 
each  of  two  meals ; and  13,  after  the  second 
of  two  meals.  Of  the  57  who  remained  well, 
52  had  eaten  onty  one  meal  and  5 had  eaten 
two  meals. 

The  145  individuals  consumed  170  meals 
containing  meat  involved  in  the  outbreak. 
One  hundred  and  eight  or  63.5  per  cent  of 


TABLE  1 

AGE  AND  SEX  DISTRIBUTION  OF 
THOSE  CONSUMING  MEAT 


Male 

Female 

Total 

Not 

Not 

Not 

ill 

111 

111 

111 

111 

111 

Under  1 . 

0 

0 

0 

0 

0 

0 

1 - 4 

10 

5 

8 

10 

18 

15 

5 - 9 

6 

7 

4 

3 

10 

10 

10  - 14... 

2 

1 

1 

2 

3 

3 

15+  

23 

21 

34 

7 

57 

28 

Unknown 

0 

1 

0 

0 

0 

1 

Total  . 

41 

35 

47 

22 

88 

57 

Attack 

rates  in 

per 

cent: 

Under  15 — 52.5;  Over  15 — 67.1; 
Male — 53.9;  Female — 68.1. 


the  meals  produced  symptoms  in  the  consum- 
er. 

The  age  and  sex  distribution  of  those  con- 
suming the  meat  who  both  became  ill  and 
who  also  remained  free  of  symptoms  are  tab- 
ulated in  Table  1. 

The  grocery  store  from  which  the  meat 
was  purchased  was  located  in  an  area  popu- 
lated by  young  adults  and  young  children. 
The  differences  indicated  in  Table  1 in  the 
attack  rates  by  age  and  by  sex  are  not  sta- 
tistically significant.  In  this  particular 
sample  there  was  a higher  attack  rate  in 
those  over  15  years,  67.1  per  cent,  than  in 
those  under  15  years,  52.5  per  cent;  the  at- 
tack rate  was  higher  in  the  female,  68.1  per 
cent,  than  the  male,  53.9  per  cent. 

Most  of  the  meat  alleged  to  have  caused 
reaction  in  these  individuals  was  hamburg- 
er. Eighty-four  individuals  stated  ham- 
burger to  be  the  cause ; two  gave  veal  steak ; 
and  two  named  pork  patties.  Seventy-six 
individuals  stated  that  the  meat  which 
caused  symptoms  was  purchased  on  Friday 
or  Saturday.  The  remaining  twelve  persons 
reported  that  their  meat  was  purchased  over 
a thirteen-day  period. 

TABLE  2 

LABORATORY  ANALYSIS  OF  MEAT 

SAMPLES  AND  NIACIN,  ASCORBIC 

ACID  AND  DEXTROSE  COMPOUND 


Grams 

Mg. 

Niacin 

Niacin 

Sample 

Niacin 

per  lb. 

per  oz. 

1.  Ground 

Round  

...0.197% 

0.908 

56 

2.  Ground 

Round  

....0,368% 

1.680 

105 

3.  Beef  Stew  ... 

...0,134% 

0.608 

38 

4.  Beef  Stew 

...0,113% 

0.509 

32 

5.  Ground  Beef 

..0.107% 

0.486 

30 

6.  Ground  Beef 

..0.048% 

0.218 

14 

7.  Mix  of  Niacin, 

Dextrose,  As- 
corbic Acid  .—17.59  % 

Immediately  after  the  initial  report  by  the 
family  phsyician,  representatives  from  the 
Health  Department  obtained  six  samples  of 
ground  meat  from  the  market.  It  was 
learned  at  the  market  that  the  butcher  had 
been  adding  a proprietary  preparation  sold 
for  the  purpose  of  preserving  the  red  color- 
ation of  ground  meat.  The  label  stated  that 
the  contents  contained  ascorbic  acid,  niacin 
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and  dextrose.  A sample  of  this  additive 
was  likewise  obtained. 

Analysis  of  the  samples  was  conducted  by 
the  State  Department  of  Agriculture.  Table 
2 sets  forth  the  findings. 

Table  2 shows  a variation  of  nicotinic  acid 
content  in  the  six  samples  from  14  mg.  to 
105  mg.  per  ounce.  This  is  a variation  of 
750  per  cent  and  indicates  either  insufficient 
mixing  of  the  compound  into  the  meat  or 
lack  of  uniform  composition  of  the  additive. 
Either  could  explain  why  some  people  were 
affected  and  others  were  not.  The  market 
had  been  operating  for  about  five  months 
prior  to  this  mishap  and  had  had,  over  this 
time,  only  one  butcher.  He  was  still  using 
compound  from  the  original  container. 

According  to  the  15th  (1955)  edition  of 
the  Pharmacopeia  of  the  United  States,  the 
daily  oral  requirement  of  niacin  is  15  mg. 
Therapeutic  dosage  ranges  as  high  as  500 
mg.  per  day  in  divided  doses. 

DISCUSSION 

The  darkening  of  meat  with  age  is  due 
to  the  conversion  of  the  red  myoglobin  to 
the  darker  metmyoglobin.  This  conversion 
involves  the  oxidation  of  the  ferrous  iron  in 
the  prosthetic  group  of  myoglobin  to  the 
ferric  state,  the  oxidation  being  facilitated 
by  the  suecinoxidase  enzyme  system  of  the 
meat.  With  bacterial  contamination  of 
meat,  the  oxidation  is  markedly  accelerated 
and  the  additive  then  fails  to  function. 

The  nicotinic  acid  in  the  additive  func- 
tions to  prevent  the  darkening  of  meat  by 
forming  a complex  with  the  iron  of  myoglob- 
in, thus  preventing  oxidation  to  the  triva- 
lent  state  of  metmyoglobin.  The  ascorbic 
acid  of  the  additive,  on  the  other  hand, 
serves  to  reduce  any  metmyoglobin,  which 
may  have  formed,  back  to  myoglobin. 

It  has  been  reported  that  one  of  the  ma- 
jor packing  houses  of  this  country  has  se- 
cured (1949)  a patent  relating  to  the  addi- 
tion of  certain  vitamins,  including  nicotinic 
acid,  to  meat  for  preserving  the  color. 

The  practice  of  adding  various  chemicals, 
singly  or  in  combination,  even  those  consid- 
ered harmless,  to  food  is  one  to  undertake 
with  caution.  This  is  particularly  true  when 
additives  are  proposed  for  the  purpose  of 
preserving  perishable  foods.  For  purpose  of 
preservation  of  fresh  foods  there  is  no  sub- 


stitute for  cleanliness  in  preparation  and  re- 
frigeration during  storage.  Heat  may  be 
used  under  some  circumstances  for  preserva- 
tion of  perishable  foods. 

Before  employing  any  additive  in  food, 
a definite  need  for  its  use  first  should  be 
established.  The  food  manufacturer  or 
processor  should  not  be  permitted  to  justify 
his  use  of  additives  with  the  argument  that 
the  substance  will  not  do  any  harm  and  may 
do  some  good.  Unfortunately,  this  line  of 
thinking  too  often  wins  the  right  to  use  an 
additive.  The  outbreak  here  reported  indi- 
cates that  a presumably  harmless  additive 
can  be  misused  and  lead  to  serious  conse- 
quences. 

SUMMARY 

1.  An  outbreak  of  food  poisoning  due  to 
nicotinic  acid  in  meat  is  described.  So  far 
as  is  known,  this  is  the  first  reported  out- 
break caused  by  the  addition  of  nicotinic 
acid  to  food. 

2.  Of  145  persons  consuming  the  meat, 
88,  or  60.7  per  cent,  had  typical  symptoms 
of  nicotinic  acid  poisoning.  No  harmful  se- 
quelae resulted ; however,  the  victims  exhi- 
vited  considerable  anxiety  and  had  a most 
unpleasant  experience. 

3.  Nicotinic  acid  is  added  to  prevent 
darkening  of  meat  by  inhibiting  the  conver- 
sion of  myoglobin  to  metmyoglobin. 

4.  The  practice  of  adding  chemicals  and 
compounds  to  food  should  be  undertaken 
only  with  considerable  caution.  Preserva- 
tion of  perishable  foods  is  best  accomplished 
by  cleanliness  in  processing  followed  by  re- 
frigeration during  storage.  Heat  may  be 
employed  under  certain  circumstances. 

"While  tuberculosis  is  obviously  an  organic  dis- 
ease, it  is  just  as  clearly  a social  disease,  taking 
its  greatest  toll  among  low-income,  unskilled  labor- 
ers suffering  from  overcrowded  housing  and  poor 
nutrition.  (Rema  Lapouse,  M.D.,  Am.  J.  Pub.  Health, 
August,  1956). 


World  peace  cannot  be  attained  until  we  build 
peace  into  the  hearts  and  minds  of  men.  Since 
physicians  are  the  most  intimately  acquainted  with 
the  physical  and  mental  needs  of  their  patients, 
they  are  the  most  logical  engineers  for  this  great 
moral  construction  project.  If  we,  more  than  a half 
million  physicians,  assume  this  task  on  an  individual, 
personal  basis,  we  may  yet  succeed  where  soldiers, 
statesmen  and  politicians  have  previously  failed. 
(Gunnar  Gundersen,  M.D.,  World  Med.  J.,  May, 
1956). 
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Blue  Shield  and  the 

Challenge  of  Changing  Times* 


HEN  we  consider  the  tremen- 
dous success  of  Blue  Cross-Blue 
Shield  during  the  past  two  dec- 
ades, we  may  well  wonder  how  the  nation 
and  the  medical  profession  ever  managed  to 
get  along  without  it.  In  the  realm  of  poli- 
tics alone  Blue  Cross-Blue  Shield  has  brought 
about  a decided  change  in  the  trend  of 
events.  I refer  to  socialization.  History 
shows  that  socialization  begins  with  medi- 
cine, and  I am  of  the  firm  conviction  that 
if  it  were  not  for  Blue  Cross-Blue  Shield 
this  country  would  have  gone  down  the  road 
of  regimentation  along  with  England  and 
many  other  free  countries  that  have  suc- 
cumbed to  this  form  of  state  domination. 
Here  in  the  United  States  the  hospitals  and 
the  medical  profession  accepted  the  challenge 
of  a great  social  problem.  The  threat  of 
socialization  in  medicine  here  in  our  country 
has  receded. 

Lessened  though  it  be,  the  threat  of  so- 
cialized medicine  has  not  been  eliminated. 
Let  me  read  you  the  facts,  as  brought  out  in 
a recent  report  of  the  American  Medical  As- 
sociation on  the  veterans’  Administration, 
old  age  benefits  in  medicine,  Medicare,  and 
other  trends. 

t “National  legislators  have  not  held 
back  on  the  sponsoring  of  many  health 
and  medical  bills.  They  cover  just 
about  every  phase  of  medicine  and  hu- 
man welfare.  Most  of  them,  of  course, 
never  get  past  the  committees.  But  as 
an  indicator  of  the  growing  interest  in 
health  legislation  these  figures  on  bills 
introduced  are  illuminating: 

• 250  measures,  1951-1952,  82nd  Con- 
gress 

• 407  measures,  1953-1954,  83rd  Con- 
gress 

• 571  measures,  1955-1956,  84th  Con- 
gress 

*Presented  before  Annual  Conference  of  Blue  Shield  Plans, 
March  26,  1957,  at  San  Francisco,  Calif. 

tFrom  A.M.A.  Washington  Office,  Special  Report  85-3, 
March  7,  1957. 


FRANK  L.  FEIERABEND,  M.D. 

Kansas  City,  Missouri 

“POTENTIAL  BENEFICIARIES 
OF  FEDERAL  MEDICINE” 

“Some  of  the  greatest  activity  in  the 
health  field  has  involved  laws  and 
amendments  to  laws  that  widen  the 
scope  of  medical  care  for  federal  bene- 
ficiaries. The  very  latest  is  Medicare 
voted  last  year  for  military  dependents. 
Today  nearly  one  out  of  every  four  per- 
sons, including  over  22  million  veterans, 
is  eligible  to  receive  at  no  cost  to  them 
some  degree  of  medical  care  from  the 
Federal  Government. 

• 22,599,000  living  veterans  as  of  Jan- 
uary 1,  1957. 

• 5,200,000  military  personnel  and  their 
dependents. 

• 300,000  beneficiaries  of  the  Public 
Health  Service,  including  200,000  sea- 
men, but  excluding  beneficiaries  of 
F e d e r a 1 Employees’  Compensation 
Act  and  Indians. 

• 5,100,000  public  assistance  recipients. 

• 370,000  Indians  and  Alaskan  natives 
receiving  care  in  56  federal  hospitals 
or  in  private  facilities  under  con- 
tract.” 

The  threat,  therefore,  remains,  and  we 
must  rely  upon  Blue  Cross-Blue  Shield  to  do 
in  the  future  what  it  has  done  in  the  past — 
give  the  people  the  medical  care  they  need 
at  a cost  they  can  afford  to  pay  without  any 
interference  from  the  government. 

The  record  speaks  for  itself,  millions  of 
people  are  covered  by  Blue  Cross  and  Blue 
Shield.  Such  universal  acceptance  means 
that  the  answer  the  private  hospitals  and 
medical  groups  have  provided  for  the  social 
problem  is  both  practical  and  altruistic. 
Blue  Cross-Blue  Shield  is  not  just  a plan  to 
stave  off  socialized  medicine.  This  is  evi- 
dent from  the  great  good  it  does  for  those 
people  who  have  participated  in  it — doctor, 
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patient,  and  hospital  alike.  I repeat:  Blue 
Cross-Blue  Shield  is  not  a scheme:  it  is  an 
answer. 

Looked  at  from  this  point  of  view,  Blue 
Cross-Blue  Shield  is  not  a temporary  thing. 
As  an  answer  to  a specific  problem,  it  will 
remain  in  the  sphere  of  events  as  long  as  the 
problem  remains  with  us.  This  explains  why 
certain  opinions  about  Blue  Cross  - Blue 
Shield  are  entirely  in  error.  One  sometimes 
hears  that  the  stresses  of  some  years  ago 
have  disappeared,  that  the  associated  plans 
were  an  answer  to  a threat  that  no  longer 
exists,  that  socialized  medicine  is  no  longer  a 
possibility  for  America.  The  report  of  the 
American  Medical  Association  shows  that 
this  is  wrong,  that  the  threat  remains.  I 
wish  to  dwell,  however,  on  a fact  that  may 
elude  us,  namely,  that  Blue  Cross-Blue  Shield 
is  a continuing  answer  to  a continuing  prob- 
lem; that  it  provides  the  profession  and  the 
community  with  a method  of  solving  a pri- 
mary social  problem  of  our  time. 

If  I were  to  sum  up  the  accomplishment 
briefly,  I would  say  that  Blue  Shield  is  a 
cooperative  effort  by  the  medical  profession 
to  satisfy  a public  need  and  still  retain  the 
policy  - making  powers  regarding  medical 
practice.  Such  a program  is  fraught  with 
difficulties,  since  it  may  not  under  any  cir- 
cumstances usurp  the  rights  of  doctors,  dic- 
tate how  medicine  is  to  be  practiced,  set  the 
fees  for  doctors’  services,  or  establish  rules 
for  medical  ethics.  I say  without  fear  of  con- 
tradiction that  Blue  Shield  has  surmounted 
these  difficulties.  In  all  matters  of  policy 
regarding  the  practice  of  medicine,  including 
fee  schedules,  the  doctors  have  made  all  the 
rules.  I know  of  no  Blue  Shield  plan  in 
which  the  nonmedical  personnel  have  made 
any  policy  affecting  the  practice  of  medicine 
notwithstanding  what  was  said  in  San  Fran- 
cisco during  the  past  year.  It  is  very  much 
worth  our  while  today,  in  my  opinion,  to 
see  just  how  this  result  has  been  accom- 
plished. 

In  medical  matters  the  doctor-patient  rela- 
tionship is  of  primary  importance;  it  is  a 
relationship  almost  unique  with  the  medical 
profession  and  must  be  maintained  in  its 
entirety  in  any  method  dealing  with  the 
health  problems  of  our  time.  In  fact,  if 
there  is  any  one  defect  in  socialized  medicine 
that  stands  out  above  all  others,  it  is  this : 
socialized  medicine,  by  introducing  a third 
party,  destroys  the  doctor-patient  relation- 


ship. Good  medicine  cannot  tolerate  a dis- 
tortion of  the  doctor-patient  relationship, 
and  it  has  been  the  task  of  Blue  Cross-Blue 
Shield  to  prepare  and  operate  a health-plan 
without  any  interference  from  a third  party. 
The  methods  and  principles  whereby  this 
task  was  accomplished  are  worthy  of  close 
examination,  because  they  are  typically 
American  principles  and  methods,  touch- 
stones of  our  nation’s  greatness. 

The  historical  development  of  our  country 
is  a story  of  free  men  in  co-operation.  The 
first  settlers  and  the  early  western  pioneers 
were  the  most  rugged  of  individualists. 
They  were  dependent  on  no  one,  having  the 
force  of  arms  to  preserve  their  lives  against 
attack,  the  ability  to  clear  their  own  land 
for  planting,  the  strength  of  purpose  to 
build  a home  in  the  wilderness.  The  pioneer 
women  made  the  clothes,  prepared  the  food, 
and  helped  with  the  planting.  These  were 
a self-sufficient  people  of  the  highest  order, 
the  freest  of  free  men. 

Time  showed,  however,  that  the  pioneer, 
completely  capable  of  providing  the  basic 
needs  for  himself  and  his  family,  desired 
things  that  can  be  had  only  in  co-operation 
with  others.  He  wanted  a stable  and  de- 
pendable peace,  and  this  meant  that  others, 
not  he,  must  provide  for  the  enforcement 
of  law  and  the  adjudication  of  disputes.  He 
needed  material  advantages  that  factories 
can  bring  — the  mass-produced  goods  that 
have  characterized  American  living  stand- 
ards for  the  century  past  — and  this  meant 
that  others,  not  he  alone,  would  enter  into 
the  production-picture.  He  needed  the  cul- 
tural life  that  society  brings  in  the  form  of 
educational  and  artistic  opportunity,  and 
this  meant  dependence  upon  others  to  pro- 
vide for  some  of  the  necessary  things,  the 
things  needed  to  make  life  human  in  all  its 
phases.  The  fact  that  he  was  able  to  get 
these  things,  achieve  this  co-operation,  with- 
out losing  his  fundamental  liberty  and  free- 
dom is  one  of  the  truly  great  accomplish- 
ments of  history. 

The  Declaration  of  Independence  gives  us 
the  fundamental  basis  for  this  tremendous 
success:  '‘We  believe  all  men  to  be  created 

equal  and  endowed  by  their  Creator  with 
certain  inalienable  rights.”  Rights  are  God 
given.  All  stem  from  God — none  from  the 
state;  governments  receive  their  just  powers 
from  the  consent  of  the  governed.  This 
same  line  of  thought  was  carried  out  into 
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legal  arrangements  by  the  American  Consti- 
tution, especially  in  the  Bill  of  Rights,  that 
tells  us  of  our  freedoms — the  things  no 
man,  no  government,  no  authority  may  take 
from  us — life,  liberty,  property,  and  all  the 
rest  of  these  fundamental  things  that  make 
America  what  it  is.  If  the  nation  was  to 
develop,  co-operation  would  have  to  be  the 
order  of  the  day  of  expansion,  new  arrange- 
ments would  have  to  be  made  to  meet  those 
fundamental  political,  economic,  and  cultural 
needs  we  spoke  of  above.  But  all  this  was 
to  be  done  in  a framework  of  freedom.  The 
pioneer  did  give  up  some  of  his  early  rights 
and  freedoms;  he  was  no  longer  a law  unto 
himself.  But  he  retained  his  fundamental 
rights,  those  inalienable  powers  to  order  the 
essentials  of  his  living,  those  things  that  we 
call  his  basic  freedoms. 

In  the  development  of  those  social  and 
economic  bodies  so  necessary  for  expanded 
living,  our  forefathers  learned  that  in  order 
to  facilitate  some  activities,  he  must  sur- 
render part  of  his  independence  in  the  in- 
terest of  the  common  good.  While  preserv- 
ing basic  freedom,  the  American  way  has 
shown  that,  in  many  respects,  the  rights  of 
the  common  good  must  take  precedence  over 
the  non-basic  freedoms  of  the  individual; 
we  must  surrender  some  of  our  independ- 
ence of  action  in  the  interest  of  the  common 
good..  These  are  fundamental  principles 
that  always  have  been  and  always  will  be 
dependable  beacons,  helpful  in  guiding  us 
to  successful  solutions  of  our  problems.  If 
we  be  guided  by  proven  principles,  success 
will  be  ours.  If  we  neglect  them,  failure 
cannot  be  avoided. 

As  a doctor,  I would  like  to  maintain  the 
old  status  quo — retain  the  old  fee  for  serv- 
ice in  each  case,  and  have  the  transaction 
completed  by  my  patient  and  by  me.  But 
this  is  impossible.  Changing  times  have 
altered  that  plan.  We  have  had  to  develop 
budget  plans — Blue  Cross  and  Blue  Shield. 
Shifts  in  the  overall  economic  system  have 
forced  this  upon  us.  Time  marches  on,  and 
since  changing  times  have  forced  alterations 
in  our  system  of  satisfying  our  human 
needs,  we  would  be  completely  stupid  if  we 
did  not  accept  the  inevitable,  work  with  it, 
and  develop  a plan  which  will  permit  us  to 
exercise  an  element  of  control  over  it.  Just 
as  our  forefathers  had  to  work  out  a system 
of  freedom  and  co-operation  in  the  early  de- 
velopment of  our  nation,  so  do  we,  the  medi- 


cal practitioners  of  modern  America,  have 
to  work  out  a plan  of  co-operation  without 
disturbing  that  basic  freedom  of  ours,  the 
doctor-patient  relationship. 

Blue  Shield  has  accomplished  this,  and  for 
this  reason  it  merits  and  should  receive  the 
cooperation  of  the  medical  profession.  It 
may  be  true  that  some  phases  of  the  system 
do  not  meet  with  universal  approval,  but 
the  dissatisfaction  is  not  with  fundamentals. 
There  is  no  third  party  in  Blue  Shield — the 
profession  sets  its  own  standards  and  rates. 
There  is  a rule  of  free  men,  of  doctors  by 
doctors  of  their  own  choosing,  and  all  the 
democratic  processes  are  preserved.  This 
has  been  truly  a masterpiece  of  co-operation 
in  which  the  common  good  has  been  cared 
for  without  the  loss  in  basic  liberty.  I say 
basic  liberty,  because,  although  we  have  had 
to  sacrifice  some  of  our  independence  (just 
as  our  forefathers,  the  pioneers  did),  we 
have  escaped  the  third  party  and  we  deter- 
mine our  own  destiny.  This  is  no  small 
thing,  as  witness  the  fate  of  medicine  in  Bri- 
tain, where  the  state  has,  within  the  month, 
refused  an  income  increase  to  the  medical 
profession  in  the  face  of  rising  living  ex- 
penses of  the  doctors  and  their  families.  We 
have  our  basic  liberties  under  Blue  Shield, 
and  the  independence  we  sacrifice  to  the 
common  good  in  this  instance  is  not  a funda- 
mental independence;  our  basic  rights  are 
preserved. 

The  vast  majority  of  the  profession  today 
supports  the  Blue  Shield  Plan.  Witness 
what  the  New  York  Medical  Society  recently 
said : “This  society  is  convinced  after  seven- 
teen years’  experience  with  Blue  Shield  that 
benefits  provided  by  non-profit  Blue  Shield 
in  co-operation  with  physicians  effect  the 
greatest  protection  through  a community 
plan  at  lowest  possible  cost  for  medical  care. 
Doctors,  in  the  interest  of  their  respective 
communities,  are  the  founders  and  sponsors 
of  Blue  Shield  and  recognize  it  as  their  sur- 
gical-medical prepayment  plan,  designed  spe- 
cifically to  serve  all  groups  in  the  state.” 

If  we  are  to  continue  to  hold  a position  of 
leadership  in  providing  the  answers  to  the 
constantly  developing  economic  problems  in 
our  changing  times,  we  must  be  guided  by 
sound  fundamental  principles,  which  permit 
us  to  retain  our  basic  freedom  while,  at  the 
same  time,  we  subordinate  some  of  our  local 
wishes  to  the  interest  of  successful  solution 
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of  the  larger  problems.  This  applies  to  lo- 
cal, district,  and  national  Blue  Cross-Blue 
Shield  plans  and  to  hospitals  and  doctors  at 
the  local  level. 

A local  Blue  Shield  Plan  is  a corporate 
body  developed  by  a group  of  doctors  to  at- 
tain an  end  they  will  not  reach  alone.  To 
do  this,  each  doctor,  while  retaining  his  basic 
freedom,  surrendered  some  of  his  independ- 
ence in  the  interest  of  the  common  good.  The 
same  sort  of  co-operation  ivith  freedom  must 
be  done  at  the  district  and  national  levels. 
The  local  Blue  Cross  and  Blue  Shield  plan 
must  surrender  some  of  its  independence, 
must  hedge  its  rights  a bit,  in  the  interest 
of  the  total  community.  The  need  is  there, 
the  public  is  demanding  uniformity.  We 
can  satisfy  this  reasonable  demand  by  recog- 
nizing again  that  this  is  our  responsibility. 
Failure  here  would  mean  that,  over  the  long 
pull,  we  would  have  to  yield  the  initiative 
and  jeopardize  our  basic  freedom.  If  we 
have  not  attained  the  intellectual  and  emo- 
tional maturity  that  will  enable  us  at  the  lo- 
cal level  to  subordinate  some  of  our  pre- 
rogatives to  the  national  good,  then  we 
should  fail.  It  must  be  remembered  that 
there  is  no  surrender  of  basic  freedom;  the 
local  plan  will  not  have  to  give  up  its  autono- 
my. Details  have  been  worked  out  and  will 
be  explained  by  the  operating  personnel. 
What  I would  stress  here  and  now  is  this: 
I know  that  a uniform  national  contract  can 
be  achieved,  and  I strongly  urge  that  local 
plans  give  their  support  to  its  development 
and  execution. 

For  those  who  are  responsible  for  Blue 
Shield  plans  at  the  policy  making  level,  the 
future  will  continue  to  offer  a challenge. 
New  and  more  complex  problems  will  evolve 
from  changing  times.  Solutions  of  these 
must  come  from  the  policy  making  body.  In 
all  our  discussions  in  attempting  the  solu- 
tions for  problems  we  must  be  objective  and, 
as  in  the  past,  be  governed  by  fundamental 
principles.  A recent  reminder  of  the  power 
of  good  principles  over  the  long  pull  is  the 
movie,  “The  Ten  Commandments.”  Here 
our  attention  is  called  to  a set  of  Judaic- 
Christian  principles  that  have  remained  ef- 
fective regulators  of  human  conduct  for 
thousands  of  years.  These  commandments 
are  really  guarantees  of  freedom,  and  failure 
to  follow  them  means  a loss  of  true  liberty. 
Three  of  these  moral  principles  touch  on  eco- 
nomic life : 


Thou  shalt  not  steal. 

Thou  shalt  not  covet  thy  neighbor’s 
goods. 

Thou  shalt  not  bear  false  witness 
against  thy  neighbor. 

What  would  economic  life  be  if  there 
were  wholesale  neglect  of  these  principles? 

In  closing,  I would  like  to  point  out  that 
there  is  a moral  principle  running  through 
our  group  relationships  in  America;  it  is  a 
Christian  principle  of  group  conduct  and  a 
regulator  of  government-interference.  The 
Declaration  of  Independence  is  an  expres- 
sion of  it,  and  the  mode  of  our  historical 
development,  where  fundamental  rights  are 
retained  while  social  progress  is  made, 
takes  it  for  a guide.  It  is  called  by  the  phil- 
osophers, the  Principle  of  Subsidiarity,  and 
it  may  be  summed  up  as  follows: 

“When  there  is  a social  problem,  the 
solution  of  that  problem  must  be  pro- 
vided by  a lower  and  better  qualified 
group.  If  this  group  either  cannot  or 
will  not  provide  the  answer,  it  becomes 
the  responsibility  of  the  state  to  take 
over.” 

Distribution  of  medical  care  is  a social 
problem.  Making  that  care  available  to  all 
who  are  not  medically  indigent,  at  a cost 
they  can  afford,  on  a budget  basis,  is  our 
job.  Relying  on  the  philosophy  of  our  fore- 
fathers, we  meet  the  challenge  ourselves, 
preserving  our  freedom,  and  keeping  state 
interference  to  a minimum  while  promoting 
the  common  good. 

Current  Comment 

E.  J.  Faulkner  Speaks  Again  on 
Voluntary  Health  Insurance — 

“One  thing  is  certain,  the  public’s  de- 
mands and  the  response  made  by  insuring 
organizations  clearly  indicate  voluntary 
health  insurance  is  America’s  answer  to  the 
problem  of  financing  health  care  costs  on  a 
‘pick  and  choose’  basis  without  regimenta- 
tion of  the  individual,  the  subordination  of 
the  medical  profession  to  the  state,  or  the 
standardization  of  a health  insurance  pana- 
cea handed  to  the  public  in  a ‘take-it-because- 
it’s-good-for-you’  package.”  (From  Health 
Insurance  and  the  American  Public — Har- 
per’s Magazine  and  the  Atlantic,  April, 
1957). 
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PROGRESS  REPORT  on 


Medical  Center 

At  University  of  Nebraska  College  of  Medicine 
By  the  Building  Committee* 


SINCE  our  report  of  January, 
1955,  in  this  journal,  the  con- 
struction program  has  con- 
tinued. This  has  been  most  marked  in  the 
construction  of  buildings  which  belong  to 
affiliates  and  which  have  been  financed  by 
private  funds.  At  the  same  time  funds  are 
accumulating  from  the  special  0.25  mill  levy, 
the  University  of  Nebraska  College  of  Medi- 
cine and  University  Hospital  Building  Fund, 
so  that  it  is  hoped  that  construction  can  be 
started  during  1957  on  the  addition  to  the 
University  Hospital,  Unit  3,  which  will  pro- 
vide much  needed  clinical  department  space 
for  the  medical  school,  University  Hospital 
and  Clinic,  and  for  medical  care  and  re- 
search. 

The  term  Medical  Center  is  used  today 
with  such  a variety  of  meanings  that  we 
should  clarify  our  usage  and  distinguish  it 
from  the  College  of  Medicine.  The  College 
of  Medicine,  which  includes  the  University 
Hospital,  University  Clinic,  School  of  Nurs- 
ing, and  several  schools  for  training  techni- 
cians is  one  of  the  colleges  of  the  University 
of  Nebraska.  The  cost  of  operation  of  the 
College  of  Medicine  is  financed  from  the  bi- 
ennial budget  of  the  University  of  Nebraska 
with  funds  approved  by  the  State  Legisla- 
ture. In  1953,  the  State  Legislature  ap- 
proved a special  0.25  mill  levy.  This  levy 
accumulates  money  at  about  the  rate  of 
$750,000  per  year  and  continues  until  a total 
of  $6,000,000  has  been  raised  which  is  esti- 
mated will  occur  in  1962-63.  Now  the  Uni- 
versity of  Nebraska,  by  regulations,  is  per- 
mitted to  make  various  agreements  which 
further  the  objectives  of  the  College  of  Medi- 
cine, such  as  affiliations  with  hospitals  for 
medical  education  and  research  purposes,  or 
lease  of  land  to  such  institutions.  These  af- 
filiates, in  conjunction  with  the  College  of 
Medicine,  constitute  the  Medical  Center. 
Some  of  these  affiliates  are  on  the  campus 
of  College  of  Medicine  proper,  others  are 
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adjacent,  others  are  easily  accessible  on  ma- 
jor highways,  while  a few  are  outside  of 
Omaha.  These  affiliates  provide  many  im- 
portant facilities  to  the  program  of  College 
of  Medicine,  and  provide  them  at  minimum 
cost.  This  method  of  organization  for  med- 
ical education  has  proven  practical  elsewhere 
although  the  method  is  not  universal.  It  re- 
quires successful  leadership  by  the  medical 
school,  the  enthusiasm  of  the  participants, 
and  considerable  administrative  work.  To 
be  detailed  later,  the  enthusiasm  of  the  af- 
filiates has  been  well  shown  by  the  expendi- 
ture of  over  $15,000,000  in  private  funds 
within  the  past  eight  years,  of  which  about 
$11,000,000  has  been  spent  on  or  adjacent  to 
the  College  of  Medicine  campus.  This  is  a 
very  tangible  endorsement  of  the  objectives 
of  the  University  of  Nebraska  and  a local 
demonstration  of  enthusiasm  in  the  medical 
center  concept. 

Figure  1 is  a November,  1956,  aerial  pho- 
tograph and  shows  well  the  new  buildings, 
the  location  of  construction  being  planned, 
the  widened  44th  Street,  and  the  proposed 
campus-extension.  The  Omaha  City  Plan- 
ning Commission  has  given  valuable  consid- 
eration to  the  problems  of  the  Medical  Cen- 
ter expansion  and,  in  addition,  we  have  had 
the  help  of  the  City  Traffic  Department  and 
of  the  City  Engineer.  The  City  Planner  has 
pointed  out  (1)  that  the  Medical  Center  of 
the  University  of  Nebraska  is  the  largest 
group  of  public  buildings  in  the  City  of 
Omaha,  (2)  it  is  the  largest  and  most  import- 
ant medical  center  in  the  City  of  Omaha,  and 
(3)  it  should  receive  the  same  amount  of 
planning  and  zoning  protection  as  would  be 
given  any  other  major  city  planning  element 
such  as  a monumental  civic  center,  an  air 
terminal,  or  a major  park  area. 

Construction  being  paid  for  by  the  0.25 
mill  levy  and  which  has  been  completed  or 
will  be  in  early  1957  includes,  (1)  nursing 
school  and  dormitory,  (2)  research  labora- 
tory, (3)  service  building,  and  (4)  smaller 
projects  such  as  improvement  in  electrical 
power  to  the  campus,  street  lights,  water 
mains,  new  incincerator,  and  the  like. 
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Figure  1.  This  aerial  photo,  looking  northeast,  depicts  the  present  buildings  and  proposed  new  structures,  plus  out- 
lining the  projected  “campus”  growth  area  for  the  Medical  Center.  The  dotted  line  boundary  encompasses  an  area  which 
City  Planner  Alden  Aust  would  like  to  see  zoned  eighth  residence  in  order  to  guarantee  orderly  expansion.  It  is  bounded 
by  the  Missouri  Pacific  Railroad  Lines,  Saddle  Creek  Road,  the  alley  between  Dodge  and  Dougles  street,  Forty-second  Street, 
Harney  Street,  Fortieth  Street  and  Jones  Street. 

Major  facilities  include:  (1)  College  of  Medicine  Service  Building;  (2)  Power  Plant;  (3)  Memorial  Research  Laboratory; 
(4)  South  Classroom  Building;  (5)  Old  Nurses  Dormitory;  (6)  Nurses  Dormitory  Addition;  (7)  University  Hospital;  (8) 
proposed  addition  to  Hospital;  (9)  North  Classroom  Building;  (10)  Clarkson  Hospital;  (11)  Doctors  Building  to  be  finished 
February  15th;  (12)  proposed  J.  P.  Loi-d  School;  (13)  proposed  C.  Louis  Meyer  Therapy  Center;  (14)  proposed  Hattie  B. 
Mumroe  Home;  (15)  Childrens  Memorial  Hospital;  (16)  Nebraska  Psychiatric  Institute.  The  Child  Saving  Institute  is  hid- 
den by  No.  4.  The  new  Childrens  Rehabilitation  center  will  include  Nos.  12,  13,  and  14. 

The  small  dotted  lines  near  Forty-second  and  Harney  Streets  outline  the  path  of  the  new  Harney  Street  cut-through 
now  completed.  Larger  dotted  lines  near  the  Doctors  Building  show  the  location  of  the  proposed  new  boulevard  entrance 


into  the  Medical  Center  . (Photo  by  Omaha  World-Herald). 

The  new  nurses  addition  will  provide  space 
for  150  nurses  and,  in  addition,  office  space 
for  the  School  of  Nursing,  certain  specialized 
teaching  laboratories  which  are  not  adapt- 
able for  use  by  medical  students  or  techni- 
cians, and  some  recreational  space.  The  re- 
search laboratory  is  for  clinical  and  basic 
medical  research  and  includes  animal  facil- 
ties.  The  service  building  is  an  extension 
of  the  present  service  building  and  will  pro- 
vide more  space  for  the  service  departments, 
such  as  purchasing,  supplies,  storage,  and 
laundry.  Both  the  research  laboratory  and 
portions  of  the  service  building  were  origin- 
ally planned  as  parts  of  Unit  3 but  were 
later  separated  to  improve  functional  opera- 
tion, reduce  overall  cost,  and  to  make  space 
available  on  the  lower  floors  of  Unit  3 for 
medical  purposes. 

It  is  hoped  that  funds  will  be  available  by 
mid-1957  to  permit  making  contracts  for 


the  first  stage  of  Unit  3.  This  major  addi- 
tion to  Units  1 and  2 of  the  University  Hos- 
pital will  have  to  be  constructed  in  stages 
since  the  approximately  $4,000,000  remain- 
ing in  the  0.25  levy  will  not  have  accumulat- 
ed until  1962-63.  The  building  will  be  H- 
shaped.  The  crosspiece  of  the  H will  in- 
clude an  entrance  lobby  on  the  ground  floor 
with  floors  above  for  administrative  and  de- 
partmental offices  and,  further  up,  floors  for 
patients,  teaching,  and  research.  The  north 
side  of  the  H will  include  the  department  of 
radiology  and  physical  medicine,  the  Univer- 
sity Clinic,  the  department  of  pathology,  sur- 
gical suites,  and  departmental  offices.  The 
south  side  of  the  H will  include  various 
utilties  on  the  lowest  floor,  student  activities, 
dining  room,  postgraduate  areas,  and  medical 
school  library.  At  the  north  end  of  the  wing 
will  be  the  ambulance  entrance  and  the  ar- 
rangement will  permit  operating  a single  re- 
ceiving area  for  all  patients.  In  addition, 
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this  area  can  operate  as  a well-planned  dis- 
aster area.  Much  functional  planning  has 
gone  into  the  design  for  Unit  3,  and  the  ma- 
jor portions  have  been  crystallized  for  sev- 
eral years.  The  design  follows  the  modern 
trend  of  concentrating  clinical  departments, 
clinics,  hospitals,  and  library  into  a common 
facility  — an  architectural  expression  of  the 
integration  motive  which  is  so  current  in 
modern  medicine.  The  plan  permits  expan- 
sion in  functional  directions  so  that  the 
basic  plan  can  be  enlarged  to  the  north,  up, 
or  to  the  south  without  extensive  redesign- 
ing. It  is  unfortunate  that  building  costs 
have  already  risen  25  per  cent  since  the  0.25 
mill  levy  began,  and  it  is  not  at  all  unlikely 
that  they  will  have  increased  50  per  cent  by 
the  completion  of  the  present  levy. 

The  Nebraska  Psychiatric  Institute,  which 
was  illustrated  in  our  earlier  report,  was 
completed  in  April,  1955.  This  Institute 
which  is  in  full  operation  has  received  na- 
tional commendations  for  the  detail  of  its  de- 
sign and  the  quality  of  its  work.  In  fact, 


some  of  the  operations  at  the  Institute  are 
becoming  known  nationally  as  the  Nebraska 
Plan.  The  Institute  is  operated  by  the 
Board  of  Control,  and  an  agreement  with  the 
University  of  Nebraska  makes  it  an  im- 
portant addition  to  the  education  and  re- 
search programs  of  the  medical  center. 

In  contrast  to  the  relatively  slow  growth 
of  the  College  of  Medicine  building  program 
is  the  important  advances  that  have  occurred 
in  the  affiliated  institutions  through  the  use 
of  private  funds.  Financially,  these  are 
listed  in  Tables  1 and  2 and  aggregate  close 
to  $15,000,000,  of  which  almost  $11,000,000 
are  constructions  on  or  closely  adjacent  to 
the  College  of  Medicine  campus.  The  Chil- 
drens Memorial  Hospital  was  air  conditioned 
in  1956,  and  new  parking  area  added.  The 
Bishop  Clarkson  Memorial  Hospital  was 
completed  in  December  1955,  and  has 
aroused  more  than  national  interest.  It  re- 
ceived citations  for  Hospital  of  the  Month 
and  Hospital  of  the  Year  by  Modem  Hos- 
pital. The  food  service  received  a special 
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Fig-ure  3.  Memorial  Research  Laboratory 


Figure  4.  Addition  to  University  Hospital.  Unit  3.  Architects  sketch. 
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Figure  5.  Bishop  Clarkson  Memorial  Hospital 


Figure  6. 


Doctors  Building 
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citation.  The  Doctors  Building  will  be  com- 
pleted in  February,  1957.  This  is  not  an  af- 
filiate but  is  a valuable  and  long  needed  ad- 
dition for  the  convenience  of  the  part-time 
and  volunteer  faculty.  This  carefully  and 
beautifully  designed  building  bids  well  to  be 
another  outstanding  structure  as  is  the 
Clarkson  Hospital.  A two-level  parking  area 
will  accommodate  300  cars,  and  the  drive-ins 
pass  the  north  and  south  entrances  of  the 
building.  The  seven  office  floors  will  ac- 
commodate 100  physicians. 

The  Methodist  Hospital  completed  a new 
wing  in  1955,  which,  aside  from  hospital 
beds,  includes  new  utilities,  radiology,  phar- 

TABLE  1 

Funds  from  non-University  and  private  sources 
for  construction  on  the  College  of  Medicine  Campus 
area,  or  immediately  adjacent. 

Completion 


Childrens  Memorial  Hospital 1948  $ 1,500,000 

Bishop  Clarkson  Memorial 

Hospital  1955  5,000,000 

Doctors  Building 1957  2,500,000 

Childrens  Center — 

C.  Louis  Meyer  Therapy 

Center  1958  688,850 

J.  P.  Lord  School 1958  711,250 

Hattie  B.  Munroe  Home 1958  530,850 


Total $10,930,950 


TABLE  2 

Funds  from  private  sources  by  affiliated  institu- 
tions of  the  Medical  Center  but  not  on  the  imme- 
diate campus  area. 

Completion 


Methodist  Hospital  Additions 1956  $ 1,400,000 

Immanuel  Deaconess  Hospital 

Additions  1957  1,650,000 

Lutheran  Hospital  Additions 1955  1,300,000 

1957  480,000 


Total $ 4,830,000 


macy,  and  administrative  space.  In  addi- 
tion, the  surgical  suite  was  extensively  re- 
built. The  Immanuel  Hospital  is  completing 
a new  wing  providing  more  hospital  beds, 
new  radiological  and  surgical  suites  and  hos- 
pital utilities.  The  Lutheran  Hospital  has 
acquired  what  was  formerly  the  Clarkson 
Hospital  to  be  used  as  a general  hospital. 
The  former  Lutheran  general  hospital  is 
now  being  extensively  rebuilt  for  use  in 
mental  health  care. 

In  our  previous  report  we  noted  that  there 
was  active  discussion  of  a rehabilitation 
group  for  children.  This  program  has  de- 
veloped with  gratifying  success.  As  of  now, 
land  has  been  acquired,  some  29  houses  have 
been  removed,  and  the  site-grading  is  in 
progress.  This  year  construction  will  be 
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started  on  three  buildings,  the  C.  Louis  Mey- 
er Memorial  Therapy  Center,  the  J.  P.  Lord 
School  for  handicapped  children,  and  the 
Hattie  B.  Munroe  Home  nursing  and  obser- 
vation home.  Land  was  provided  by  the 
State  Legislature  through  the  University  of 
Nebraska,  and  joint  agreements  with  the 
University  of  Nebraska,  Childrens  Memorial 
Hospital,  and  Nebraska  Psychiatric  Institute 
will  help  to  make  this  a comprehensive  diag- 
nostic and  treatment  center  for  children  of 
the  state. 

The  rapid  progress  during  the  past  two 


years  more  than  justifies  the  impetus  given 
to  the  Medical  Center  idea  by  the  1953-Legis- 
laure  in  establishing  the  College  of  Medicine 
Building  Fund.  The  large  amount  of  private 
funds  that  have  been  put  into  the  center 
shows  clearly  the  widespread  enthusiasm  in 
the  Medical-center  concept  and  is  a highly 
significant  vote  of  confidence  in  the  aims  and 
objectives  of  the  University  of  Nebraska. 
Experience  shows  that  medical  centers  oper- 
ate best  when  there  is  strong  leadership  by 
a medical  school  that  is  part  of  a large  uni- 
versity. 


Current  Comment 

From  the  Omaha  World-Herald — 

The  Ford  Foundation  has  announced  a 
final  grant  of  900  thousand  dollars  to  Creigh- 
ton University  School  of  Medicine. 

This  sum,  plus  the  grant  of  500  thousand 
dollars  announced  last  September,  brings  the 
total  awarded  to  the  School  of  Medicine  to 


$1,400,000.  The  grants  are  to  be  held  as  in- 
vested endowment  at  least  10  years. 

During  this  time  income  from  the  endow- 
ment may  be  spent  for  instructional  purposes 
only.  After  the  10-year  period,  the  Creigh- 
ton School  of  Medicine  is  free  to  use  the 
principal  sum. 

The  Omaha  school  was  among  45  medical 
colleges  listed  for  second  grants  by  the  foun- 
dation. 
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Chalasia  and  Achalasia 

Children's  Memorial  Hospital  Staff  Conference 


Arnold  Mueller,  University  of  Nebraska 
student : 

This  five-day-old  white  male  was  ad- 
mitted to  Children’s  Memorial  Hospital 
on  July  11  with  the  chief  complaint  of 
having  regurgitated  all  feedings  since 
birth.  The  baby  had  been  gavaged  and 
lavaged  for  several  days.  As  far  as  was 
known,  the  baby  had  no  bowel  move- 
ments but  he  had  been  passing  urine. 
The  exact  type  of  vomiting  and  the  na- 
ture of  the  vomitus  was  unknown.  Fluid 
had  been  given  by  clyses.  Birth  history 
indicates  this  to  be  a full  term  baby  de- 
livered without  difficulty.  Birth  weight 
was  6 lbs.,  314  oz.  Weight  on  admission 
was  5 lbs.,  12  oz.  Early  in  her  preg- 
nancy the  mother  spotted  several  times 
and  had  developed  a localized  lympha- 
denopathy  in  the  left  inguinal  area. 

PHYSICAL  EXAMINATION : Tem- 

perature was  104 ; pulse,  144 ; and  res- 
pirations, 28.  In  general  appearance  the 
Infant  was  a well  developed,  fairly  well 
nourished  white  male  who  appeared 
somewhat  dehydrated  but  was  in  no 
acute  distress.  The  skin  was  warm  and 
of  poor  turgor.  Abdomen : flat,  no 
distention  and  soft.  There  was  no  ap- 
parent muscle  guarding  or  cramping. 
There  was  no  jaundice.  The  liver  was 
palpable  one  finger  breadth  below  the 
right  rib  margin.  The  remainder  of 
the  physical  examination  was  essentially 
negative. 

LABORATORY : Complete  blood 

count  and  urinalysis  were  unremarkable. 

X RAYS : An  upright  film  of  the  ab- 
domen was  essentially  negative.  Barium 
swallow  showed  dilatation  of  the  esopha- 
gus with  regurgitation  of  barium.  A 
small  amount  of  the  barium  did  pass 
through  the  stomach  and  into  the  bowel. 
There  was  an  aspiration  pneumonia  of 
the  right  upper  lobe. 

CLINICAL  COURSE:  The  child  was 
started  on  thickened  feedings  of 
skimmed  milk,  water  and  pectin  agar. 
He  was  fed  and  maintained  in  an  up- 
right position.  His  weight  increased  to 
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6 lbs.,  9 oz.,  but  at  the  time  of  discharge 

was  6 lbs.,  4 oz. 

The  three  previous  cases  of  chalasia  ad- 
mitted to  Children’s  Memorial  Hospital  were 
all  under  six  weeks  of  age  and  had  been  re- 
gurgitating most  of  their  feedings  since 
birth.  The  X rays  nearly  always  indicated 
the  relaxed  cardio-esophageal  junction  with 
regurgitation  of  the  barium  in  the  esopha- 
gus. The  treatment  consisted  of  thickened 
feedings  and  maintenance  of  the  baby  in 
the  upright  position  Within  three  or  four 
days  these  infants  were  generally  doing  well, 
were  gaining  weight,  and  were  sent  home. 

For  comparison,  we  reviewed  the  six  cases 
of  achalasia,  or  cardio-esophageal  spasm. 
The  patients  were  older  than  those  having 
chalasia,  the  age  ranging  from  13V2  months 
to  five  years.  Usually  there  were  no  signs 
of  vomiting  at  birth,  but  vomiting  started 
at  about  two  or  three  months  prior  to  ad- 
mission. The  vomitus  characteristically 
consisted  of  uncurdled  milk  and  undigested 
foods.  The  treatment  of  these  cases  was 
somewhat  varied : atropine  and  a diet  of  soft 
or  pureed  foods  was  usually  successful.  One 
child  had  dilatation  of  the  lower  end  of  the 
esophagus  with  dilators  up  to  size  26.  There 
were  no  readmissions  and  no  surgical  cor- 
rections. 

Doctor  Ralph  Moore: 

We  have  here  the  films  not  only  of  chalasia 
but  also  of  achalasia.  The  best  way  to  re- 
call the  difference  between  these  two  entities 
is  to  remember  only  one,  not  both  terms. 
The  case  of  chalasia  that  initiated  this  dis- 
cussion will  be  shown  first  (Fig.  1).  You 
can  see  the  pooling  of  barium  in  the  esopha- 
gus and  yet  there  is  not  an  obstruction  be- 
cause the  barium  also  went  into  the  stomach. 
This  was  at  the  end  of  three  hours,  incident- 
ally, which  means  that  there  must  have  been 
constant  regurgitation  from  the  stomach. 
In  the  initial  film  you  notice  that  the  barium 
flowed  freely  into  the  stomach  with  the  first 
swallow,  without  any  difficulty.  Notice  the 
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rather  wide  esophageal  orifice.  The  aspira- 
tion pneumonia  that  we  spoke  of  can  also  be 
seen  (Fig.  2).  The  reason  it  was  termed 
aspiration  pneumonia  is  due  to  the  distribu- 
tion more  than  anything  else.  In  infants, 
the  aspiration-type  pneumonia  is  usually  in 
the  upper  lobe  because  of  the  recumbent  pos- 
ture, whereas  in  an  adult  it  is  more  likely 
to  be  in  the  lower  lobe.  This,  of  course,  can 
come  from  distention  of  the  esophagus  and 
an  overflow  and  aspiration  from  the  over- 
flow. 


Figure  1.  Lateral  view  of  chest  showing  free  regurgitation 
of  barium  into  the  dilated  esophagus  in  chalasia.  Child  5 days 
old. 


I might  mention  that  if  the  child  has  been 
taking  food  without  a great  deal  of  difficul- 
ty, there  is  no  necessity  for  giving  an  iodized 
oil  by  mouth.  In  the  first  place,  if  you  want 
to  get  a good  bronchogram,  just  give  the 
baby  a spoonful  of  oil  and  it  will  be  aspir- 
ated almost  every  time.  Barium  won’t  hurt 
as  much  as  milk  will,  so  if  there  is  no  evi- 
dence of  tracheoesophageal  fistula  or  other 
obvious  obstruction,  there  is  no  harm  in 
giving  barium  and  much  more  information 
will  be  obtained.  The  use  of  radiopaque  oil 
is  like  many  of  these  other  little  techniques 
that  get  started  in  radiology  — the  legend 
perists  far  beyond  practical  use. 


Figure  2.  AP  view  of  chest  of  patient  shown  in  Figure  1. 
Aspiration  pneumonia  in  the  base  of  the  right  upper  lobe  due 
to  spill-over  from  esophagus. 


Figure  3.  Moderately  dilated  esophagus  containing  regurgi- 
tated barium  in  infant  2 days  of  age  with  chalasia. 
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In  this  two-day-old  infant,  the  lateral  view 
demonstrates  the  barium  coming-  down 
through  the  esophageal  orifice  which  ap- 
pears normal  (Fig.  3)  but  in  the  spot  film 
(Fig.  4)  you  can  see  the  wide  opening  with 
relaxation  and  regurgitation  of  chalasia.  It 


manifestation  of  achalasia,  and  that  is  seg- 
mental spasm  (Figs.  7 and  8).  There  is  one 
area  of  peristalsis,  but  then  a long  segment 
of  spasm  and  another  area  of  spasm  below, 
which  indicated  that  there  are  probably  a 
number  of  areas  of  deficiency  in  development 


Figure  4.  Spot  films  of  infant  illustrated  in  Figure  3 showing  free  regurgitation  of  barium  through 
lax  cardio-esophogeal  sphincter. 


never  closes  off  at  any  time.  This  can  be 
differentiated  from  herniation  of  the  stom- 
ach through  the  diaphragm  by  the  relation- 
ship to  the  diaphragm. 

It  would  be  interesting  to  follow  these 
children  into  late  adult  life  to  see  whether 
these  are  the  people  who  eventually  develop 
herniation  of  the  stomach  through  the  dia- 
phragm secondary  to  scarring  and  shorten- 
ing of  the  lower  esophagus  by  regurgitated 
gastric  juice.  This  is  the  type  of  child  that 
used  to  benefit  by  grandmothers’  knowing 
that  holding  the  child  up  after  eating  pre- 
vented regurgitation.  And  the  pediatricians 
have  known  for  years  that  such  positioning 
helps. 

In  contrast  to  these  we  have  achalasia. 
These  children  are  older,  this  particular  one 
being  13  months.  In  this  first  X ray  (Fig. 
5) , because  of  the  high  position  of  the  cardia 
of  the  esophagus,  you  don’t  see  the  esopha- 
geal orifice.  The  thing  to  do  is  to  take  a 
spot  film,  and  here  (Fig.  6)  you  can  see  that 
the  cardio-esophageal  orifice  is  very,  very 
tight  and  the  barium  is  retained  in  the 
esophagus  rather  than  regurgitated  into  it. 

The  next  X rays  show  a slightly  different 


Figure  5.  Retention  of  barium  in  esophagus  rather  than 
regurgitation,  due  to  cardiospasm  (achalasia)  in  child  13 
months  of  age. 
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Figure  6.  Spot  taken  of  area  of  constriction  of  same  patient  as  illustrated  in  Figure  5 showing 
band-like  obstruction  at  juncture  of  cardia  and  esophagus. 


Figure  7.  Right  lateral  film  showing  barium  in  esophagus  Figure  8.  Spot  film  of  lower  esophagus  illustrated  in 

and  long  segment  of  spasm  involving  the  lower  portion  of  Figure  7. 
the  esophagus  above  the  diaphragm.  Achalasia  in  child  age  6. 
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of  the  myenteric  plexus.  I’ve  often  won- 
dered whether  this  might  not  be  related  to 
colic,  theorizing  that  the  latter  may  be  due 
to  an  imbalance  or  immaturity  of  the  myen- 
teric plexus  of  the  small  bowel.  Possibly, 
as  the  myenteric  plexus  becomes  more  ma- 
ture, the  peristaltic  waves  propagate  forward 
in  the  proper  manner  instead  of  hitting  a 
physiologic  obstruction.  With  retention,  of 
course,  you  can  get  an  esophagitis  and  secon- 
dary peptic  ulceration  which  may  give  later 
shortening  and  herniation. 

I thought  it  might  be  a good  idea  to  bring 
you  back  to  normal  again.  Here  is  the  nor- 
mal segmental  contraction  of  the  esophagus 
(Fig.  9)  and  in  contrast  to  that  of  achalasia, 
this  is  a much  shorter  segment.  In  achalasia 
there  may  be  a longer  area  of  spasm  or  a 
segmental  spasm  such  as  we  saw.  On  the 
film  following  emptying  of  the  esophagus 
(Fig.  10)  there  is  no  retention  of  barium  and 
the  barium  pattern  of  the  stomach  and  small 
bowel  is  normal. 


Doctor  Byron  B.  Oberst: 

Initially  this  baby  was  given  a casein  hy- 
drolysate formula;  since  there  is  little  curd 


Figure  9.  Normal  esophagus  with  cardiac  sphincter  con- 
tracted but  no  retention  or  regurgitation  seen  fluoroscopically. 


Figure  10.  Same  patient  as  Figure  9 with  no  retention  of 
barium  in  esophagus  and  no  regurgitation.  Normal  child  age 
13  months. 


formation,  there  is  no  wonder  that  it  came 
rolling  out  with  the  wink  of  an  eye.  There 
are  many  things  with  which  to  thicken  for- 
mulas. I think  one  of  the  simplest  and  one 
of  the  easiest  to  use  at  home  is  pectin  and 
agar  because  it  is  readily  available,  it  goes 
through  the  nipple  when  it  is  warmed  up,  is 
taken  well,  and  does  not  have  nearly  the  lump 
formation  that  you  may  have  with  cereal. 
We  are  using  skimmed  milk  in  preference  to 
evaporated  milk,  again  to  make  a very  tough 
curd,  while  the  low  fat  speeds  gastric  empty- 
ing. 

This  baby  gained  up  to  a weight  of  6 lbs., 
7 oz.,  and  about  that  time  I thought  I would 
be  wise  and  gave  him  some  atropine  arid 
phenobarbital.  This  relaxed  everything  a 
little  bit  more  as  well  as  making  the  baby 
sleepy,  and  vomiting  increased.  So,  after 
two  days  of  weight  loss,  we  discontinued 
these  drugs  and  have  become  wiser  since. 

In  addition  to  cardio-esophageal  relaxation 
there  are  many  things  that  you  must  consid- 
er as  causes  of  vomiting  immediately  after  a 
feeding,  during  the  first  two  or  three  days 
of  life.  The  most  obvious  one  is  tracheo- 
esophageal fistula,  and  the  longer  that  re- 
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mains  undiagnosed  the  more  pneumonia  de- 
velops and  the  poorer  becomes  the  operative 
risk.  Therefore,  I would  make  a firm  plea 
to  everybody  who  delivers  babies  to  drop 
a catheter  into  the  stomach  and  aspirate  the 
stomach  contents.  This  very  quickly  proves 
the  patency  of  the  esophagus.  Those  babies 
who  have  a fistula  would  be  operated  earlier 
and  we  would  probably  have  a much  better 
survival  rate.  Here,  many  of  those  infants 
come  in  on  the  third  or  fourth  day.  Another 
cause  is  true  stenosis  at  the  lower  end  of  the 
esophagus  and  many  of  those  will  have  to  be 
either  dilated  or  resected. 

A very  rare  cause  of  upper  gastrointest- 
inal vomiting  in  the  newborn  is  pyloric  sten- 
osis ; however,  I am  aware  of  two  prematures 
with  onset  of  symptoms  in  the  first  ten  days 
of  life  that  were  operated.  In  duodenal  atre- 
sia there  is  the  problem  of  making  a definitive 
diagnosis  early,  because  this  may  be  due  to 
a malrotation,  aberrant  mesenteric  artery,  or 
congenital  band,  as  well  as  atresia  and  sten- 
osis. In  these  you  usually  have  some  bile 
regurgitation  with  the  vomiting,  whereas  in 
obstructions  above  the  level  of  the  pylorus 
bile  is  seldom  present  in  the  vomitus. 

To  those  of  you  who  have  been  in  the 
Newborn  Clinic  at  one  time  or  another,  this 
case  will  exemplify  the  premises  of  our  feed- 
ing technique1.  We  have  reported  the  X-ray 
evidence  favoring  feeding  the  babies  upright 
and  being  sure  the  nipples  work  easily  with 
cold  milk  so  they  don’t  stop  to  swallow  ex- 
cess of  air. 

Doctor  Dale  Ebers,  Resident: 

This  syndrome  has  probably  been  known 
down  through  the  ages  but  it  wasn’t  until 
1946  that  Neuhauser  named  it  chalasia  or 
cardio-esophageal  relaxation.  (The  term 
“achalasia”  was  advocated  for  the  opposite 
condition  in  1913  by  Hurst).  At  that  time 
Neuhauser  defined  it  for  the  Radiologic  So- 
ciety2. In  1950,  he  reported  a larger  series 
of  twenty-four.3.  He  suggested  that,  since 
it  occurs  only  in  the  newborn  period  and  ap- 
parently is  self-limited,  it  might  be  due  to  an 
immaturity  or  imbalance  of  the  autonomic 
nervous  system  in  which  the  esophagus  and 
the  cardia  do  not  yet  have  any  tone.  The 
children  usually  cure  themselves  within  three 
or  four  months  if  hydration  is  maintained 
along  with  use  of  the  upright  feeding-posi- 
tion and  thickened  feedings. 

Silverman4  has  pointed  out  the  radiological 


error  in  identifying  the  cardio-esophageal 
junction  and  differentiating  this  from  thor- 
acic stomach  or  gastric  folds  in  the  esopha- 
gus. In  a series  of  100  barium  swallows  in 
infants  and  children,  27  showed  reflux  into 
the  esophagus  but  only  15  had  any  vomiting, 
while  18  of  73  without  reflux  had  clinical 
disease  associated  with  vomiting.  X rays 
were  taken  of  100  children  not  suspected  of 
chalasia  or  hiatus  hernia.  Thirteen  showed 
reflux  and  9 of  these  had  vomiting  while  50 
of  the  87  not  showing  reflux  also  had  vomit- 
ing. 

Doctor  Moore: 

Yes,  it  rides  back  and  forth  rather  easily 
in  the  very  young  and  also  the  very  old,  as 
well  as  in  paralysis  agitans,  where  there  is, 
again,  a lack  of  propagation  of  the  peristal- 
tic wave. 

Doctor  Gordon  Gibbs: 

There  has  been  considerable  speculation 
over  the  relationship  of  achalasia  to  agang- 
lionic  megacolon.  In  a review  of  the  litera- 
ture on  this  subject  Holt5  has  noted  that 
there  have  been  many  reports  of  either  in- 
flammation, degeneration,  or  of  diffuse  rela- 
tive deficiency  of  Auerbach’s  plexus  but  no 
observations  of  a localized  absence  of  ganglia 
as  in  Hirschsprung’s  disease. 

Doctor  Oberst: 

I was  wondering  if  there  were  any  cases 
where  they  occur  together,  achalasia  and 
megacolon. 

(Editor’s  Note:  Both  chalasia  and  mega- 
colon as  well  as  pyloric  stenosis  have  been 
reported  in  the  same  patient.6) 

Doctor  E.  Omer  Burgert,  Jr.: 

In  1953,  Belding7  reported  his  studies  of 
pyloric  stenosis  in  which  there  was  relative 
deficiency  of  Auerbach  and  Meissner  plexus, 
although  this  is  not  generally  realized. 

Doctor  Gibbs: 

Some  people  have  speculated  as  to  whether 
esophageal  chalasia  is  a forerunner  of  rumi- 
nation. It  is  a very  easy  vomiting  and 
seems  rather  similar  to  that  of  later  infancy 
in  which  the  baby  simply  coughs  up  a cud 
with  the  greatest  of  ease. 

Doctor  Oberst: 

Usually  when  these  children  stand  up  and 
walk  around  they  are  cured. 
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Doctor  Burgert: 

Has  there  ever  been  a correlation  of  a cen- 
tral nervous  system  abnormality  with  this  ? 

Doctor  Ebers: 

In  Neuhauser’s  series  of  24,  two  who  were 
underdeveloped  mentally  continued  to  vomit 
longer  than  the  normal  children. 

Doctor  Oberst: 

It  would  seem  unusual  for  a central  nerv- 
ous system  abnormality  to  present  in  this 
manner  without  more  symptomatic  evidence 
such  as  spasticity,  lethargy,  irritability,  high 
pitched  cry,  or  convulsions.  He  is  now  two 
weeks  old  and  looks  like  a perfectly  normal 
newborn. 

BIBLIOGRAPHY 

1.  Oberst,  B.  B.;  Moore,  R.  C.;  Gass,  Charles 

C.,  and  Tompkins,  C.  A.:  Proper  Feeding-  Tech- 

nique and  Its  Relationship  to  “Guided  Growth.” 
Nebr.  M.  J.,  38:296,  1953. 

2.  Neuhauser,  E.  B.  D.,  and  Berenberg-,  W.: 
Cardio-Esophag-eal  Relaxation  as  a Cause  of  Vomit- 
ing in  Infants.  Radiology,  48:480,  1947. 

3.  Neuhauser,  E.  B.  D.,  and  Berenberg,  W. : 
Cardio-Esophageal  Relaxation  as  a Cause  of  Vomit- 
ing in  Infants.  Pediatrics,  5:414,  1950. 

4.  Silverman,  F.  N. : Gastroesophageal  Incom- 

petence, Partial  Intra thoracic  Stomach  and  Vomit- 
ing in  Infancy.  Radiology,  64:664,  1955. 

5.  Holt,  C.  J.:  Cardiospasm.  Am.  J.  M.  Sc., 

228:218,  1955. 

6.  Etzel,  E.:  Guy’s  Hospital  Report,  87:158,  1937. 

7.  Belding  III,  H.  A.  and  Kernohan,  J.  W. : A 

Morphologic  Study  of  Myenteric  Plexus  and  Muscu- 
lature of  the  Pylorus  with  Special  Reference  to  the 
Changes  in  Hypertrophic  Pyloric  Stenosis.  Surg., 
Gynec.  and  Obst.,  97:322,  1953. 

CURRENT  STUDIES  CHANGING  THEORIES 
ON  DIURETIC  PROPERTIES  OF  DIET 

Venerable  theories  on  the  medical  application  of 
the  diuretic  properties  of  food,  beverages  and  smok- 
ing have  been  seriously  affected  by  recent  investiga- 
tions. Recent  work  also  suggests  that  diets  pre- 
scribed for  patients  with  congestive  heart  failure 
may  be  revised. 

Many  such  provocative  studies  are  described  in  a 
comprehensive  article  in  a recent  issue  of  Diuretic 
Review  (5:1,  1956),  a journal  distributed  to  the 
medical  profession  by  Lakeside  Laboratories,  Inc., 
Milwaukee.  _ Among  the  references  in  the  survey 
are  nineteen  investigations  recently  reported  in  the 
professional  literature. 

When  nutrition  is  normal  and  salt  intake  is  nor- 
mal, the  article  states,  the  effects  of  food  on  diuresis 
have  been  found  to  be  relatively  insignificant.  Spe- 
cific foods  seldom  have  a direct  effect. 

Discovery  of  the  minimal  effect  of  food  on  diu- 
resis has  discredited  the  centuries-old  belief  in 


herbs  and  herb  extracts.  Few  mild  diuretics  have 
been  found  in  plants  and  then  in  the  parts  not  usual- 
ly eaten,  such  as  celery  seed  and  cornsilk. 

Studies  of  the  xanthine  beverages — coffee,  tea, 
cocoa  and  cola  drinks — and  alcoholic  drinks  have 
indicated  a mild  influence.  Because  of  their  un- 
reliability, however,  the  beverages  cannot  be  useful- 
ly employed  as  primary  agents. 

Although  xanthine  beverages  do  have  diuretic 
effects,  tolerance  to  them  frequently  offsets  the 
mild  diuretic  value.  Tolerance  is  found  also  in  the 
effects  of  alcoholic  beverages. 

Therefore,  investigators  submit  both  the  self- 
limiting  action  plus  the  unreliability  of  response  to 
account  for  the  failure  of  the  beverages  to  attain 
popularity  as  diuretics. 

On  the  other  hand,  smoking  reduces  diuresis,  al- 
though not  drastically,  according  to  some  authors. 
It  has  also  been  found  that  the  antidiuretic  effects 
of  smoking  are  somewhat  stronger  than  the  diuresis 
produced  by  alcohol  in  the  same  individual. 

Although  smoking  has  been  found  to  retard  diu- 
retic action,  there  was  less  effect  found  among  regu- 
lar smokers  than  among  those  who  only  smoke  oc- 
casionally. 


The  least  tangible  but  probably  the  most  potent 
factor  in  the  existing  favorable  trend  in  mortality 
from  tuberculosis  is  the  general  improvement  in 
the  standard  of  living.  Greater  earning  power  has 
made  possible  more  adequate  nutrition  and  better 
housing.  Reduction  in  the  average  size  of  families 
has  reduced  overcrowding,  which  in  turn  has  lessened 
opportunities  for  the  spread  of  infection.  Where 
economic  levels  have  continued  high,  tuberculosis 
rates  have  fallen;  when  war  or  famine  has  inter- 
vened they  promptly  rise.  It  is  more  than  coinci- 
dence that  the  levels  of  tuberculosis  throughout  the 
world  are  closely  related  to  the  economic  level  of 
the  populations  concerned.  (Alton  S.  Pope,  M.D., 
and  John  E.  Gordon,  M.D.,  Am.  J.  Med.  Sciences, 
Sept.,  1955). 


The  most  unfortunate  feature  of  tuberculosis  in 
elderly  persons  is  that  it  usually  has  no  distinctive 
symptom.  The  cough,  sputum,  dyspnoea,  slight 
dyspepsia  and  a general  feeling  of  lassitude  are  all 
put  down  to  increasing  years.  It  is  only  when  sud- 
den pain  or  haemoptysis  occurs  that  the  patient  be- 
comes alarmed  and  seeks  advice.  It  is  then  that  ad- 
vanced, old-standing  disease  is  found,  and  the  dam- 
age done  from  the  wide  distribution  of  tubercle 
bacilli  from  this  focus  of  infection  over  a number  of 
years  can  be  visualized.  (F.  R.  G.  Heaf,  M.D.,  J. 
Royal  Inst.  Pub.  Health  and  Hygiene,  Nov.,  1955). 


There  is  perhaps  no  infectious  disease  in  which 
the  etiologic  role  of  environment  is  more  important 
than  in  tuberculosis.  There  can  of  course  be  no  tu- 
berculosis without  the  tubercle  bacillus,  but  aside 
from  a part  in  determining  the  opportunities  for 
contact  between  the  sick  and  the  healthy,  environ- 
ment has  a continuing  and  vital  influence  upon  the 
severity,  course  and  fatality  of  the  disease.  (Alton 
S.  Pope,  M.D.,  and  John  E.  Gordon,  M.D.,  Am.  J. 
Med.  Sciences,  September,  1955). 
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Neurologic  Briefs: 


NEUROLOGIC  EMERGENCIES 


JOHN  A.  AIT  A,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska 


Disease  With  Rapid  Course  and  Mortality 
Usually  Amenable  to  Specific  Definitive 

Treatment 

1.  Infectious 

Meningitis 

Abscess  (cerebral,  spinal  epidural, 
cerebral  epidural) 

2.  Traumatic:  cerebral  or  cord 

Compression  and  edema  of  vital  med- 
ullary and  hypothalamic  “centers.” 

Depressed  fractures,  cerebral  edema, 
hematomas.  Fracture  or  dislocation 
of  cervical  spine. 

3.  Acute  or  severe  exogenous  toxic. 

Commonly  sedatives. 

Carbon  monoxide. 

4.  Vascular 

Aneurism  of  Circle  of  Willis  (arteri- 
ography and  ligation). 

Carotid  or  basilar  artery  insufficiency 
with  impending,  intermittent  or  pro- 
gressive thrombosis  (Heparin,  Di- 
cumarol). 

Thrombembolic  disease 

5.  Avitaminotic 

Alcoholic  encephalopathy  (Wernicke). 

Korsakoff’s  psychosis  with  polyneu- 
ritis. 

Status  Epilepticus 

Marked  exhaustion,  anoxia,  asphyxia- 
tion and  aspiration  may  occur. 

Airway ! 

Oxygen ! 

Sedation ! 

Barbiturate,  paraldehyde,  a v e r t i n, 
ether. 


Respiratory  Paralysis 

1.  CAUSES: 

(a)  Poliomyelitis  (“bulbar”)  and  polio- 
encephalitis. 

(b)  Myasthenia  gravis  (including  tox- 
icity from  overtreatment  with  chol- 
inergic drugs). 

(c)  Acute  toxicity;  most  common  over- 
dose sedatives. 

(d)  Infectious  polyneuritis  (Guillain- 
Barre). 

(e)  Trauma  or  edema  of  brainstem  and 
high  cervical  cord. 

(f)  Tetanus. 

(g)  Rarely: 

Diphtheritic  polyneuritis 
Botulism 

Amyotrophic  lateral  sclerosis 
Cervical  hematomyelia 
Tick  paralysis 

Periodic  paralysis  (associated 
with  low  blood  potassium  lev- 
els). 

2.  MANAGEMENT : 

Airway 

Oxygen 

Respirator 

Suction 

Postural  drainage 
Antibiotics 

I.  V.  feedings  only  (during  acute 
phase) 

Stimulants? 

Endoscopy? 

Tracheotomy  ? 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

May  11,  Alliance,  St.  Joseph  Hospital 
May  25,  Ogallala,  Elks  Club 
June  8,  Hastings,  Mary  Lanning  Hospital 
June  22,  Lexington,  High  School 

ANNUAL  SESSION  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — May  13-16, 
1957,  Hotel  Paxton,  Omaha. 

ANNUAL  SESSION  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION,  June  3-7, 
1957,  New  York. 

JOINT  MEETING  OF  THE  NEBRASKA- 
IOWA  CHAPTERS  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE, June  20,  1957,  Sheraton-Fontenelle 
Hotel,  Omaha. 

Dr.  Allman  to  Assume  A.M.A.  Presidency 
In  June — 

The  American  Medical  Association’s  pres- 
idential oath  of  office  will  be  administered 
to  David  B.  Allman,  M.D.,  of  Atlantic  City, 
N.J.,  in  impressive  ceremonies  at  8 :30  p.m., 
Tuesday,  June  4,  in  the  grand  ballroom  of 
the  Waldorf-Astoria  Hotel,  New  York.  Be- 
sides Dr.  Allman’s  inaugural  address,  the 
program  will  also  feature  musical  selections 
by  the  United  States  Army  Chorus,  Wash- 
ington, D.C.;  remarks  by  out-going  Presi- 
dent Dwight  M.  Murray,  M.D.  of  Napa,  Cali- 
fornia, and  presentation  of  the  Distinguished 
Service  Award  to  the  recipient  selected  by 
the  House  of  Delegates. 

A portion  of  the  inaugural  ceremony — 
from  9 :00  p.m.  to  9 :30  p.m. — will  be  tele- 
cast over  New  York  Station  WABD,  Chan- 
nel 5. 

Immediately  following  the  ceremonies,  Dr. 
and  Mrs.  Allman  will  receive  physicians,  ex- 
hibitors and  guests  at  the  annual  reception 
in  the  east  ballroom.  The  presidential  ball 
will  begin  at  10  p.m.  and  continue  until  1 
a.m.  in  the  grand  ballroom. 


J New  Veterans  Administration 
| Fee  Basis  Procedure — 

To  provide  better  service  to  veterans, 

| reduce  professional  and  administrative 

• effort  on  the  part  of  the  Veterans  Ad- 

| ministration,  improve  working  relation- 
j ships  with  participating  physicians,  and 
; secure  more  adequate  clinical  reporting, 
i in  selected  cases,  services  may  now  be 
! authorized  on  a long-term  (L-T)  basis, 
i Under  this  procedure  treatment  may  be 
! authorized  up  to  12  months  instead  of 
: monthly  basis  on  an  estimate  of  recur- 

| ring  requirements. 

■ The  Veterans  Administration  will 
: furnish  participating  physicians  a sin- 

j gle  copy  of  the  one-time  authorization 
! document  and  sufficient  copies  of  the 
j report  of  treatment  rendered  to  enable 
| him  to  submit  clinical  reports  at  the  de- 
j sired  time  interval.  Such  estimated 

• monthly  treatment  does  not  limit  the 
i amount  or  type  of  service  if  a change 
; is  necessary,  nor  does  it  require  that  all 
i services  authorized  be  rendered. 

: Invoices  should  be  submitted  monthly 

j on  physician’s  billhead  within  three 
; weeks  following  end  of  month.  Only 

• original  statement  need  be  prepared  but 
; must  carry  the  following  certification 
i over  his  signature:  “I  certify  that  the 
! above  bill  is  correct  and  just  and  that 
i payment  therefor  has  not  been  re- 
| ceived.” 

I The  revised  procedure  will  necessi- 
1 tate  a clinical  report  every  three 
! months  instead  of  monthly,  as  in  the 
j past,  unless  otherwise  determined  by 
j the  Chief  Medical  Officer.  It  must  be 
j complete  and  should  give  an  adequate 
j history;  findings,  including  laboratory 
j and  X-ray  findings ; diagnosis ; detailed 
j description  of  treatment  regimen,  in- 
; eluding  medication  prescribed;  dosage 
; and  frequency ; and  prognosis. 

If  for  any  reason  treatment  is  dis- 
| continued,  the  physician  should  notify 
; the  Veterans  Administration  hospital 
i without  delay. 

; Physicians  selected  to  treat  veterans 
j in  the  L-T  category  will  receive  more 
| detailed  instructions  when  the  initial 
! authorization  is  issued  to  them.  Ques- 
j tions  regarding  this  program  should  be 
i addressed  to  the  Veterans  Hospital, 
! Lincoln,  Nebraska. 
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NEW 


Doctor  Charles  D.  Bell  was  bom  in  Conneaut,  Ohio,  on  November 
7,  1905,  where  he  received  his  early  education.  He  enrolled  at  Ohio 
Wesleyan  University  for  his  premedical  studies  and  graduated  with 
a Bachelor  of  Arts  degree  in  1927.  His  medical  training  was  taken 
at  the  University  of  Michigan  from  which  he  received  the  degree  Doc-* 
tor  of  Medicine,  in  1931. 

He  interned  at  the  U.S.  Naval  Hospital  in  Philadelphia  and  com-1 
pleted  residencies  in  Dermatology  at  the  University  of  Illinois  Hos- 
pital in  1946  and  at  the  U.S.  Naval  Hospital  at  St.  Albans,  New  York 
in  1949. 

He  received  his  certificate  from  the  American  Board  of  Derma- 
tology and  Syphilology  in  1950.  He  is  a member  of  the  American 
Academy  of  Dermatology  and  Syphilology,  the  Society  of  Investigative 
Dermatology,  the  Pacific  Dermatologic  Association,  and  the  Association 
of  Military  Dermatologists. 

Dr.  Bell  served  with  the  Regular  Navy  for  25  years,  retiring  in 
1956,  with  the  rank  of  Captain  MC,  USN.  The  period  of  his  Navy- 
career  was  spent  in  15  years  of  general  practice  and  10  years  of  spe- 
cialization in  Dermatology  including  the  conduct  of  residency  training 
in  this  field. 

Dr.  Bell  and  his  wife,  Amy,  are  the  parents  of  two  sons,  James, 
25,  and  Donald,  19. 

Golf  and  philately  rank  as  Dr.  Bell’s  favorite  relaxations. 

Address:  918  Sharp  Building,  Lincoln,  Nebraska. 


Willisville,  Illinois,  is  the  birthplace  of  Doctor  W.  Quentin  Bradley, 
who  was  born  December  18,  1921.  His  early  education  was  received 
in  the  public  schools  of  Carbondale,  Illinois.  He  received  his  premedical 
training  at  Southern  Illinois  University  and  graduated  from  the  Uni- 
versity of  Illinois  Medical  School  with  the  degree  Doctor  of  Medicine, 
in  1952. 

After  an  internship  at  Illinois  Central  Hospital  in  Chicago  he 
completed  a three-year  residency  in  Radiology  at  University  of  Illinois 
Hospitals. 

He  is  a diplomate  of  the  American  Board  of  Radiology. 

Dr.  Bradley  served  with  the  U.S.  Navy  from  1942  to  1946. 

He  and  his  wife,  Joan,  are  the  parents  of  two  daughters:  Janet, 
5,  and  Diane,  3. 

Dr.  Bradley’s  hobby  is  golf. 

Address:  924  Sharp  Building,  Lincoln,  Nebraska. 


Doctor  Neal  Davis  was  born  in  Omaha  on  October  3,  1926.  He 
attended  Omaha  Central  High  School.  His  premedical  education  was 
received  at  Swarthmore  College,  Swarthmore,  Pa.,  and  Harvard  Uni- 
versity. For  his  medical  studies  he  enrolled  at  the  University  of  Ne- 
braska College  of  Medicine  from  which  he  graduated  with  the  degree 
Doctor  of  Medicine,  in  1950.  He  interned  at  Charles  T.  Miller  Hospital, 
St.  Paul,  Minn. 

Dr.  Davis  completed  a two-year  fellowship  in  Urology  at  the  Mayo 
Clinic  followed  by  a Urological  residency  at  Kansas  City  General  Hos- 
pital. 

His  military  experience  consisted  of  two  years  in  the  Air  Force. 

Dr.  Davis  and  his  wife,  Joan,  are  the  parents  of  four  children: 
Daphne,  6,  Neal,  5,  Gail,  4,  and  Nancy,  1. 

His  hobbies  are  hunting  and  fishing. 

Address:  800  Doctors’  Building,  Omaha,  Nebraska. 
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Doctor  John  Byron  Davis  was  born  in  Omaha  on  August  8,  1922. 
He  received  his  elementary  education  at  Asheville  School  for  Boys, 
Asheville,  N.C.,  and  graduated  from  Benson  High  School,  Omaha.  He 
enrolled  at  Yale  University  for  his  premedical  studies,  and  matricu- 
lated at  the  University  of  Nebraska  College  of  Medicine  from  which 
he  received  the  degree  Doctor  of  Medicine,  in  1951. 

His  internship  was  served  at  Presbyterian  Hospital  in  Chicago 
and  was  followed  by  a four-year  residency  in  surgery  at  Illinois  Re- 
search and  Educational  Hospitals  in  Chicago. 

He  was  certified  by  the  American  Board  of  Surgery  in  February 
1957. 

Dr.  Davis  is  a member  of  the  Omaha-Douglas  County  Medical 
Society. 

He  has  a teaching  appointment  in  surgery  at  the  University  of 
Nebraska  College  of  Medicine. 

During  World  War  II  he  commanded  an  LST  920  in  the  Mediter- 
ranean and  Pacific  theaters. 

Dr.  Davis  and  his  wife,  Cornelia  Alexander  (“Nene”),  have  two 
daughters:  Dana  Alexander,  7,  and  Cynthia  Elise,  3,  and  a son,  John 
Byron  Davis,  Jr. 

Golf,  horses,  tennis  and  hunting  are  among  his  chief  relaxations. 

Address:  Suite  734  Doctors’  Building,  Omaha,  Nebraska. 


Doctor  Richard  S.  Greenberg,  who  is  presently  located  at  1421 
Dodge  St.,  was  born  December  30,  1925,  in  Omaha.  Following  his 
elementary  education  he  enrolled  at  the  Creighton  University  and  the 
School  of  Medicine  at  that  institution.  In  1952,  he  graduated  with 
the  degree,  Doctor  of  Medicine,  and  interned  at  Creighton  Memorial 
St.  Joseph’s  Hospital  the  following  year. 

Doctor  Greenberg  completed  a postgraduate  course  in  Ophthalmology 
at  Washington  University  in  St.  Louis,  in  1954.  From  1954  to  1956 
he  took  a residency  at  St.  Louis  City  Hospital  in  the  same  field. 

He  is  a member  of  the  Omaha  Eye,  Ear,  Nose  and  Throat  Society. 

Doctor  Greenberg’s  military  experience  consisted  of  duty  with  the 
United  States  Navy,  Pharmacist’s  Mate  3/c  from  1944  to  1946. 

Doctor  and  Mrs.  (Phyllis  June)  Greenberg  are  the  parents  of  two 
children,  two  and  seven  years  of  age, 

Mrs.  Greenberg  is  a member  of  the  Nebraska  State  Medical  Aux- 
iliary. 

Hobbies  enjoyed  by  Doctor  Greenberg  are  woodworking,  radio,  and 
Hi-Fi  music. 

He  has  been  practicing  at  the  above  address  since  July  1,  1956. 


Doctor  G.  William  LeWorthy,  a native  of  Delaware,  was  bom  at 
Harrington,  May  9,  1920,  and  attended  high  school  in  Doylestown,  Pa. 
His  premedical  work  was  done  at  Pennsylvania  State  University,  and 
he  graduated  from  Temple  University  School  of  Medicine  with  the 
degree  Doctor  of  Medicine,  in  1945.  He  completed  a rotating  intern- 
ship at  the  University  of  Pittsburgh  Medical  Center  Hospitals. 

Doctor  LeWorthy  served  a four-year  residency  in  general  surgery 
and  a two-year  residency  in  plastic  surgery  at  the  University  of  Pitts- 
burgh Medical  Center  Hospitals. 

He  is  a diplomate  of  the  American  Board  of  General  Surgery  and 
is  a candidate  member  of  the  American  Society  of  Plastic  and  Recon- 
structive Surgery. 

He  held  the  position  of  full  time  instructor  in  Anatomy  at  the 
University  of  Pittsburgh  School  of  Medicine  during  the  scholastic 
year  of  1948-49.  He  practiced  surgery  and  plastic  surgery  at  Philips- 
burg,  Pa.,  from  September  1955  to  July  1956. 

He  is  married  to  Enid  L.  LeWorthy. 

Reading,  photography  and  woodworking  are  his  favorite  recreations. 

Address:  826  Medical  Arts  Building,  Omaha,  Nebraska. 
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Dr.  Guy  B.  Ira,  60  Years  of  Medicine — 

It  was  St.  Patrick’s  day — March  17,  1897 
— that  a youthful  doctor,  born  and  reared  on 
an  Indian  agency  at  Greenwood,  South  Da- 
kota, walked  from  the  portals  of  the  St. 
Louis,  Missouri,  College  of  Physicians  and 
Surgeons  with  a sheepskin  under  his  arm. 

Dr.  Guy  B.  Ira  was  destined  to  spend  a 
lifetime  administering  the  art  of  healing 
in  the  busy  Boyd  county  town  of  Lynch.  He 
studied  advanced  medicine  in  Chicago,  and 
New  York  City,  and  established  a general 
practice  at  Newburn,  Illinois.  A year  later 
he  returned  to  the  land  of  the  Santee  Indians 
to  visit  his  father,  Dr.  George  W.  Ira,  and 
his  mother.  While  there  he  made  a hunting 
sidetrip  and  stopped  overnight  in  Lynch.  A 
Mr.  Phimple,  whose  wife  was  ill  learned  the 
young  doctor  was  in  town  and  appealed  for 
help.  Dr.  Ira  saw  the  lady  through  to  re- 
covery and  never  returned  to  Illinois. 

Dr.  Ira,  83,  now  lives  quietly  at  the  top 
of  Lynch’s  main  street.  He  has  been  in  en- 
forced retirement  for  six  years,  getting 
about  the  house  on  crutches.  His  memory 
is  rich  with  stories  of  being  a country  doc- 
tor. One  of  the  most  difficult  trips  the  doc- 
tor recalls,  was  made  to  the  Tuch  home  on 
Steele  creek.  A blizzard  was  raging,  snow 
was  deep  and  Doctor  Ira  set  out  in  a bob- 
sled, crossing  the  Niobrara  on  the  ice.  It 
took  Dr.  Ira  three  days  to  get  back  to  his 
office.  This  doctor  was  the  proud  owner 
of  the  first  automobile  in  Lynch.  It  was  a 
snappy  two-cylinder  Holman  with  a rope 
drive.  Top  speed  was  20  miles  per  hour. 
Folks  would  come  for  miles  just  to  see  the 
thing.  Farm  kids  would  caress  the  shiny 
brass  on  the  headlamps. 

“Modern  society  is  moving  too  fast,”  Dr. 
Ira  observes  behind  a pair  of  spectacles  and 
with  a soft-spoken  voice.  “Speed  and  spend- 
ing are  creating  a lot  of  trouble  for  a good 
many  people.” 

Dr.  Ira  is  a modest  man.  He  will  always 
be  remembered  for  his  loyalty  to  his  friends, 
his  readiness  to  help  promote  any  project 
that  would  benefit  the  community  and  his 
care  and  compassion  for  the  folks  of  his  lo- 
cality. He  helped  an  estimated  two  thou- 
sand babies  into  the  world. 

The  Need  Is  Great  for  Dollars  for 
Hungarian  Refugee  Doctors — 

A letter  from  Doctor  M.  Arthur  Kline, 
executive  secretary  of  the  American  Medical 


Society  of  Vienna  explains  the  need  for  fi- 
nancial help  and  the  manner  in  which  funds 
are  used  in  the  care  of  Hungarian  refugee 
doctors  presently  in  Austria.  Any  contribu- 
tion, even  one  dollar,  will  be  doing  it  “to 
one  of  the  least  of  these.” 

There  were,  at  the  date  of  writing  his  let- 
ter, more  than  680  refugee  doctors  from 
Hungary,  in  Austria.  The  Austrian  Arzte- 
kammer  (Chamber  of  Physicians),  the  Vien- 
na Society  of  Medicine,  and  the  American 
Medical  Society  of  Vienna  are  the  organiza- 
tions concerned  with  the  care  of  these  refu- 
gees, consequently  the  distributors  of  the 
donated  funds. 

Doctor  Kline’s  letter  has  the  following  to 
say: 

“We  have,  by  experience,  found  that  the 
best  and  most  direct  way  to  help  our  Hun- 
garian Colleagues  is  to  accord  them  $20  up- 
on arrival,  $10  for  every  week  they  remain 
in  Austria,  and  $3  per  day  for  board  and 
lodging  for  those  colleagues  who  have  been 
designated  to  private  quarters.  We  allot  $1 
per  day  for  each  additional  member  of  the 
Doctor’s  family. 

“There  are  no  organizational  or  adminis- 
trative expenses  deducted.  Every  penny  re- 
ceived is  utilized  for  direst  aid  for  our  refu- 
gee Hungarian  Colleagues.” 

Anyone  wishing  to  contribute  to  this 
worthy  cause  may  send  his  contribution  di- 
rectly to  Executive  Secretary  M.  Arthur 
Kline,  M.D.,  11,  Universitatsstrasse,  Vien- 
na 1,  Austria. 

News  and  Views 

From  the  Talmage  Tribune — 

At  the  age  of  83,  Dr.  C.  T.  Gritzka  of  Tal- 
mage would  like  to  retire  but  the  citizens  of 
this  community  won’t  let  him.  He  has  prac- 
ticed in  Talmage  since  1905  and  his  services 
are  still  in  demand  despite  the  doctor’s 
wishes. 

“My  life  as  a country  doctor  is  just  like 
all  other  country  doctors,”  he  said,  “Lot  of 
hard  work,  long  hours  and  we  all  have  a 
hard  time  quitting.  There’s  no  way  out  of 
the  work.” 

Dr.  Gritzka  graduated  from  the  old  Oma- 
ha Medical  College  in  1901  and  practiced  in 
Diller  before  coming  to  Talmage.  He  is  one 
of  the  four  known  survivors  of  his  college 
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graduating  class.  He  is  also  a registered 
pharmacist  and  takes  a turn  at  filling  pre- 
scriptions here  when  the  town’s  druggist  is 
away. 

Talmage  citizens  honored  Dr.  and  Mrs. 
Gritzka  on  their  50th  wedding  anniversary 
and  last  year  constructed  an  artificial  fish- 
ing pond  and  dedicated  it  to  Dr.  Kritzka. 

From  the  Star  Journal,  Lincoln — 

The  Nebraska  Heart  Association  reported 
that  it  has  become  one  of  Nebraska’s  largest 
medical  specialty  groups,  with  312  physi- 
cian-members. 

Dr.  Harold  Neu  of  Omaha  announced  that 
approximately  one-fifth  of  all  physicians  in 
the  state  are  now  Heart  Asociation  mem- 
bers. He  said  the  membership  included  doc- 
tors from  52  Nebraska  communities.  Last 
year  there  were  215  physician-members. 

The  group  holds  two  state  scientific  ses- 
sions annually,  as  well  as  regional  cardiac 
conferences. 

From  the  Omaha  World-Herald — 

A Chadron  physician  said  in  a letter  to  the 
Nebraska  State  Medical  Association  that  Ne- 
braska should  close  its  medical  school  if  it 
feels  it  cannot  afford  a Class  A School.  Dr. 
Eric  G.  DeFlon  said  the  school  is  a “dis- 
grace,” and  a “tolerated  stepchild  of  the 
Budget  Committee  of  the  Legislature.” 

From  the  Lincoln  Journal — 

Medical  testimony  in  lawsuits  was  dis- 
cussed at  the  annual  legal-medical  clinic  of 
the  Lancaster  County  Medical  Society  and 
the  Lincoln  Bar  Association  recently. 

Both  the  legal  and  medical  problems  grow- 
ing out  of  use  of  medical  testimony  in  suits 
were  covered  by  a panel  of  Drs.  Frank  Tan- 
ner, J.  Marshall  Neely,  and  attorney  H.  B. 
Evnen.  A discussion  and  question  period 
followed  the  panel. 

The  group  also  viewed  the  American  Medi- 
cal Association  movie  on  “The  Medical  Wit- 
ness.” 

From  the  Lincoln  Journal — 

Approximately  100  county  and  outstate 
physicians  attended  the  annual  clinical  day 
conference  sponsored  by  the  Lancaster  Coun- 
ty Medical  Society  on  March  28. 


The  banquet  speaker  for  the  meeting  was 
Dr.  Hebert  A.  Wenner  of  the  University  of 
Kansas  Medical  Center  in  Kansas  City,  Kan- 
sas. 

Other  guest  speakers  included  Drs.  Paul 
M.  Seebohm  and  Edgar  S.  Brintmall,  both 
of  the  University  of  Iowa  and  Drs.  Alvin  B. 
Hayles  and  Arthur  B.  Hunt  of  the  Mayo 
Clinic. 

World  Medical  Association  Develops  Repository 
For  Medical  Certificates — 

News  Letter  No.  5,  W.M.A.,  reports  the 
development  of  a “Repository  for  Medical 
Certificates.”  “Because  of  the  tragic  losses 
of  educational  and  official  credentials  of 
physicians  resulting  from  wars  and  natural 
disasters  in  the  past,”  states  the  letter,  “the 
10th  General  Assembly  of  W.M.A.  adopted 
a recommendation  of  the  council,  approving 
establishment  of  a Central  Repository  for 
Medical  Records.” 

The  national  medical  association  of  each 
country  will  act  as  the  receiving  agent  for 
these  records  and,  after  verification,  will 
transmit  them  to  the  W.M.A.  Secretariat 
for  deposit.  Further  details  will  become 
available  through  the  county  medical  soci- 
eties. It  is  to  be  emphasized  that  this  step 
has  been  taken  in  line  with  one  of  the 
M.W.A.’s  chief  objectives — “to  protect  the 
interests  of  the  medical  profession.” 

British  Physicians  to  Strike? — 

A deadline  has  been  set  by  the  British 
Medical  Association  in  their  argument  with 
the  government  about  pay.  If  they  do  not 
receive  the  requested  24  per  cent  increase, 
the  21,000  state-employed  physicians  will 
be  urged  to  withdraw.  Will  they  do  it? 

President  Arthur  J.  Offerman — 

A moment  of  pride  was  provided  the  dele- 
gation from  Nebraska  at  the  1957  Confer- 
ence of  Plans  when  Doctor  Arthur  J.  Offer- 
man  was  installed  as  President  of  Blue  Shield 
Medical  Care  Plans.  This  occurred  on 
March  28th  in  San  Francisco.  This  con- 
fers upon  “Art”  a well-earned  honor,  but, 
like  many  silver  clouds  there  may  be  a dark 
lining — a new  burden  and  not  a light  one. 

Doctor  Offerman’s  own  private  auxiliary 
(Mrs.  A.  J.  O.)  had  her  moment  during  the 
installation  when  she  was  escorted  to  the 
rostrum,  presented  with  a bonquet  of  pink 
roses,  and  invited  to  make  a speech.  She 
did  it. 
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PROGRAM 

Eighty-ninth  Annual  Session 
Nebraska  State  Medical  Association 
May  13-14-15-16,  1957 


Things  You  Should  Know 

REGISTRATION — Mezzanine,  Hotel  Paxton,  3 p.m., 
Monday,  May  13,  1957  and  9 a.m.  each  day 
thereafter. 

GOLF  TOURNAMENT — Tuesday,  May  14,  1957 — 
Country  Club — 1 p.m.  Chairman:  Wm.  Rum- 
bolz,  M.D.,  207  South  42nd  Street,  Omaha. 

BOWLING — Tuesday,  May  14,  1957  — Rose  Bowl 
(Radial  Highway) — 2 p.m.  Chairman:  M.  Stein- 
berg, M.D.,  824  City  National  Bank  Building. 

TRAP  SHOOT — Tuesday,  May  14,  1957 — Country 
Club — 1 p.m.  Chairman:  Wm.  Rumbolz,  M.D., 
207  South  42nd  Street,  Omaha. 

SPORTSMAN’S  DINNER— Tuesday,  May  14,  1957- 
Country  Club — 7 p.m. 

BUS  TOUR  OF  SAC  and  BOYS  TOWN  (includes 
ladies) — This  is  a wonderful  opportunity  to 
take  a guided  tour  of  these  two  great  Omaha 
institutions.  Bus  leaves  the  Hotel  Paxton  at 
1 p.m.  You  will  be  back  at  the  hotel  at  5 p.m. 
Russell  Williams,  M.D.,  Chairman,  464  Aquila 
Court  Bldg. 

NEBRASKA  CANCER  RESEARCH  AND  EDUCA- 
TIONAL SOCIETY  meets  Monday,  May  13, 
1957,  5 p.m.,  Parlor  A. 

GENERAL  SESSIONS— Ballroom,  Hotel  Paxton. 

PAST  PRESIDENTS’  BREAKFAST— 8 a.m.,  Wed- 
nesday, May  15,  1957,  Hotel  Paxton,  Parlor  A. 

SOCIAL  HOUR — Honoring  the  President,  and  the 
President  of  the  Woman’s  Auxiliary,  6 p.m., 
Wednesday,  May  15,  1957,  Hotel  Paxton,  Pax 
Room. 

BANQUET — 7 p.m.,  Wednesday,  May  15,  1957,  Hotel 
Paxton,  Ballroom. 


R.  RUSSELL  BEST,  M.D. 
President,  1957-1958 


J.  M.  WOODWARD,  M.D. 
President,  1956-1957 


Luncheon  Programs 

TUESDAY,  MAY  14,  1957 
12  noon  Group  Luncheons: 


Nebraska  Chapter,  American 

College  of  Surgeons Ballroom 

Nebraska  State  Obstetric  and 

Gynecologic  Society Parlor  C 

Nebraska  Association  of 

Pathologists Parlor  B 

Nebraska  State  Society 

of  Anesthesiologists Ballroom 


Nebraska  Neurological  Society  — Ballroom 


WEDNESDAY,  MAY  15,  1957 

12  noon  Luncheon,  Auspices  Nebraska  State  Pedi- 
atrics Society 

E.  S.  Wegner,  M.D.,  President,  Lincoln,  Presiding 

“The  Environment  of  the  Premature  In- 
fant” 

— William  A.  Silverman,  M.D.,  New  York, 
New  York 


THURSDAY,  MAY  16,  1957 
12  noon  Luncheon 

J.  D.  McCarthy,  M.D.,  Omaha,  Presiding 

“Social  Security  Coverage  for  Physicians 
and  the  Keogh-Jenkins  Bills” 

— Ernest  B.  Howard,  M.D.,  Assistant  Sec- 
retary, the  American  Medical  Associa- 
tion, Chicago 
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Guest  Speakers 


Dwight  H.  Murray,  M.D. 

Napa,  California 

President,  American  Medical 
Association 

Chairman,  Department  of 
General  Practice,  Parks  Victory 
Memorial  Hospital,  Napa;  Civil- 
ian Consultant  to  Surgeon  Gen- 
eral of  the  Navy  ; Trustee  and 
Consultant  in  Medicine  of  Napa 
State  Hospital  ; District  Sur- 
geon for  Southern  Pacific  Rail- 
road ; County  Physician  of  Napa 
County. 


“Idealism  Is  Not  Old- 
Fashioned’’ 

Time  has  proved  the  worth 
of  ideals  like  doctor-patient  re- 
lationship, freedom  of  choice 
and  private,  voluntary  efforts. 
To  change  them  for  so-called 
new  schemes  would  be  folly. 


John  M.  Sheldon,  M.D. 

Ann  Arbor,  Michigan 

Graduated  Nebraska  College 
of  Medicine,  1930  ; Professor  of 
Medicine,  University  of  Michi- 
gan Medical  School  ; Director, 
Department  of  Postgraduate 
Medicine,  University  of  Michi- 
gan ; Head  of  the  Department 
of  Allergy,  University  Hos- 
pital and  University  of  Michi- 
gan Health  Service ; Director, 
Montgomery  Allergy  Research 
Laboratory  ; President,  Grand 
Chapter,  Phi  Rho  Sigma. 


“Office  Management  of 
Allergic  Problems” 

The  presentation  will  cover 
means  and  methods  by  which 
the  general  practitioner  can 
diagnose  and  treat  allergy  prob- 
lems in  his  own  office. 


Mac  F.  Cahal,  J.D. 

Kansas  City,  Missouri 

Executive  Secretary  and  Gen- 
eral Counsel,  American  Academy 
of  General  Practice ; Executive 
Secretary  Sedgwick  County 
(Kansas)  Medical  Society,  1931- 
1937  ; Executive  Secretary, 
American  College  of  Radiology, 
1937-1948  ; Executive  Vice  Pres- 
ident, Southwestern  Medical 
Foundation,  Dallas,  Texas,  1943- 
1944. 


“Let  the  People  Behold 
You” 

The  demand  of  the  patient  to- 
day is  for  a doctor  who  spe- 
cializes in  people  — not  symp- 
toms. 


Frederick  J. 

Hofmeister,  M.D. 

Milwaukee,  Wisconsin 

Graduate  Marquette  Univer- 
sity School  of  Medicine,  1935  ; 
Associate  Clinical  Professor  of 
Obstetrics  and  Gynecology,  Mar- 
quette ; Director  Department  of 
Obstetrics  and  Gynecology  at 
Milwaukee  Hospital  ; Director 
Department  Obstetrics  at  Mar- 
tha Washington  Home  and  Hos- 
pital ; Chairman,  District  VI 
of  American  College  of  Ob- 
stetrics and  Gynecology  ; Presi- 
dent, Wisconsin  Obstetrics  and 
Gynecology  Society. 

“Hemorrhage  in  the  Third 
and  Fourth  Stage  of  Labor” 

Hemorrhage  is  still  a major 
factor  as  a cause  of  maternal 
mortality.  Is  a more  aggres- 
sive approach  to  this  problem 
necessary  ? The  experience 
gained  by  20,000  deliveries  is 
reviewed. 


Ernest  B.  Howard,  M.D. 

Chicago,  Illinois 

Assistant  Secretary  of  the 
American  Medical  Association ; 
M.D.  Degree  from  Boston  Uni- 
versity School  of  Medicine, 
1936  ; Associated  with  Division 
of  Venereal  Disease,  Massa- 
chusetts Department  of  Public 
Health  in  1937 — Director  of  the 
Division  until  1942  ; from  1946 
to  1948  Chief  of  the  Health 
Mission  to  Peru,  United  States 
Department  of  State. 


“Social  Security  Coverage 
for  Physicians  and  the 
Keogh-Jenkins  Bills” 

What  are  the  pros  and  cons 
for  social  security  coverage  for 
physicians  ? 


Earle  Gray,  M.D. 

Chicago,  Illinois 

Graduate  Rush  Medical  Col- 
lege, 1929  ; Clinical  Professor 
of  Medicine,  University  of 
Illinois  Medical  School  ; Attend- 
i n g Physician,  Presbyterian 
Hospital  ; Consulting  Physician, 
Chicago  Contagious  Disease 
Hospital  ; Acting  Dean,  Rush 
Medical  College,  1938  - 1942  ; 
Chief  Cardiac  Clinic,  Rush 
Medical  College  and  Central 
Free  Dispensary,  1934-1942  and 
1946-1950. 


“Management  of  Congestive 
Heart  Failure” 

A brief  review  of  the  classic 
treatments  and  some  personal 
experiences  with  more  recent 
innovations  in  therapy. 
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Guest  Speakers 


Robert  M.  Hosier,  M.D. 

Cleveland,  Ohio 

Graduate  Western  Reserve 
University,  1933  ; Consultant  in 
Cardio-Vascular  Surgery  at 
Euclid-Glenville  Hospital ; Con- 
sulting Staff  at  University 
Hospital  and  St.  Luke’s  Hos- 
pital of  Cleveland ; Former  In- 
structor in  Surgery  at  Western 
Reserve  University  ; did  original 
research  on  Cardiac  Adhesion 
1933-1936  ; Associate  Dr.  Beck’s 
Research  Laboratory  since  1933. 


“Cardiac  Resuscitation” 

Cardiac  Resuscitation  is  still 
in  its  infancy,  but  tremendous 
advances  have  been  made.  Dr. 
Hosier  will  discuss  these  ad- 
vances for  us. 


G.  Obregon,  M.D. 

Iowa  City,  Iowa 

Graduate  Medical  College, 
University  of  Mexico,  1947  ; As- 
sistant Professor  in  Otolaryn- 
gology, State  University  of 
Iowa,  College  of  Medicine ; 
Diplomate  of  American  Board 
of  Otolaryngology ; Fellow, 
American  Academy  of  Ophthal- 
mology and  Otolaryngology. 


“Office  Laryngoscopy” 

A movie  in  the  technique  of 
indirect  laryngoscopy  is  pre- 
sented. Diagnosis  and  treat- 
ment of  the  commonest  laryn- 
geal lesions  are  discussed. 


William  A. 

Silverman,  M.D. 

New  York  City,  New  York 

Graduated  University  of  Cali- 
fornia Medical  School,  1942  ; 
Assistant  Professor  of  Clinical 
Pediatrics,  College  of  Physi- 
cians and  Surgeons,  Columbia 
University  ; Assistant  Attending 
Pediatrician,  Babies  Hospital, 
New  York  City ; American 
Academy  of  Pediatrics  ; Society 
for  Pediatric  Research. 

“The  Environment  of  the 
Premature  Infant” 

Technical  advances  in  the  de- 
sign of  incubators  for  the  care 
of  premature  infants  have  al- 
lowed the  physician  to  place 
his  charges  into  heretofore  un- 
explored conditions  of  environ- 
mental oxygen  concentration, 
humidity,  and  temperature. 
The  adventures  encountered  in 
this  “new  world”  will  he  dis- 
cussed. 


PROGRAM 

TUESDAY,  MORNING,  MAY  14,  1957 
8:30  Exhibits  Open 

GENERAL  SESSION 

Wm.  E.  Wright,  M.D.,  Creighton,  Presiding 

10:00  Opening  of  Session,  J.  M.  Woodward,  M.D., 
President 

10:05  Invocation 

— The  Right  Reverend  Howard  R.  Brinker, 
Episcopal  Bishop  of  Nebraska 

10:10  Presidential  Address 

— J.  M.  Woodward,  M.D.,  Lincoln 

10:20  Installation  of  Incoming  President 
— R.  Russell  Best,  M.D.,  Omaha 

10:30  Guest  Introductions 

— W.  J.  Brennan,  D.D.S.,  President  Nebras- 
ka State  Dental  Association 
— Mr.  Barton  H.  Kuhns,  President  Nebraska 
State  Bar  Association 

10:40  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 

10:50  VIEW  THE  EXHIBITS 

11:00  “The  Function  of  the  House  of  Delegates, 
Councilors,  and  Trustees — Is  It  Politics  or 
Just  Hard  Work?” 

— James  F.  Kelly,  M.D.,  Omaha 

11:20  “Evaluation  of  Peripheral  Arterial  Insuffi- 
ciency; Basis  for  Therapy” 

— William  J.  Reedy,  M.D.,  Omaha 

11:40  “Arterial  Diseases  of  the  Lower  Extremity 
and  Their  Surgical  Management” 

— John  A.  Rasmussen,  M.D.,  Omaha 

12:00  SEE  PAGE  2— LUNCHEONS 

TUESDAY  AFTERNOON,  MAY  14,  1957 
1:30  Sportsman’s  Day 

EXHIBIT  AFTERNOON  (See  below) 

7 :00  Sportsman’s  Dinner — Omaha  Country  Club 
WEDNESDAY  MORNING,  MAY  15,  1957 
8:00  Past  Presidents’  Breakfast — Parlor  A 
8:30  Exhibits  Open 

GENERAL  SESSION 

J.  D.  Hayhurst,  M.D.,  President,  Scotts  Bluff 
County  Medical  Society,  Scottsbluff,  Presiding 

9:30  “Demonstration  of  the  Management  of  In- 
juries on  a Mechanical  Manikin” 

— George  N.  Johnson,  M.D.,  Omaha 

10:00  “Practical  Aspects  of  Newer  and  Older 
Anesthetic  Agents” 

— Robert  C.  Therien,  M.D.,  Omaha 

10:20  “Surgery  in  the  Elderly” 

— Houghton  F.  Elias,  M.D.,  Beatrice 

10:40  VIEW  THE  EXHIBITS 

10:55  “Emergency  Electrocardiography” 

— Dan  Nye,  M.D.,  Kearney 
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11:15  “Cardiac  Resuscitation” 

— Robert  M.  Hosier,  M.D.,  Cleveland,  Ohio 

12:00  Luncheon — Auspices,  Nebraska  State  Pedi- 
atrics Society 

E.  S.  Wegner,  M.D.,  President,  Lincoln, 
Presiding 

“The  Environment  of  the  Premature  Infant” 
— William  A.  Silverman,  M.D.,  New  York, 
New  York 

WEDNESDAY  AFTERNOON,  MAY  15,  1957 
GENERAL  SESSION 

C.  W.  Wilcox,  M.D.,  President,  Custer  County 
Medical  Society,  Ansley,  Presiding 

2:30  “Various  Influences  on  the  Health  of  the 
Aging” 

— Friedrich  W.  Niehaus,  M.D.,  Omaha 
2:50  “Let  the  People  Behold  You” 

— Mr.  Mac  F.  Cahal,  Executive  Secretary 
and  General  Counsel,  American  Academy 
of  General  Practice,  Kansas  City,  Mis- 
souri 

3:10  VIEW  THE  EXHIBITS 

3:40  “Fungus  Infections  of  the  Skin” 

— Richard  Crotty,  M.D.,  Omaha 

4:00  “Office  Management  of  Allergic  Problems” 
— John  Sheldon,  M.D.,  Ann  Arbor,  Michigan 

4:30  “The  Cai’e  of  Athletic  Injuries” 

— F.  P.  Stone,  M.D.,  Lincoln 

5:00  VIEW  THE  EXHIBITS 

6:00  SOCIAL  HOUR — Honoring  the  President, 
and  the  President  of  the  Woman’s  Aux- 
iliary— Pax  Room 

7:00  BANQUET 

Paul  S.  Read,  M.D.,  President,  Omaha- 
Douglas  County  Medical  Society,  Presiding 

Awarding  of  50-Year  Pins 

“Idealism  Is  Not  Old  Fashioned” 

— Dwight  Murray,  M.D.,  President,  Ameri- 
can Medical  Association,  Napa,  California 

THURSDAY  MORNING,  MAY  16,  1957 
8:30  Exhibits  Open 

GENERAL  SESSION 

Henry  J.  Caes,  M.D.,  President,  Adams  County 
Medical  Society,  Hastings,  Presiding 
9:45  “Demonstration  of  the  Management  of  In- 
juries on  a Mechanical  Manikin” 

— Arnold  Lempka,  M.D.,  Omaha 
10:10  “The  Interpretation  of  the  Chest  X-ray” 

— J.  Marshall  Neely,  M.D.,  Lincoln 
10:39  “Hemorrhage  in  the  Third  and  Fourth  Stage 
of  Labor” 

— Frederick  J.  Hofmeister,  M.D.,  Milwaukee, 
Wisconsin 

11:00  VIEW  THE  EXHIBITS 
11:10  “Clinical  Experiences  with  a Disposable  Coil 
Artificial  Kidney” 

— George  Loomis,  M.D.,  Omaha 
11:30  “Modem  Management  of  Congestive  Heart 
Failure” 

— Earle  Gray,  M.D.,  Chicago,  Illinois 
12:00  Luncheon 

J.  D.  McCarthy,  M.D.,  Omaha,  Presiding 

“Social  Security  Coverage  for  Physicians 
and  the  Keogh- Jenkins  Bills” 

— Ernest  B.  Howard,  M.D.,  Assistant  Sec- 
retary, the  American  Medical  Association, 
Chicago 


THURSDAY  AFTERNOON,  MAY  16,  1957 
GENERAL  SESSION 

C.  H.  L.  Stehl,  M.D.,  Dodge  County  Medical 
Society,  Scribner,  Presiding 

2:20  “Report  from  the  House  of  Delegates” 

— Fritz  Teal,  M.D.,  Speaker  of  the  House, 
Lincoln 

2:40  “Diagnosis  and  Management  of  Pericarditis” 
— John  R.  Walsh,  M.D.,  Omaha 
3:00  “Office  Laryngology” 

— G.  Obregon,  M.D.,  Iowa  City,  Iowa 
3:30  VIEW  THE  EXHIBITS 
3:40  “Management  of  Pediatric  Allergies” 

— G.  E.  Stafford,  M.D.,  Lincoln 
4:00  “Urinary  Tract  Infections  in  Children” 

— L.  W.  Gilbert,  M.D.,  Lincoln 
4:20  “The  Office  Management  of  Ovarian  Tumor” 
— W.  Robert  Maloney,  M.D.,  and  Harley  An- 
derson, M.D.,  Omaha 

Officers 


President 

R.  Russell  Best,  M.D t Omaha 

Vice  President 

L.  S.  McNeill,  M.D Campbell 

Secretary-Treasurer 

R.  B.  Adams,  M.D , Lincoln 

Executive  Secretary 

Mr.  M.  C.  Smith A Lincoln 

Board  of  Councilors 

District  Term  Expires 

1.  Paul  S.  Read,  M.D.,  Omaha 1957 

2.  W.  C.  Kenner,  M.D.,  Nebraska  City 1957 

3.  Harvey  Runty,  M.D.,  DeWitt 1957 

4.  Walter  Benthack,  M.D.,  Wayne 1957 

5.  E.  E.  Koebbe,  M.D.,  Columbus 1958 

6.  B.  N.  Greenberg,  M.D.,  York 1958 

7.  F.  A.  Mountford,  M.D.,  Davenport 1958 

8.  Wilbur  E.  Johnson,  M.D.,  Valentine 1958 

9.  B.  R.  Bancroft,  M.D.,  Kearney 1959 

10.  F.  M.  Karrer,  M.D.,  McCook 1959 

11.  H.  L.  Clarke,  M.D.,  North  Platte 1959 

12.  R.  J.  Morgan,  M.D.,  Alliance 1959 

Chairman  of  Board  of  Councilors 

W.  C.  Kenner,  M.D Nebraska  City 

Speaker,  House  of  Delegates 
Fritz  Teal,  M.D.,  Lincoln , 1959 

Vice  Speaker,  House  of  Delegates 
J.  B.  Christensen,  M.D.,  Omaha : 1959 

Delegates  to  A.M.A. 

J.  D.  McCarthy,  M.D.,  Omaha 1958 

Earl  F.  Leininger,  M.D.,  McCook r. 1957 

Alternates 

Harold  S.  Morgan,  M.D.,  Lincoln 1958 

D.  B.  Steenburg,  M.D.,  Aurora 1957 

Board  of  Trustees 

Fay  Smith,  M.D.,  Chairman,  Imperial 1959 

G.  E.  Peters,  M.D.,  Randolph 1958 

J.  E.  M.  Thomson,  M.D.,  Lincoln 1957 

A.  A.  Ashby,  M.D.,  Geneva I960 

R.  B.  Adams,  M.D.,  Lincoln 
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Woman's  Auxiliary 


THIRTY-SECOND  ANNUAL  MEETING  OF  THE 
WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  the  Hotel 
Paxton  beginning  Monday  afternoon,  3 p.m.,  May 
13th.  Registration  will  also  be  at  the  Sheraton- 
Fontenelle,  Tuesday  morning,  May  14th  and  at  the 
Blackstone  Hotel,  Wednesday,  May  15th. 


MRS.  GEO.  E.  ROBERTSON 
President,  1956-1957 


PROGRAM 

Tuesday,  May  14,  1957 


8:30  a.m.  Registration 


9:00  a.m.  Pre-Convention  Executive  Board  Meet- 
ing, Sheraton-Fontenelle  Hotel 


Mrs.  George  E.  Robertson,  Presiding 


Reports  of  Officers  and  State  Chairmen 


MRS.  C.  RODNEY  STOLTZ 
Watertown,  South  Dakota 

GUEST  SPEAKER 
WOMAN’S  AUXILIARY 


Chairman  of  the  Today’s  Health  Committee 
of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association 


12  noon 


1:00  p.m. 


6:30  p.m. 


9:00  a.m. 


Luncheon — Sheraton-Fontenelle  Hotel 
Free  Afternoon 
Golf  and  Bowling 

Tour  to  SAC  and  Boys  Town — Nebraska 
State  Medical  Association  and  the 
Woman’s  Auxiliary 

Stagette  Dinner — Omaha  Club,  20th  and 
Douglas  Streets 

Entertainment 

Wednesday,  May  15th,  1957 

Annual  Business  Meeting 

Blackstone  Hotel  — Assembly  Room  — 
8th  Floor 

Mrs.  George  E.  Robertson,  Presiding 


Reports  of  County  Presidents 
Election  and  Installation  of  Officers 


MRS.  R.  R.  BRADY 
President,  1957-1958 


12:15  p.m.  Reception  line  introducing  our  National 
Guest  Speaker,  Mrs.  C.  Rodney  Stoltz, 
Chairman  of  Todays’  Health,  Woman’s 
Auxiliary  to  the  American  Medical 
Association,  Ballroom  of  the  Black- 
stone Hotel 

Luncheon — Guest  Speaker 

Fashion  Show — Douglas  County  Auxil- 
iary 

7 :00  p.m.  Banquet — Hotel  Paxton 

Thursday,  May  16,  1957 

9:30  a.m.  Post  Convention  Executive  Board  Meet- 
ing 

Hotel  Paxton — No  Host  Breakfast 

Mrs.  R.  R.  Brady,  Presiding 
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ANNOUNCEMENTS 


News  and  Views 


House  of  Delegates 

1st  Session:  Tuesday,  May  14,  1957,  8 a.m., 

Parlors  B and  C 

2nd  Session:  Wednesday,  May  15,  1957,  8 a.m., 

Parlors  B and  C 

3rd  Session:  Thursday,  May  16,  1957,  8 a.m., 

Parlors  B and  C 

Board  of  Councilors 

1st  Session:  Tuesday,  May  14,  1957,  5 p.m., 

Parlors  B and  C 

2nd  Session:  Wednesday,  May  15,  1957,  9 a.m., 

Parlors  B and  C 

3rd  Session:  Thursday,  May  16,  1957,  9 a.m., 
Parlors  B and  C 

Board  of  Trustees 

Wednesday,  May  15,  1957,  4 p.m.,  Parlor  A 

CONVENTION  COMMITTEES 
Hostess  Auxiliary  — Douglas  County 

General  Chairman Mrs.  Robert  E.  Lovgren 

Registration Mrs.  C.  R.  Hankins 

Reservation Mrs.  George  N.  Johnson 

Publicity Mrs.  L.  W.  Lee 

Social Mrs.  F.  0.  Ring 

Flowers Mrs.  Edwin  Lyman 

Fashion  Show Mrs.  John  C.  Kennedy 

Transportation Mrs.  H.  H.  Doolittle 

WHO  MAY  ATTEND 

A cordial  invitation  is  extended  to  ALL  DOC- 
TORS’ WIVES,  whether  or  not  you  are  an  aux- 
iliary member.  Frequently  auxiliary  interest  and 
participation  are  sparked  by  attendance  at  Conven- 
tion. 

WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the  ses- 
sions. 

AUXILIARY  PLEDGE 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary 
to  the  American  Medical  Association.  I will  sup- 
port its  activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals. 


From  the  Omaha  World-Herald — 

Dr.  A.  J.  Offerman  of  Omaha  has  been 
installed  as  president  of  the  National  Asso- 
ciation of  Blue  Shield  Medical  Care  Plans. 

The  national  organization  consists  of  72 
individual  plans,  providing  medical  insur- 
ance for  40  million  persons. 

Dr.  Offerman  was  installed  at  the  asso- 
ciation’s national  convention  in  San  Fran- 
cisco, California,  in  March. 

Naturopathy  Abolished  in  Florida — 

There  are  about  350  naturopaths  in  Flor- 
ida. The  Governor  (Collins)  has  recom- 
mended that  the  legislature  of  Florida  abol- 
ish the  practice  of  naturopathy.  He  based 
his  recommendation  on  an  investigation  of 
their  so-called  schools. 

From  the  Waterloo  Gazette — 

Dr.  Charles  L.  Marsh  of  Valley  attended 
the  11th  annual  Michigan  Clinical  Institute 
in  Detroit  recently  and  told  that  group  the 
nation’s  traffic  death  toll  could  be  cut  by 
reducing  the  horse  power  of  car  engines.  Dr. 
Marsh  and  Dr.  Ralph  Moore  of  Omaha  have 
made  an  eight-year  study  of  automobile  ac- 
cidents. Dr.  Moore  also  attended  the  ses- 
sion and  addressed  the  assembly.  They  also 
recommended  that  cars  be  equipped  with 
pushbutton  steering,  hydraulic  bumpers,  no 
dashboard,  roll  bars,  sliding  door  latches 
and  seat  belts. 

Their  report  stated  that  injuries  and 
deaths  from  auto  accidents  could  be  cut  80 
per  cent  by  the  use  of  seat  belts  below  60 
miles  per  hour. 

“Over  65,  there  is  no  known  safety  device 
that’s  going  to  help  much  in  a crash,”  Dr. 
Moore  said. 

Practical  Education  of  Diabetics — 

The  film  “Urine  Sugar  Analysis  for  Dia- 
betics,” developed  in  cooperation  with  the 
medical  profession,  is  available  at  no  charge 
to  the  Medical  and  Allied  Professions 
through  Ames  Company,  Inc.  The  film  was 
made  as  a visual  aid  to  be  used  in  the  educa- 
tion of  diabetic  patients  and  shows  the  rela- 
tionship between  carbohydrates  and  insulin. 
It  also  explains  in  lay  language  the  meaning 
of  various  diabetic  conditions.  It  has  been 
produced  on  16  mm.  film  in  color  and  sound 
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track  with  a running  time  of  approximately 
10  minutes.  Appropriate  “hand-out”  litera- 
ture accompanies  the  film. 

Showings  at  Diabetic  Clinics,  Diabetic  Lay 
Societies  and  other  diabetic  groups  must  be 
requested  by  the  Medical  or  Allied  Profes- 
sions to  Ames  Company,  Inc.,  Elkhart,  In- 
diana, or  an  Ames  representative. 

News  From  Nebraska  Heart  Association — 

The  Nebraska  Heart  Association  has  de- 
cided to  expand  its  annual  scientific  sessions 
from  IV2  days  as  has  been  the  custom  to 
21/2  days.  Dates  chosen  for  the  event  are 
October  3-5  at  Omaha.  General  emphasis  is 
to  be  on  coronary  heart  disease.  Dr.  Rob- 
ert L.  Grissom,  of  Omaha,  Professional  Edu- 
cation Chairman,  said  the  change  was  made 
to  allow  for  a more  comprehensive  coverage 
of  heart  problems  of  eminent,  nationally- 
recognized  cardiovascular  authorities.  Along 
with  the  scientific  sessions  will  be  the  As- 
sociation’s annual  business  meeting  and  a 
program  for  its  lay  leaders. 

Dr.  Edgar  V.  Allen,  President  of  the 
American  Heart  Association,  spoke  in  Oma- 
ha March  27  at  a regional  meeting  of  Heart 
Associations.  He  urged  that  a greater  share 
of  the  Heart  Fund  dollar  be  invested  in 
heart  research.  He  reported  that  research 
received  55  cents  of  every  dollar  sent  to  the 
national  office  last  year,  but  that  only  32 
cents  of  state  affiliates’  money  went  to  heart 
studies.  Seventy-five  per  cent  of  all  Heart 
Fund  contributions  remain  in  the  home  state, 
with  the  other  25  % going  to  the  national.  Ne- 
braska Heart  is  now  spending  41  cents  of 
every  dollar  for  research  and  hopes  to  boost 
this  to  50  cents  in  the  next  budget  July  1st. 

Scoring  another  successful  campaign,  the 
Nebraska  Heart  Fund  has  exceeded  its  $185,- 
000  and  a minimum  of  $200,000  seems  as- 
sured. Robert  B.  Crosby,  state  chairman, 
reported  that  the  total  now  stands  at  $190,- 
000,  with  a number  of  towns  and  cities  yet 
to  turn  in  their  collections.  Last  year  the 
final  total  was  $168,000.  A 1957-final  total 
will  not  be  available  until  the  end  of  the  fis- 
cal year,  June  30th.  All  memorials  and 
other  gifts  through  then  will  be  credited  to 
the  total. 

Three  Grand  Island  physicians  participat- 
ed in  a program  to  help  high  school  and  col- 
lege health  teachers  do  a better  job  in  les- 
sons on  the  heart  and  circulatory  system. 
On  the  program  sponsored  by  the  Nebraska 


Heart  Association  were  Drs.  C.  Dean  Mc- 
Grath, A.  G.  Gillon,  and  Warren  Bosley. 
The  afternoon’s  program  of  lectures,  demon- 
strations and  films  was  presented  at  the  an- 
nual meeting  of  the  Nebraska  Health,  Physi- 
cal Education,  and  Recreation  Association, 
March  29  in  Grand  Island. 

Dr.  Frederick  G.  Gillick,  a past  president 
of  the  Nebraska  Heart  Association,  is  now 
Education-Public  Information  Chairman  of 
the  American  Heart  Association.  He  was 
appointed  by  Dr.  Ray  E.  Trussed,  Chairman 
of  the  Association’s  Council  on  Community 
Service  and  Education.  Dr.  Gillick  helped 
organize  the  Council  three  years  ago  and 
has  since  served  on  its  Executive  Committee. 

Physicians  asked  to  speak  before  lay 
groups  may  be  interested  in  securing  several 
new,  free  films  from  the  Nebraska  Heart 
Association.  These,  a 5-minute,  color  film 
entitled,  “Coronary  Heart  Disease,”  a 5- 
minute  film  on  heart  misconceptions  entitled, 
“Mr.  Pump  Takes  Heart,”  an  11 -minute  film 
“The  Heart  and  How  It  Works,”  and  a 17- 
minute  film  “Common  Heart  Disorders  and 
Their  Causes.” 

Three  new,  free  lay  education  pamphlets 
which  may  help  physicians  in  helping  their 
patients  are : a brief  pamphlet  on  high  blood 
pressure  entitled  “Your  Blood  Pressure,”  a 
revised  booklet  by  Dr.  Edgar  V.  Allen  on 
“Hypertension”  and  a booklet  entitled  “If 
Your  Child  Has  Rheumatic  Fever.”  Write 
Nebraska  Heart  Association  in  Omaha  for 
copies. 

Announcements 

Send  No  More  Medical  Books  for 
Korean  Doctors — 

The  response  by  American  physicians 
was  so  good  that  the  Korean  need  for  med- 
ical books  and  magazines  has  been  met.  In- 
structions come  now  from  the  American- 
Korean  Foundation  that  no  more  are  to  be 
sent  via  the  Army’s  Sharpe  General  Depot 
in  California,  which  was  the  route  of  ship- 
ment while  the  need  existed. 

Annual  Otolaryngologic  Assembly  in  October — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  M'edicine,  an- 
nounces its  Annual  Assembly  in  Otolaryn- 
gology from  September  30  through  October 
6,  1957.  The  Assembly  will  consist  of  an 
intensive  series  of  lectures  and  panels  con- 
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cerning  advancements  in  otolaryngology,  and 
evening  sessions  devoted  to  surgical  anatomy 
of  the  head  and  neck  and  histopathology  of 
the  ear,  nose,  and  throat. 

Interested  physicians  should  write  direct 
to  the  Department  of  Otolaryngology,  1853 
West  Polk  St.,  Chicago  12,  Illinois. 

Meeting  of  Organizations  on  Rehabilitation 
In  July — 

There  will  be  a joint  meeting  of  the  Amer- 
ican Association  of  Rehabilitation  Thera- 
pists, Association  for  Physical  and  Mental 
Rehabilitation,  and  Association  of  Medical 
Directors  and  Coordinators,  at  the  Conrad 
Hilton  Hotel,  Chicago,  July  7 to  12,  1957. 

Conference  on  Vocational  Training 
And  Rehabilitation — 

Vocational  training  and  rehabilitation  of 
the  mentally  and  physically  handicapped  will 
be  the  concern  of  national  leaders  in  the 
field  at  the  1957  Spring  Conference  of  the 
Woods  Schools,  Langhorne,  Pa.,  to  be  held 
in  Chicago  on  May  10  and  11. 

Sponsored  as  a public  service  of  the  Woods 
Schools,  the  conference  is  being  held  with 
the  Julian  D.  Levinson  Research  Founda- 
tion for  Mentally  Retarded  Children.  The 
three  major  sessions  will  be  held  in  Lincoln 
Hall,  the  School  of  Law,  Northwestern  Uni- 
versity. 

All  sessions  will  be  open  to  physicians, 
educators,  psychologists,  social  workers, 
counselors,  members  of  parents  groups  and 
others  interested  in  this  expanding  field. 
Write  to  the  Woods  Schools  for  an  ‘‘invita- 
tion card,”  if  you  wish  to  attend. 

New  and  Nonofficial  Drugs — 

The  new  (1957)  issue  of  New  and  Non- 
official Remedies  is  now  available.  After 
1957,  the  name  of  this  volume  will  be  Neiv 
and  Nonofficial  Drugs.  The  Council  will 
also  be  known  as  the  Council  on  Drugs. 
This  book  may  be  obtained  from  J.  B.  Lip- 
pincott  Company,  East  Washington  Square, 
Philadelphia  5,  Pennsylvania.  The  price  is 
$3.35. 

Ninth  Postgraduate  Assembly  Endocrinology 
And  Metabolism — 

The  Endocrine  Society,  The  Medical  Col- 
lege of  Georgia  and  The  Medical  College  of 
Georgia  Foundation  will  sponsor  the  Ninth 


Postgraduate  Assembly  in  Endocrinology 
and  Metabolism  to  be  held  in  Augusta,  Geor- 
gia, October  21-25,  1957.  This  is  approved 
for  credit  by  the  American  Academy  of 
General  Practice  for  35  hours  in  Category  I. 
Registration  limited  to  100  and  fee,  $100. 
Write  Doctor  Robert  B.  Greenblatt,  Depart- 
ment of  Endocrinology,  Medical  College  of 
Georgia,  Augusta,  Georgia. 

Symposium  on  Tuberculosis,  for  G.P.S. — 

The  Sixth  Annual  Symposium  for  General 
Practitioners  on  Tuberculosis  and  other 
Chronic  Pulmonary  Diseases  will  be  held  in 
Saranac  Lake,  New  York  from  July  8th  to 
12th,  1957.  It  is  approved  for  26  hours  of 
formal  credit  to  members  of  American 
Academy  of  General  Practice. 

This  five-day  course  is  designed  particu- 
larly for  General  Practitioners  and  present- 
ed over  a period  short  enough  so  they  may 
readily  attend.  Many  of  the  sessions  are 
informal  panel  discussions  with  ample  op- 
portunity for  questions  from  the  audience. 

The  registration  fee  for  the  Symposium  is 
$40.  Further  information  and  copies  of  the 
program  may  be  obtained  by  writing  Dr. 
Henry  W.  Leetch,  General  Chairman,  Sym- 
posium for  General  Practitioners,  P.O.  Box 
11,  Saranac  Lake,  N.Y. 

Human  Interest  Tales 

Dr.  R.  L.  Heins,  Tilden,  has  moved  to  Alda, 
Iowa,  where  he  will  open  his  office. 

Dr.  Robert  Watson,  Seward,  has  set  up 
an  office  on  a part-time  basis  in  Dwight. 

Dr.  Karl  M.  Forster,  Youngstown,  Ohio, 
has  arrived  in  Spalding  to  join  Dr.  Robert 
J.  Fox. 

Dr.  and  Mrs.  Herbert  H.  Davis,  Omaha, 
have  returned  home  after  touring  in  Spain 
and  Portugal. 

Dr.  E.  L.  McQuiddy,  Sr.,  Omaha,  has  been 
named  temporary  Fire  Department  physi- 
cian for  that  city. 

Dr.  C.  T.  Frerichs,  Beatrice,  has  been 
recently  certified  by  the  American  Board  of 
Internal  Medicine. 

M!rs.  Maurice  Howard,  Omaha,  was  host- 
ess for  a recent  meeting  of  the  Doctors’ 
Wives’  Club  at  her  home. 

Dr.  Edgar  Cline,  Auburn,  suffered  a foot 
injury  recently  as  he  departed  from  a train 
following  a business  trip. 
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Dr.  Paul  Bancroft,  Lincoln,  was  the  fea- 
tured speaker  at  a March  meeting  of  the 
York  Woman’s  club  in  York. 

Dr.  and  Mrs.  D.  B.  Steenburg,  Aurora, 
took  a three-week  vacation  during  March 
which  included  a trip  to  Hawaii. 

Dr.  Theodore  Hubbard,  Omaha,  was  a 
guest  speaker  at  a conference  on  heart  dis- 
ease held  in  Scottsbluff  in  March. 

Dr.  John  La  tenser,  Omaha,  was  the  prin- 
cipal speaker  at  the  March  meeting  of  Oma- 
ha Medical  Assistants  Association. 

Dr.  John  Hartigan,  Omaha,  spoke  at  a 
March  meeting  of  the  Nebraska  State  Nurse 
Anesthetists’  Association  in  Omaha. 

Dr.  George  Hoffmeister,  Hastings,  was  the 
principal  speaker  at  a March  meeting  of  the 
Playschool  Mothers  Club  in  that  city. 

Dr.  M.  M.  Sullivan,  Spalding,  slipped  on 
the  icy  steps  at  his  home  recently  and  was 
confined  to  his  bed  for  a short  while. 

Dr.  Jackson  Smith,  Omaha,  was  the  prin- 
cipal speaker  for  the  annual  banquet  of  the 
Columbus  Chamber  of  Commerce  in  March. 

Dr.  John  Calvert  of  Pierce  recently  es- 
caped serious  injury  when  his  car  collided 
with  a truck  on  Highway  13  south  of  Pierce. 

Dr.  Frederick  G.  Gillick,  Omaha,  has  been 
appointed  education  -public  information 
chairman  of  the  American  Heart  Associa- 
tion. 

Dr.  William  Fitch,  Albion,  has  announced 
that  he  will  close  his  office  in  this  city  and 
move  to  Bellflower,  California  in  the  near 
future. 

Dr.  E.  A.  Conoan  and  family  have  moved 
to  Bellevue  where  Dr.  Conoan  has  set  up 
his  office.  He  was  recently  released  from 
service. 

A three-thousand  dollar  grant  from  the 
Walter  Winchell  Foundation  has  been  pre- 
sented to  Creighton  University  for  cancer 
research. 

Dr.  Henry  J.  Caes,  Hastings,  spoke  at  the 
March  meeting  of  District  One  of  the  Ne- 
braska State  Nurses  Association  held  in 
Hastings. 

Dr.  William  C.  Boelter,  Omaha,  was  the 
featured  speaker  at  a recent  meeting  of  the 
Nebraska  Beta  Chapter  of  Delta  Theta  Chi 
in  Omaha. 


Dr.  Janet  Palmer,  Lincoln,  was  the  guest 
speaker  at  a recent  meeting  of  the  Lincoln 
Parent-Teachers  Association  which  was  held 
in  that  city. 

Dr.  William  Nutzman,  Kearney,  was  the 
principal  speaker  at  the  March  meeting  of 
the  Garden-Keith-Perkins  Medical  Society 
in  Ogallala. 

Dr.  Stuart  Cullen,  Iowa  City,  Iowa,  was 
the  guest  speaker  at  the  regular  monthly 
meeting  of  the  Omaha-Douglas  County  Med- 
ical Society. 

Dr.  George  Loomis,  Omaha,  presented  a 
talk  on  the  artificial  kidney  at  the  March 
meeting  of  the  Tri-County  Medical  Society 
in  Fremont. 

Dr.  Charles  Tompkins,  Omaha,  was  the 
featured  speaker  at  a recent  public  meeting 
sponsored  by  the  Child  Study  Club  of  Shen- 
andoah, Iowa. 

Dr.  Charles  Marsh,  Valley,  spoke  on  safe- 
ty and  showed  a film  on  highway  accidents 
at  a recent  meeting  of  the  Community  Club 
of  Arlington. 

Drs.  Willis  D.  Wright  and  Carl  Potthoff, 
Omaha,  were  speakers  at  the  nine-state 
American  Heart  Association  meeting  held  in 
Omaha  in  March. 

Dr.  John  Schenken,  Omaha,  was  a guest 
speaker  at  the  March  meeting  of  the  Buf- 
falo County  Unit  of  the  American  Cancer 
Society  held  in  Kearney. 

Dr.  W.  J.  McMartin,  Omaha,  will  be  a 
guest  speaker  at  the  May  meeting  of  the 
Licensed  Practical  Nurses  state  convention 
in  May  at  North  Platte. 

Dr.  R.  P.  Carroll,  Laurel,  has  been  elected 
vice-president  of  the  Sioux  Valley  Medical 
Association  at  the  group’s  61st  annual  meet- 
ing at  Sioux  City,  Iowa. 

Drs.  J.  Dewey  Bisgard  and  M.  M.  Mussel- 
man,  Omaha,  were  speakers  at  the  April 
meeting  of  the  American  College  of  Surgeons 
held  in  St.  Paul,  Minnesota. 

Mrs.  Warren  Bosley,  Grand  Island,  dis- 
cussed medical  legislation  at  a recent  meet- 
ing of  the  Adams  County  Medical  Society 
Woman’s  Auxiliary  in  Hastings. 

Dr.  Jerman  W.  Rose,  Omaha,  was  the 
principal  speaker  at  the  annual  dinner  meet- 
ing of  the  Phelps  County  Education  Associa- 
tion held  at  Loomis  High  School. 
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Dr.  and  Mrs.  Max  W.  Kinney  and  family 
of  St.  Joseph,  Missouri,  have  moved  to 
Scottsbluff  where  Dr.  Kinney  will  be  asso- 
ciated with  the  Scottsbluff  Clinic. 

Dr.  Robert  Cochran,  Omaha,  discussed 
medical  photography  at  a March  meeting 
of  the  University  of  Nebraska  School  of 
Nursing  Alumnae  Association  in  Omaha. 

Dr.  M.  W.  Hineman,  Mullen,  has  arrived 
in  Hemingford  to  take  over  the  practice  of 
Dr.  Wendell  Ford  who  will  move  to  New  Lon- 
don, Minnesota,  in  the  early  part  of  June. 

The  Women’s  Auxiliary  to  the  Gage  Coun- 
ty Medical  Society  held  a tea,  recently,  for 
students  in  Beatrice  Senior  High  School 
who  were  interested  in  nursing  and  allied 
fields. 

Drs.  J.  J.  O’Neil,  S.  J.  Carnazzo,  and  J. 
P.  Murphy,  Omaha,  presented  papers  at  the 
Western  Sectional  Meeting  of  the  Interna- 
tional College  of  Surgeons  in  April  in  Las 
Vegas. 

Dr.  T.  P.  Krush,  Omaha,  was  the  banquet 
speaker  for  the  state  convention  of  the  Ne- 
braska Association  for  Health,  Physical  Edu- 
cation, and  Recreation  held  in  Grand  Island 
in  March. 

The  Richardson  County  Medical  Society 
has  voted  unanimously  to  institute  a pro- 
gram directed  toward  the  erection  of  a new 
hospital  and  its  integration  with  an  adequate 
home  for  aged  persons. 

The  members  of  the  Dawson  County  Medi- 
cal Auxiliary  at  a regular  meeting,  passed 
a resolution  to  support  the  Ground  Observ- 
er Corps  in  their  respective  towns  with  each 
member  serving  if  possible. 

Jeffrey  City,  Wyoming,  a brand  new  city 
in  the  Wyoming  uranium  territory  has  been 
named  after  Dr.  Charles  W.  Jeffrey  of  Raw- 
lins, Wyoming.  Dr.  Jeffrey,  formerly  of 
Osceola,  is  a benefactor  of  a county  hospital 
and  school  in  this  city. 

Dr.  Morris  Margolin,  Omaha,  was  honored 
by  the  Omaha  Chapter  of  Hadassah  at  their 
March  meeting.  Dr.  Margolin’s  name  has 
been  inscribed  by  the  Chapter  on  the  “Gold- 
en Doorway’'  of  Haaassah’s  House  of  Health 
at  Bet  Maxmil  in  Israel. 

The  following  doctors  have  announced  re- 
moval of  their  offices  to  Doctors  Building, 
44th  and  Farnam  Streets,  Omaha:  Doctors 
W.  Howard  Morrison  and  Stanley  M.  Truhl- 


sen,  No.  710;  Doctors  Niehaus  and  Wright, 
No.  823;  Doctors  Edwin  Davis,  Leroy  W. 
Lee,  Edward  M.  Malashock,  and  Neal  Davis, 
No.  800. 

A grandson  of  Ohio  Wesleyan  University’s 
first  president,  The  Rev.  Edward  Thomson, 
Doctor  J.  E.  M.  Thomson  of  Lincoln  ad- 
dressed the  student  body  on  March  25th. 
This  was  the  occasion  celebrating  Founder’s 
Day.  Doctor  Thomson  was  honored  upon 
this  day  with  the  Doctor  of  Science  degree 
from  the  Ohio  Wesleyan  University. 


Know  Your 
Blue  Shield  Plan 


1957  Professional  Relations  Conference — 

“A  strong  Blue  Shield  is  vital  to  the  free- 
dom of  medical  practice,  and  an  understand- 
ing physician  is  vital  to  Blue  Shield.”  This 
was  the  underlying  theme  of  a highly  suc- 
cessful “professional  relations  conference” 
held  by  the  national  association  of  Blue 
Shield  Medical  Care  Plans  in  Chicago,  Feb- 
ruary 11-13. 

Some  110  Blue  Shield  professional  rela- 
tions directors  and  staff  members  were 
joined  by  more  than  70  physician-trustees 
of  local  Blue  Shield  Plans  and  35  executive 
secretaries  of  sponsoring  county  and  state 
medical  societies.  The  conference  was  con- 
ducted by  the  national  Blue  Shield  Profes- 
sional Relations  Committee,  whose  Chairman 
is  Dr.  Fredrick  H.  Good  of  Denver,  Presi- 
dent of  the  Colorado  Blue  Shield  Plan. 

Keynoter  of  the  conference  was  Dr.  Rob- 
ert L.  Novy,  of  Detroit,  National  President 
of  Blue  Shield  Medical  Care  Plans  who  em- 
phasized that  the  ideals  and  purposes  of 
Blue  Shield  are  precisely  the  same  as  the 
age-old  ideals  and  purposes  of  medicine;  to 
serve  people  singlemindedly,  regardless  of 
personal  profit. 

“Blue  Shield  safeguards  the  basic  free- 
doms of  medical  practice  which  are  funda- 
mental to  good  medical  care,”  Dr.  Novy 
said.  “Blue  Shield  hopes  to  strengthen  the 
doctor’s  traditional  way  of  practicing  medi- 
cine, not  to  change  it  or  destroy  it.  Blue 
Shield  protects  the  patient’s  right  to  choose 
his  doctor,  the  doctor’s  right  to  accept  or  re- 
ject the  patient,  and  their  common  right  to 
an  inviolate  confidential  relationship.” 
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Dr.  Novy  pointed  out  that,  in  the  fifteen 
years  since  Blue  Shield  was  created,  a whole 
new  generation  of  doctors  has  come  into 
practice  who  know  nothing  of  the  struggle 
and  sacrifice  of  its  founders.  Many  of  these 
doctors  take  Blue  Shield  for  granted,  and  the 
success  of  Blue  Shield  has  even  led  many  of 
their  older  colleagues  to  take  it  for  granted, 
too. 

Indifference,  apathy,  and  complaisancy 
can  be  fatal  to  Blue  Shield  and  to  the  whole 
voluntary  medical  care  prepayment  pro- 
gram. “Blue  Shield  deserves  the  doctor’s 
wholehearted  support  because  it  is  fashioned 
in  the  doctor’s  own  image ; it  is  his  own  cre- 
ation; and  it  is  designed  to  strengthen  the 
freedoms  that  he  and  his  patients  want  to 
keep  strong  and  safe,”  Dr.  Novy  concluded. 

Guaranteed  Health  Protection  Via 
Service  Benefits — 

Commercial  companies  are  vigorously 
seeking  to  attract  healthy  persons  away  from 
Blue  Shield  and  into  the  ranks  of  their  seem- 
ingly more  beneficial  health  groups. 

The  Service  Classification  feature  of  Ne- 
braska Blue  Shield  — Standard  Plan  $2,400 
single,  $3,200  family;  Preferred  Plan  $4,000 
single,  $5,500  family  is  a real  offset  to  this 
truly  unwise  pilgrimage. 

Nonprofit  health  insurance  is  based  upon 
the  integration  of  risks.  It  offers  health 
protection  to  bad-risk  and  good-risk  mem- 
bers alike  and  at  a rate  equal  to  all  and  with- 
in the  means  of  all. 

In  order  to  continue  this  community  idea 
the  good  risk  member  is  indispensable.  Good 
health  experiences  are  balanced  against  bad 
health  experiences  of  the  remainder  of  the 
community. 

When  the  good-health  experience  is  drawn 
out  of  the  plan,  only  the  poor  risks  remain. 
Then  the  rate  must  of  necessity  be  raised 
to  maintain  a fair  schedule  of  allowances 
to  physicians.  Because  poor  risks  are  most- 
ly persons  of  low  income,  they  would  be  un- 
able to  afford  higher  rates. 

People  who  abandon  Blue  Shield  because 
of  its  costs  . . . turn  to  no-pay  clinic  care, 
or  they’ll  burden  your  generosity.  Given  a 
choice  . . . Blue  Shield  is  to  be  preferred 
over  any  commercial  insurance  or  Govern- 
ment intervention. 


The  Woman's  Auxiliary 

A year  ago  this  month  the  members  of 
the  executive  board  accepted  the  responsibil- 
ity of  leadership  in  your  state  Auxiliary. 
The  months  have  passed  quickly  and,  al- 
though we  have  not  accomplished  the  many 
things  we  planned,  our  efforts  have  been 
pointed  to  interpreting  to  our  members  and 
the  public  the  full  meaning  of  our  theme  for 
the  year,  “Health  Is  Our  Greatest  Heritage.” 

I would  like,  personally,  to  pay  tribute  to 
the  fine  work  of  the  County  Auxiliaries. 
Each  year  we  realize  more  fully  the  many 
facets  of  community  life  that  call  for  Aux- 
iliary cooperation.  There  is  a need  in  every 
community  for  health  education.  The  sin- 
cere efforts  of  every  member  to  assume  the 
responsibilities  for  creating  a better  in- 
formed public  in  matters  of  health  are  evi- 
denced in  the  annual  reports.  One  is  im- 
pressed by  the  serious  acceptance  of  the 
Auxiliary  program  by  each  as  an  individual 
and  as  a member  of  the  local  Auxiliary.  The 
enthusiasm  for  our  projects  has  been  recog- 
nized and  appreciated  realizing  that  the  ac- 
complishments are  due  to  the  willingness 
of  each  individual  member  to  do  her  part. 
Our  program  has  continued  to  grow  as  we 
have  added  new  responsibilities  and  our 
ideals  have  remained  constant. 

My  sincere  thanks  to  the  Auxiliary  for 
the  privilege  of  serving  as  president  this 
past  year. 

Mrs.  George  E.  Robertson 

THIRTY-FOURTH  ANNUAL  CONVEN- 
TION OF  THE  WOMAN’S  AUXILIARY 
TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

A cordial  invitation  to  the  Doctors’  wives 
of  Nebraska  is  extended  by  the  American 
Medical  Association  for  their  attendance  of 
the  Thirty-fourth  Annual  Convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association.  The  meeting  will  be  held  in 
New  York  City  June  3-7,  1957.  Headquar- 
ters will  be  at  the  Hotel  Roosevelt.  Tickets 
for  the  various  social  functions  will  be  avail- 
able at  the  registration  desk.  The  Hospital- 
ity Room  will  be  in  A and  B on  the  mezza- 
nine floor. 

Please  register  early  and  obtain  your 
badge  and  program.  Plan  to  participate  in 
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all  social  functions  and  attend  the  general 
meetings  of  the  Auxiliary. 

New  York  State  is  honored  by  serving  as 
host  to  the  American  Medical  Association 
and  its  Woman’s  Auxiliary,  the  latter,  the 
parent  body  of  all  State  and  County  Aux- 
iliaries. 

Mrs.  Harry  F.  Pohlmann  of  Middletown, 
New  York,  a past  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State 
of  N.Y.  and  past  chairman  of  several  com- 
mittees of  the  A.M.A.  Auxiliary,  has  been 
named  Convention  Chairman  for  this  meet- 
ing by  the  national  President,  Mrs.  Robert 
Flanders  of  Manchester,  New  Hampshire. 

Headquarters  for  the  Auxiliary’s  meeting 
will  be  the  Hotel  Roosevelt  at  Madison  Ave- 
nue and  45th  St.,  New  York  City,  from  June 
3rd  to  7th,  1957.  The  Roosevelt  is  within 
walking  distance  of  the  Waldorf-Astoria  Ho- 
tel, where  the  A.M.A. ’s  House  of  Delegates 
meet,  and  proximity  to  Fifth  Avenue  and 
Madison  Avenue  shops,  theatres  and  innu- 
merable points  of  interest,  make  the  loca- 
tion of  headquarters  ideal. 

Registration  will  open  on  Sunday,  June 
2nd,  11:30  a.m.  to  4 p.m.,  and  continue 
through  Thursday.  On  Monday,  June  3rd, 
and  Wednesday  afternoon,  June  5th,  there 
will  be  round  table  discussions  of  interest 
and  educational  value  to  all  physicians’ 
wives.  Members  and  guests  are  cordially  in- 
vited. The  general  meeting  will  be  held 
Tuesday,  Wednesday,  and  Thursday  until 
noon,  and  a Board  of  Directors’  meeting  at 
one  o’clock  on  Thursday,  and  a Post-Conven- 
tion Workshop  for  state  presidents,  presi- 
dents- elect  and  national  committee  chair- 
men on  Friday,  June  7th. 

Social  activities  include:  Monday,  June 
3rd — a Tea,  honoring  president  and  presi- 
dent-elect. 

Tuesday,  June  4th — Luncheon  in  honor  of 
the  national  past  presidents,  at  which  Dr. 
Howard  Rusk,  Director  of  the  Institute  of 
Physical  Medicine  and  Rehabilitation  of  the 
N.Y.U.  Bellevue  Medical  Center,  will  be  the 
guest  speaker.  Dr.  Rusk  needs  no  introduc- 
tion— he  is  internationally  known  and  is  a 
fine  speaker. 

Wednesday,  June  5 — Luncheon  in  honor 
of  the  national  president  and  president-elect. 
Dr.  Dwight  H.  Murray,  president  of  the 


American  Medical  Asociation,  will  be  the 
guest  speaker. 

Thursday,  June  6 — Annual  dinner  for 
auxiliary  members,  husbands  and  guests,  at 
which  the  guest  speaker  will  be  Professor 
Allen  Richard  Foley  of  Dartmouth  College. 

It  is  hoped  that  each  state  and  county 
auxiliary  and  the  territorial  auxiliaries  will 
be  well  represented.  A warm  welcome 
awaits  everyone,  and  a profitable  meeting 
and  many  hours  of  pleasure  will  make  your 
visit  a memorable  one. 

The  1957  Convention  Committee  com- 
prises : 

Chairman — Mrs.  Harry  F.  Pohlmann 
Honorary  Chairman — Mrs.  Luther  Kice 
Co-Chairman — Mrs.  Elliott  V.  B.  Vur- 
gason 

Credentials  and  Registration — Mrs.  Isa- 
dore  Zadek 

Dinner — Mrs.  Ernest  Santemma 
Favors — Mrs.  Wallace  T.  Smith 
Flowers — Mrs.  Karl  N.  Wechtel 
Finance — Mrs.  James  L.  McCartney 
Headquarters — Mrs.  Joseph  Kinnaman 
Hospitality — Mrs.  John  Goller 
Information — Mrs.  John  Scalzo 
Junior  Aides — Mrs.  Albert  M.  Biglan 
Luncheon  for  Past  Presidents  — Mrs. 
Colgate  Phillips 

Luncheon  for  President  and  President- 
Elect — Mrs.  Thomas  M.  d’ Angelo 
Music — Mrs.  Dale  C.  Bouton 
Printing  and  Supplies — Mrs.  Milton  B. 
Spiegel 

Publicity — Mrs.  Ezra  A.  Wolff 
Tea — Mrs.  John  L.  Neubert 
Tickets — Mrs.  Eugene  F.  Wolff 

We  repeat  — a cordial  welcome  awaits 
each  doctor’s  wife!  Do  come! 

Mrs.  Ezra  A.  Wolff, 

Convention  Publicity  Chairman. 

OMAHA-DOUGLAS  COUNTY  MEDICAL 
AUXILIARY  REPORT 

The  Woman’s  Auxiliary  to  the  Omaha- 
Douglas  County  Medical  Society  held  their 
luncheon  Tuesday,  March  12,  1957,  at  the 
home  of  Mrs.  Earl  C.  Montgomery.  Mrs. 
Rudolph  F.  Sievers,  state  civil  defense  chair- 
man, was  speaker.  Mrs.  William  J.  Dick- 
erson, soloist,  was  unable  to  sing  because  of 
illness. 
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TUBERCULOSIS  ABSTRACTS 

CHRONIC  PROGRESSIVE  (CAVITARY)  HISTO- 
PLASMOSIS AS  A PROBLEM  IN  TUBER- 
CULOSIS SANATORIUMS 

Chronic  progressive  histoplasmosis,  in  contrast  to 
acute  progressive  or  disseminated  form,  occurs  pri- 
marily among  older  persons  and  is  localized  to  the 
lungs  except  in  the  terminal  stages.  Both  forms 
of  the  disease,  however,  are  eventually  fatal.  The 
early  stage  of  the  chronic  form  is  characterized  by 
apical  or  subapical  pneumonic  infiltrations  which 
progress  to  multiple  thick-walled,  usually  bilateral 
cavities. 

In  order  to  avoid  further  confusion  in  terminol- 
ogy the  descriptive  term,  chronic  progressive  (cavi- 
tary) histoplasmosis,  is  proposed  to  designate  this 
type  of  disease. 

The  symptoms  of  this  form  of  histoplasmosis  are 
cough,  moderate  weight  loss,  usually  a slight  eleva- 
tion of  the  erythrocyte  sedimentation  rate,  occa- 
sional temperature,  profuse  sputum,  sometimes 
hemoptysis.  The  disease  is  characterized  by  exacer- 
bations; the  patient  usually  seeks  medical  help  after 
an  acute  bout  of  what  is  called  “influenza,”  at  which 
time  pneumonic  or  cavitary  disease  is  found.  This 
bout  may  subside  and  the  patient  not  be  seen  again 
until  several  years  later,  at  which  time  he  has  a 
similar  episode  and  further  extension  is  discovered. 
Quite  often  the  cavitation  is  only  in  one  lung  at  the 
start  and,  later  on,  following  another  bout  of  so- 
called  “influenza,”  the  disease  spreads  to  the  other 
lung.  In  the  early  stages  large  cystlike  cavities 
may  be  seen,  followed  later  by  spread  of  the  process. 

The  disease  usually  progresses  to  fatal  termina- 
tion and  just  before  this  occurs  there  is  dissemina- 
tion of  the  fungus  throughout  the  body  with  enlarge- 
ment of  the  liver  and  spleen.  Frequently  at  post- 
mortem examination  Histoplasma  may  be  cultured 
from  all  organs  of  the  body. 

In  this  type  of  disease  the  sputum  is  usually 
loaded  with  Histoplasma  capsulatum  and  positive 
cultures  are  readily  obtained.  Serologic  tests  are 
usually  positive  and  serve  as  a good  screening  tool. 
Tubercle  bacilli  are  occasionally  found,  but  most  of 
the  cases  are  not  complicated  by  tuberculosis. 

Chronic  progressive  histoplasmosis  closely  re- 
sembles reinfection  type  of  tuberculosis,  and  could 
be  considered  to  be  reinfection  histoplasmosis.  This 
classification  is  based  on  the  finding  in  some  cases 
of  negative  tuberculin  tests,  positive  histoplasmin 
skin  tests,  positive  serologic  tests,  positive  cultures 
for  the  fungus,  and  the  presence  of  chronic  cavitary 
disease  of  the  apices  in  association  with  calcified 
lesions  in  the  hilar  area.  Autopsy  on  such  patients 
fails  to  reveal  evidence  of  tuberculosis  and  the  cri- 
teria of  “chronic  reinfection  histoplasmosis”  appear 
to  be  fulfilled. 

A total  of  only  16  cases  of  chronic  progressive 
cavitary  histoplasmosis  has  been  previously  report- 
ed. It  is  the  purpose  of  the  present  paper  to  show 
that  this  type  of  disease  occurs  frequently  among 
patients  in  a tuberculosis  sanatorium. 

The  studies  to  be  reported  have  been  conducted 
at  the  Missouri  State  Sanatorium  at  Mount  Vernon, 


Missouri.  This  sanatorium  has  an  average  daily 
census  of  550  patients,  85  per  cent  of  whom  are 
white  and  15  per  cent  are  Negro.  Casual  studies 
begun  in  1952  revealed  an  occasional  case  of  his- 
toplasmosis. Between  March  and  August,  1954,  a 
systematic  survey  of  the  patients  at  the  sanatorium 
was  undertaken.  During  the  survey,  skin  tests  were 
made.  The  mycologic  laboratory  services  were  aug- 
mented and  careful  attempts  were  made  to  establish 
the  diagnosis  in  all  patients  whose  serologic  tests 
were  positive  or  whose  diagnosis  was  in  doubt  in 
any  way. 

A case  was  termed  “mycologically  proved”  if  or- 
ganisms typical  of  H.  capsulatum  were  isolated  by 
culture  from  the  patient  or  were  seen  in  tissues  re- 
moved surgically  or  at  autopsy.  A “serologically 
proved"  case  was  one  in  which  the  serologic  tests 
for  histoplasmosis  were  positive  (1:8  or  higher)  on 
either  of  the  complement-fixation  tests  or  the  pre- 
cipitin test.  Adequate  cultural  studies  on  the  sero- 
logically proved”  cases  usually  revealed  the  pres- 
ence of  the  organism.  However,  in  many  of  these 
cases  the  patient  had  left  the  hospital  before  my- 
cologic studies  could  be  completed,  or  the  disease 
was  of  the  milder  type  from  which  positive  cultures 
could  not  be  obtained  because  of  passage  of  time 
since  infection. 

These  essentially  casual  studies  for  the  presence 
of  histoplasmosis  in  a tuberculosis  hospital  have  now 
yielded  a total  of  19  “mycologically  proved”  cases 
and  95  “serologically  proved”  cases.  These  cases 
have  been  observed  over  a three-year  period.  Dur- 
ing the  three-months  survey,  14  “myocologically 
proved”  cases  and  29  “serologically  proved”  cases 
were  found.  Of  the  600  patients  in  the  survey,  14 
(2.4  per  cent)  were  proved  to  have  histoplasmosis 
by  actual  demonstration  of  the  organism.  In  an  ad- 
ditional 29  (4.8  per  cent),  the  diagnosis  of  histo- 
plasmosis was  established  by  serologic  tests. 

In  most  cases  the  patients  were  more  than  fifty 
years  of  age,  the  males  outnumbered  the  females, 
and  all  but  one  of  the  patients  were  white.  In  a 
number  of  cases,  the  onset  of  illness  had  occurred 
a number  of  years  prior  to  determination  of  the 
etiology.  The  chest  roentgenographic  findings  in 
almost  all  cases  showed  bilateral  cavitation.  Skin 
tests  were  positive  to  tuberculin  in  nine  cases  and  to 
histoplasmin  in  14  of  the  18  cases  tested.  The  sero- 
logic tests  for  histoplasmosis  were  positive  in  every 
patient.  The  organism  was  identified  from  every 
patient  in  most  cases  by  culture  from  the  sputum; 
occasionally,  from  cultures  from  the  lung  at  opera- 
tion or  autopsy.  The  presence  of  the  organism  was 
demonstrated  in  tissue  obtained  at  post-mortem  ex- 
amination in  2 cases  in  which  fungal  cultures  were 
not  done.  The  patients  have  been  observed  from  a 
minimum  of  several  months  to  a maximum  of  sev- 
enty-six months.  Three  patients  have  died.  Pro- 
gression of  the  disease  occurred  in  nine  of  the  19 
cases. 

The  finding  that  7.2  per  cent  of  the  patients  in 
a tuberculosis  sanatorium  have  “serologically 
proved”  histoplasmosis  and  that  the  actual  presence 
of  the  micro-organism  was  demonstrated  in  33  per 
cent  of  the  cases  is  indeed  remarkable.  It  certainly 
calls  for1  very  serious  consideration  of  the  importance 
of  histoplasmosis  in  tuberculosis  sanatoriums.  If  it 
be  assumed  that  a similar  prevalence  obtained 
throughout  the  general  area  of  high  histoplasmin 
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sensitivity,  quite  startling  figures  would  be  ob- 
tained. 

Calculations  have  been  made  of  the  number  of 
tuberculosis  sanatorium  beds  in  the  areas  where 
histoplasmin  sensitivity  among  adults  exceeds  50 
per  ecnt.  This  area  extends  roughly  from  southern 
Ohio  in  a sweeping  circle  through  central  Indiana 
and  Illinois,  eastern  Kansas  and  Oklahoma,  north- 
east Texas,  northern  Louisiana,  Mississippi  and  Ala- 
bama, and  includes  all  of  Tennessee,  Arkansas,  Mis- 
souri, and  Kentucky. 

If  the  findings  of  the  present  study  prove  to  be 
generally  applicable  to  the  histoplamosis  area,  some 
1,200  patients  in  tuberculosis  hospitals  would  be 
found  to  have  histoplasmosis.  These  1,200  cases 
would  obviously  furnish  an  important  reservoir  for 
differential  diagnosis  as  well  as  a complicating 
factor  in  any  therapeutic  trial  of  tuberculosis. 

The  accurate  estimation  of  this  problem  is  ob- 
viously of  fundamental  importance  to  all  persons 
concerned  with  the  care  of  tuberculosis.  These 
patients  not  only  occupy  tuberculosis  beds,  but  they 
derive  no  benefit  from  antituberculosis  therapy  and 
may  contract  the  disease.  Furthermore,  the  demon- 
stration of  more  cases  of  histoplasmosis  should  fur- 
nish an  adequate  pool  of  cases  for  trials  of  thera- 
peutic agents  so  urgently  needed  in  this  fungal  in- 
fection. Moreover,  the  finding  of  histoplasmosis  in 
the  degree  which  might  be  encountered  in  this  area 
might  permit  further  usage  to  be  found  for  beds  in 
these  sanatoriums.  At  present  the  general  treat- 
ment of  histoplasmosis  is  similar  to  that  of  tuber- 
culosis before  specific  therapy  was  found. 

— By  Michael  L.  Furcolow  and  Charles  A.  Brasher,  The  Amer- 
ican Review  of  Tuberculosis  and  Pulmonary  Diseases,  May, 

1956. 

FOODS  FOR  THE  UPPER  AGE  GROUP  AND 
NUTRITIONAL  IMPLICATIONS 

Information  about  foods  eaten  by  older  people, 
in  relation  to  their  nutritional  status,  has  been  com- 
ing recently  from  regional  research  conducted  co- 
operatively by  Western  and  North  Central  groups  of 
Experiment  Stations  and  the  Human  Nutrition 
Research  Branch  of  the  Agricultural  Research  Serv- 
ice. Studies  have  been  published  giving  information 
on  people  in  California,  Iowa,  Michigan,  Missouri, 
Nebraska,  South  Dakota  and  Wisconsin.  The  Pub- 
lic Health  Service  and  state  and  local  health  agen- 
cies cooperated  actively  in  the  California  studies. 

The  people  studied  were  “well”  rather  than  “sick” 
people;  they  ranged  in  age  from  30  to  over  90  years; 
and  their  food  intakes,  except  for  one  group,  repre- 
sent those  of  people  managing  their  own  affairs  and 
buying  foods  and  services.  Their  choices  were  un- 
doubtedly influenced  by  levels  of  income,  intelli- 
gence, education,  experience,  habits,  and  market  of- 
ferings. 

CALCIUM— AND  MILK 

Women  collaborating  in  a coordinated  metabolic 
study  in  five  of  the  North  Central  states  showed 
the  highest  average  calcium  intakes.  This  group 
met  the  National  Research  Council’s  allowances, 
except  for  the  women  70  years  or  older,  whose  aver- 
age fell  somewhat  below.  About  one-seventh  of 
them  were  of  low  but  not  indigent  economic  level, 
about  three-fifths  were  comfortably  situated  as  to 


buying  power,  and  the  remainder  were  of  upper 
socioeconomic  status.  It  seems  reasonable  to  look 
upon  the  relatively  high  average  intakes  of  this 
group  as  representing  choices  of  people  who  could 
afford  to  buy  milk  products  and  other  sources  of 
calcium  if  they  desired. 

Women  selected,  by  means  of  area  sampling,  as 
representative  of  all  women  30  years  old  and  over 
in  Iowa  and  South  Dakota,  reported  diets  which  for 
each  age  decade  were  considerably  lower  than  the 
NRC  allowances  for  calcium.  A U.S.  Department 
of  Agriculture  study  of  homemakers  in  three  cities 
showed  averages  similar  to  the  Iowa  and  South  Da- 
kota figures. 

To  sum  up  the  calcium  studies:  women  represent- 
ing a cross-section  of  two  midwestern  states  and 
three  large  cities  ate  on  the  average,  during  a 24- 
hour  period,  far  less  calcium  than  the  National  Re- 
search Council  allowances  and  reported  very  low 
intakes  of  milk.  The  North  Central  women  collab- 
orating in  the  metabolic  study  showed  a relatively 
high  average  intake,  but  contained  individuals  with 
calcium  intakes  far  below  recommended  levels. 

These  findings  provide  good  reasons  for  public 
health  workers,  community  nutritionists,  teachers, 
and  other  leaders  to  encourage  higher  calcium  in- 
takes. There  seem  also  to  be  good  nutritional,  as 
well  as  business  reasons,  for  producers  and  proces- 
ses of  calcium-rich  foods,  notably  milk  and  cheese, 
to  seek  ways  of  improving  products  and  increasing 
sales.  Products  such  as  the  nonfat  milk  solids  in 
the  new  fast-dissolving  forms  are  convenient  and 
economical. 

VITAMIN  C— AND  FRUITS  AND 
VEGETABLES 

Men  and  women  living  in  their  own  homes  in  San 
Mateo  County,  California  recorded  average  intakes 
of  food  supplying  considerably  more  vitamin  C,  or 
ascorbic  acid  than  the  National  Research  Council 
allowance.  However,  men  over  60  in  the  San  Mateo 
County  Home  had  low  intakes.  Intakes  of  the  wom- 
en in  South  Dakota  which  were  somewhat  below 
the  allowance  for  ascorbic  acid  in  all  age  decades, 
after  70  years  of  age  averaged  only  half  the  rec- 
ommended intake.  The  levels  for  women  in  the 
Midwest,  South  and  Northeast  averaged  10  per  cent 
below  the  allowance. 

Availability  of  citrus  fruits  and  other  rich  sources 
of  vitamin  C on  the  West  Coast  would  appear  to 
have  been  a factor  in  the  relatively  high  average 
intakes  of  men  and  women  living  at  home.  Even  in 
California,  the  institutional  diet  was  low  in  vita- 
min C. 

The  data  from  South  Dakota  indicated  that  more 
than  half  the  ascorbic  acid  came  from  vitamin-rich 
vegetables  and  fruits  and  almost  one-third  from 
potatoes.  About  one-tenth  came  from  other  fruits 
and  vegetables.  Within  the  vitamin-rich  fruit  group, 
tomatoes  were  included  and  were  used  as  much  as 
any  other  single  fruit;  peaches  came  next,  followed 
by  oranges,  grapefruit  and  berries.  Among  the  San 
Mateo  County  subjects  there  was  a definite  relation- 
ship between  serum  ascorbic  acid  levels  and  vitamin 
C intakes  and  also  between  the  serum  levels  and 
lack  of  teeth  or  gingivitis.  In  San  Mateo  County, 
serum  ascorbic  acid  levels  were  lowest  for  those 
in  the  low  economic  group — the  men  in  the  County 
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Home.  The  people  on  relief  and  assistance  rolls 
were  somewhat  higher,  those  of  the  middle  income 
group  still  higher,  and  those  of  the  highest  income 
level  had  the  highest  serum  ascorbic  acid  levels. 

To  sum  up  the  vitamin  C findings:  keeping  the 
serum  ascorbic  acid  high  may  save  teeth.  The  low 
levels  of  intake  observed  in  many  parts  of  the  coun- 
try make  it  appear  that  foods  rich  in  vitamin  C 
need  to  be  made  more  attractive  to  adults.  Avail- 
ability, cost,  convenience  are  all  factors  to  be  ex- 
plored. Frozen  and  dried  citrus  concentrates  and 
other  dependable  year-around  sources  of  vitamin  C 
may  deserve  more  attention. 

FOOD  INTAKE  PATTERNS 

The  frequency  of  designated  food  groups  in  the 
24-hour  intakes  was  reported  by  women  in  the  low 
sample.  More  than  90  per  cent  of  the  women  had 
eaten  fats;  bread  or  other  cereal  products;  meat, 
poultry,  or  fish.  From  70  to  89  per  cent  had  eaten 
white  potatoes  and  desserts  other  than  fruit.  From 
50  to  70  per  cent  had  eaten  vitamin-rich  vegetables 
and  fruits;  other  vegetables;  eggs,  cheese,  and  leg- 
umes; and  fluid  milk.  Less  than  half  had  had  other 
fruits.  The  most  popular  kinds  of  foods  among  the 
Iowa  women  were  fat,  bread,  meat,  potato,  and 
desserts  other  than  fruit. 

In  the  South  Dakota  sample  60  per  cent  of  the 
desserts  were  “make” — with  cakes  leading  in  popu- 
larity, cookies  and  pies  next.  Total  fat  in  the  South 
Dakota  diets  were  estimated  at  40  per  cent  of  the 
calories,  19  per  cent  coming  from  table  fats.  Where- 
as there  was  a decrease  of  averaging  energy  intake 
with  age,  there  was  no  consistent  drop  in  the  per- 
centage of  total  calories  from  major  food  groups. 
Sweets  and  desserts,  then  cereal  products,  then  table 
fats  accounted  for  more  than  60  per  cent  of  the  cal- 
ories. The  popularity  of  high  calorie  foods  should 
be  considered  as  nutrition  workers  attempt  to  sug- 
gest ways  to  prevent  and  control  overweight 
through  diet. 

Overweight  has  sometimes  seemed  associated  in 
individual  cases  with  unexpectedly  low  values  for 
recorded  or  recalled  food  intakes.  It  is  often  sug- 
gested that  the  low  values  are  actually  underesti- 
mates (conscious  or  subconscious)  of  the  actual 
food  eaten.  Perhaps  where  underestimates  are  re- 
ported it  is  in  the  quantities  assumed  as  normal 
servings  by  the  scientists  calculating  the  nutritive 
value  of  the  diet.  For  nutritional  evaluation  of 
diets  the  amounts  of  food  must  be  known.  One 
part  of  the  North  Central  project  was  directed  to- 
ward establishing  characteristic  sizes  of  servings 
through  determining  the  weights  of  foods  eaten. 
After  age  70  decreases  were  apparent  in  most  por- 
tion averages.  However,  the  amounts  of  sugar  and 
cream  added  to  beverages  and  the  amounts  of  table 
fat  used  increased  after  the  age  of  50. 

For  research  workers  the  findings  from  these 
studies  provide  additional  tools  for  evaluating 
dietary  data,  for  improving  methodology,  and  for 
planning  new  research.  For  community  nutrition- 
ists and  teachers  the  information  would  seem  to  pro- 
vide support  for  continued  emphasis  on  milk  and 
vitamin-rich  fruits  and  vegetables  as  food  sources 
of  nutrients.  The  data  made  available  should  inter- 
est those  concerned  with  various  aspects  of  food 
processing,  food  service,  and  food  habits. 

— By  Esther  L.  Batchelder,  Ph.D.,  American  Journal  of  Public 

Health,  October,  1956. 


One  of  the  most  common  diseases  among  older 
men  is  also  one  of  the  most  baffling  to  the  medical 
profession.  It  is  cancer  of  the  prostate  gland. 

This  insidious  form  of  cancer  alone  accounts  for 
approximately  20,000  deaths  in  this  country  each 
year.  Furthermore,  it  is  reported  that  autopsy 
studies  on  men  past  50  (who  died  of  other  causes) 
revealed  cancer  of  the  prostate  in  12  to  46  per  cent 
of  the  cases.  In  other  words,  between  3 and  8 mil- 
lion men  living  now  may  have  cancer  of  the  pros- 
tate. Few  know  it. 

The  disturbing  fact,  Dr.  J.  Kenneth  Sokol,  North- 
western University  Medical  School,  reported  in  Jan- 
uary, 1956,  Medical  Clinics  of  North  America,  is 
that  “less  than  one  of  twenty  cases  (of  prostatic 
cancer)  are  suitable  candidates  for  complete  removal 
of  the  cancer.”  For  this  reason,  new  technics  of 
prostatic  cancer  palliation  are  particularly  import- 
ant. 

One  of  the  most  successful  approaches  to  the 
palliation  of  prostatic  cancer  has  been  the  use  of 
endocrines  (sex  hormones).  A new  type  estro- 
genic compound  is  bringing  relief  and  hope  to  many 
prostatic  cancer  patients.  This  new  drug,  TACE, 
has  been  used  successfully  by  several  doctors  in  the 
treatment  of  prostatic  cancer. 

Drs.  Grayson  Carroll  and  Robert  V.  Brennan  of 
St.  Louis  University  School  of  medicine  and  St. 
John’s  Hospital,  St.  Louis,  Missouri,  reported  studies 
covering  a period  of  32  months  with  42  patients 
suffering  from  this  disease  of  the  prostate. 

“In  many  patients  in  whom  the  disease  had  made 
other  synthetic  drags  ineffective,  the  administration 
of  TACE  resulted  in  clinical  improvement,”  they 
reported  in  an  article  in  The  Journal  of  Urology. 

The  effectiveness  of  this  new  estrogen  was  charac- 
terized by  increased  weight,  less  cancer  pain  and 
an  improvement  in  blood  pressure,  and  it  seemed  to 
stop  growth  of  cancer  in  other  parts  of  the  body. 

However,  they  pointed  out,  “sufficient  time  has 
not  elapsed  for  us  to  compare  the  survival  time  in 
T ACE-treated  patients  to  that  observed  in  patients 
treated  with  other  synthetic  or  natural  estrogens.” 
Nevertheless,  it  is  encouraging  to  know  that  all 
hope  is  not  gone  when  a patient  discovers  that  he 
has  cancer  of  the  prostate. 

TACE,  available  only  on  prescription,  was  devel- 
oped by  the  Research  Laboratories  of  The  Wm.  S. 
Merrell  Company,  Cincinnati,  Ohio. 


Although  acceptance  of  specific  therapy  is  a pri- 
mary goal  in  the  control  of  tuberculous  disease, 
it  is  not  the  only  one.  In  a broader  sense  modem 
medicine  strives  to  return  to  society  an  individual 
free  from  organic  disease,  capable  of  assuming  per- 
sonal, family,  and  community  responsibilities.  A 
concept  such  as  this  implies  that  the  individual  will 
be  physically  able  to  work — that  he  will  have  been 
prepared  for  some  vocation.  Not  every  patient,  of 
course,  will  need  to  acquire  a new  occupation.  There 
are  many,  however,  who  never  have  had  a vocation 
and  will  have  to  be  trained  in  one  compatible  with 
physical  status  and  aptitude.  (Sidney  H.  Dressier, 
Am.  Rev.  Tuberc.,  August,  1956). 
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level.  It  was  opposed  by  the  Department  of 
Commerce  (where  C.A.A.  is  located)  and  the 
Civil  Aeronautics  Board.  However,  support 
came  from  the  outside,  including  testimony 
from  Dr.  Jan  Tillisch  of  the  Mayo  Clinic,  Dr. 
William  Ashe,  chairman  of  the  department 
of  preventive  medicine,  Ohio  State  Univer- 
sity, and  Dr.  Herbert  F.  Fenwick,  president 
of  the  Civil  Aviation  Medical  Examiners. 
Dr.  Tillisch  headed  an  A.M.A.  ad  hoc  com- 
mittee that  had  started  a study  of  the  prob- 
lem, but  he  testified  as  an  individual. 

Veterans  medical  care.  The  House  Veter- 
ans Affairs  Committee  had  held  extensive 
hearings  on  a bill  to  further  restrict  admis- 
sion of  non-service  connected  cases  to  Veter- 
ans Administration  hospitals,  but  there  were 
no  developments  beyond  that  to  encourage 
sponsors  of  this  legislation. 

Civil  defense  reorganization.  Here  again 
a wide  split  developed  at  the  hearings  on 
just  how  to  reorganize  the  federal  govern- 
ment’s participation  in  civil  defense.  The 
Administration  wanted  to  strengthen  the 


U.S.  civil  defense  arm  (the  Federal  Civil  De- 
fense Administration),  but  without  going  to 
the  extent  of  making  a cabinet-rank  Depart- 
ment of  Civil  Defense,  which  is  the  goal  of 
Chairman  Chet  Holifield  (D.,  Calif.)  of  the 
subcommittee  that  had  studied  civil  defense 
for  more  than  a year. 

Control  of  barbiturate  and  amphetamine 
d.rugs.  The  objective  of  bills  before  the 
House  Interstate  health  subcommittee  is  to 
extend  federal  control  to  take  in  the  manu- 
facture, compounding,  processing,  distribu- 
tion and  possession  of  habit-forming  bar- 
biturates and  amphetamines.  This  would 
be  achieved  by  demonstrating  that  intra- 
state control  of  the  drugs  is  essential  to 
achieve  interstate  control,  a philosophy  ad- 
vanced for  years  by  some  federal  officials. 

While  manufacturers,  compounders,  pro- 
cessors and  handlers  would  have  to  list  their 
names  and  places  of  business  with  HEW 
and  to  maintain  complete  records,  physi- 
cians would  not  have  to  comply  with  these 
regulations. 

Pressures  for  economy  that  had  been  evi- 
dent early  in  the  session  seemed  to  lose  their 
(Continued  on  page  34- A) 
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TECHNICAL  EXHIBITS 

(Continued  from  page  22- A) 

COMPTOMETER  DICTATION  MACHINE  COM- 
PANY, 240  North  11th  Street,  Lincoln,  Nebraska — 
Booth  No.  11.  The  Thermofax  “Secretary”  copy- 
ing machine,  the  latest  development  by  the  Minne- 
sota Mining  and  Manufacturing  Company,  will  be 
called  to  the  attention  of  each  physician  by  mail 
in  advance  of  the  annual  sessions  and  will  be  in- 
troduced May  14,  1957  at  the  Hotel  Paxton.  This 
machine  will  itemize  the  physician’s  monthly  state- 
ments in  four  seconds;  No  Masters,  No  Fluids,  and 
no  time-consuming  processes.  Here’s  a desk-top 
copying  machine  that  will  make  instant  statements 
direct  from  your  itemized  office  account  cards  by 
electricity  alone.  Take  the  time  to  see  this  at  the 
annual  sessions! 

GENERAL  ELECTRIC  COMPANY,  319  11th 
Street,  Des  Moines,  Iowa — Booth  No.  29.  You  are 
cordially  invited  to  visit  our  booth  during  the  an- 
nual sessions. 

HAROLD  DIERS  & COMPANY,  237-240  Kee- 
line  Building,  Omaha,  Nebraska — Booth  No.  6.  “Be 
sure  to  visit  the  booth  of  HAROLD  DIERS  & COM- 
PANY to  get  complete  information  on  two  very 
important  insurance  coverages:  the  new  PROFES- 
SIONAL OVERHEAD  EXPENSE  Group  Insurance 
that  will  cover  most  of  the  fixed  overhead  costs 
of  your  office  in  case  of  disability — and  also  the 
IMPROVED  LONG  TERM  DISABILITY  COVER- 
AGES. Both  plans  represent  a considerable  sav- 
ings in  cost  and  broader  coverage  than  is  offered 
under  individual  policy  forms.” 

HUGO  HEYN  COMPANY,  1907  Farnam  Street, 
Omaha,  Nebraska — Booth  No.  21.  The  Hugo  Heyn 
Company,  distributors  of  Edison  Voicewriters  for 
Nebraska  and  Western  Iowa,  will  exhibit  the  com- 
plete Edison  Voicewriter  line  of  equipment.  This 
will  include  the  compact  book  shaped,  famous  VP 
Voicewriter  and  the  remote  control  Edison  Tele- 
voice system  for  hospitals  and  clinics. 

LEDERLE  LABORATORIES  DIVISION,  AMER- 
ICAN CYANAMID  COMPANY,  Pearl  River,  New 
York — Booth  No.  32.  You  are  cordially  invited  to 
visit  the  Lederle  booth  where  our  medical  repre- 
sentatives will  be  in  attendance  to  provide  the 
latest  information  and  literature  available  on  our 
line.  Many  of  the  dependable  quality  products  of 
the  Lederle  Laboratories  will  be  featured. 

MEAD  JOHNSON  & COMPANY,  Evansville  21, 
Indiana — Booth  No.  33.  In  the  Mead  Johnson  booth, 
specially  trained  representatives  will  be  ready  to 
tell  you  about  these  product  “families”:  (1)  The 
Mead  Johnson  Formula  Products  Family — including 
ready-to-use  Lectum  and  Olac  for  routine  infant 
feeding,  as  well  as  Dextri-Maltose.  (2)  The  Deca 
Vitamin  Family — 3 convenient  dosage  forms  for 
comprehensive  vitamin  protection  of  infants  and 
children.  (3)  The  Colace  family — providing  a new 
approach  in  preventing  and  treating  constipation  by 
keeping  stools  soft  for  each  passage. 


MEDICAL  PROTECTIVE  COMPANY,  5814  Reed 
Road,  Fort  Wayne,  Indiana — Booth  No.  22.  MAL- 
PRACTICE PROPHYLAXIS  . . . Less  Malpractice 
Publicity  for  public  consumption,  Individual  Insur- 
ance free  from  charges  of  “doctor’  combine,”  Pre- 
ventive Information  to  policyholders  in  “The  Doc- 
tor and  the  Law,”  58  years  of  Full-Time  Experi- 
ence that  assure  Expert  Defense,  and  the  Avoid- 
ance of  Over-Dose  Insurance  that  breeds  large 
losses,  combine  to  reduce  Average  per  capita  Inci- 
dence of  Suits  and  the  Average  Total  Judgment  or 
Settlement  in  1956  to  $1,415.  “Specialized  Service 
makes  our  Doctor  safer.” 

MERRILL  LYNCH,  PIERCE,  FENNER  & 
BEAN,  305  South  17th  Street,  Omaha,  Nebraska 
— Booth  No.  31.  An  electrically  animated  exhibit 
showing  the  growth  of  American  Business,  the  in- 
creased value  of  common  stocks,  and  the  decreas- 
ing purchasing  power  of  the  dollar,  along  with  in- 
vestment literature  explaining  why  and  how  to 
invest.  Also  available  will  be  information  regard- 
ing systematic  investment  programs  and  research 
analyses  of  various  companies. 

MILEX  PRODUCTS,  2517  No.  Prospect  Rd., 
Peoria,  Illinois — Booth  No.  10.  Milex  Products  will 
display  a full  line  of  gynesic  specialties  including 
our  MILEX  PLASTIC  FOLDING  PESSARIES, 
TRICHO-SAN  with  unique  JEL-Jector  applicator, 
LESTENS,  for  pre-menstrual  tension,  as  well  as 
products  for  use  in  both  FERTILITY  and  INFER- 
TILITY problems.  We  will  aso  exhibit  a complete 
set  of  (uterine)  CANCER  DETECTION  instru- 
ments, together  with  special  self-retaining  speculs, 
and  the  most  widely  used  “MARITAL  GUIDE”  in 
the  field. 

ORTHO  PHARMACEUTICAL  CORPORATION, 
Raritan,  New  Jersey  — Booth  No.  9.  ORTHO  cor- 
dially invites  you  to  Booth  9.  Featured  will  be  DEL- 
FEN  Vaginal  Cream,  Ortho’s  most  spermicidal 
contraceptive.  DELFEN  Vaginal  Cream  has  a high 
concentration  of  a new  most  potent,  well-tolerated 
spermicide.  Since  the  spermicide  is  in  the  water 
phase  of  an  oil-in-water  emulsion,  it  rapidly  in- 
vades seminal  fluids,  killing  sperm  on  contact.  It 
is  emollient  and  nonirritating  to  vaginal  tissues. 
Ortho  representatives  will  be  glad  to  discuss  this 
product  with  you. 

PAUL  REVERE  LIFE  INSURANCE  COMPANY 
— Booth  No.  12.  The  Paul  Revere  Life  Insurance 
Company  exhibit  will  display  brochures  and  other 
literature  describing  the  Company’s  Non-Cancellable 
and  Guaranteed  Continuable  accident  and  sickness 
contracts.  The  Paul  Revere  is  a national  organiza- 
tion, specializing  in  the  underwriting  of  Non-Can- 
cellable  disability  income  protection  and  Life  Insur- 
ance for  a select  clientele. 

PET  MILK  COMPANY,  St.  Louis,  Missouri  — 
Booth  No.  8.  We  will  be  pleased  to  have  you  stop 
and  discuss  the  variety  of  time-saving  material 
available  to  busy  physicians.  Our  representatives 
will  be  on  hand  to  discuss  the  merits  of  “Pet”  Evap- 
orated Milk  for  infant  feeding  and  INSTANT  “Pet” 

(Continued  on  page  44- A) 
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it  from  the  House,  in  practice  the  Senators 
generally  restore  much  of  the  money  cut  by 
the  House  and  occasionally  (as  last  year) 
vote  large  boosts  over  House  figures.  So 
the  possibility  now  is  for  even  higher  health 
and  medical  budgets  before  the  appropria- 
tions bills  finally  are  enacted.  (From  Wash- 
ington Office  A.M.A.). 


The  Credo  of  a Scientist — 

The  following  is  quoted  from  I.S.M.R. 
Bulletin,  October,  1956,  and  is  credited  to 
Doctor  A.  J.  Carlson: 

“When  the  shadows  beckon  men  of  my 
years,  we  still  have  our  children,  we  still 
have  our  dreams.  I dream  of  the  day  when 
our  leaders  will  actually  put  the  principles 
of  science  and  democracy  to  work  in  our  land, 
in  politics,  in  industry,  in  trade,  in  educa- 
tion; when  understanding  will  more  than 
hold  its  own  against  superstition,  guile  and 
greed ; when  force  and  violence  are  replaced 
by  conference,  compromise,  and  approximate 
justice  in  all  our  domestic  and  foreign 
policies  . . . 

“It  is  a matter  of  forgetting  the  hypo- 
thetica  universe  created  out  of  ignorance  and 
motivated  by  our  undisciplined  emotions, 
and  a reconditioning  to  the  actual  universe 
as  gradually  understood  through  controlled 
experiment  . . . For,  slowly  but  surely,  the 
understanding  of  man  provided  by  science 
will  help  to  make  our  life  more  intelligent, 
toil  more  cheerful,  fear  and  hatred,  pain 
and  tears  less  prevalent  in  our  life.” 


Foundation  of  the  Student  American 
Medical  Association — 

Founded  in  1955,  as  an  irrevocable  trust 
to  give  financial  aid  to  growing  numbers  of 
medical  students  in  their  last  three  years 
of  training,  the  Foundation  of  the  Student 
American  Medical  Association  is  twenty-four 
Americans  prominent  in  medicine,  educa- 
tion, and  industry.  Appeals  for  support  are 
going  out  to  all  medical  organizations,  indi- 
vidual physicians,  pharmaceutical  manufac- 
turers, and  many  philanthropic  Foundations. 


offers  this 
efficient,  simple, 
easy  to  use 


Head  Halter 


Traction 


Expertly  designed 
and  snug  fitting 

Efficient,  simple,  easy 
to  use 

Reasonably  priced 
and  complete  as  a kit 


This  Head  Halter  may  be  used 
for  many  kinds  of  traction  . . . 
cervical  fractures,  spasm  of  neck 
muscles,  certain  types  of  head- 
aches, arm  pains,  types  of  spinal 
TB  and  many  other  uses.  Each 
kit  contains:  bracket  unit  with 
rope,  pulleys,  sand  bag  and 
protective  door  pad;  a head 
halter  unit  and  a notched 
spreader  bar  unit.  Available  in 
adult  or  child  size. 

Ask  your  P&H  Representative 
for  complete  information  or  write 
for  brochure  . . . NM-557. 


It  is  hoped  that  the  availability  of  funds 
may  encourage  qualified  individuals  to  en- 
ter medical  training. 


Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 
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CARDIOSCOPE  CS-3-5 


n ft  I in  nr 


PHYSICAL  MEDICINE  and  CARDIOLOGICAL 
_ Equipment 


CARDIAC  DEFIBRILLATOR-CD 


CARDI0PH0NE-CP-3-6 


CARDIAC  PACEMAKER-CPM 


MEDI-SINE  with  GALVAN  ISM-1 400MG 


MEDITHERM-1600 


available  through 


MEDI-SINE-1400M 


MED l-SONAR  PORTABLE-1100 


DONLEY 


MEDI  SONAR  CONSOLE-1050 


nations 

respected  for  more  than  25  years 
for  their  many  valuable 
contributions  to  the  science  of 
physical  medicine,  is  constantly 
increasing  the  number  and 
scope  of  its  products,  making  it 
possible  to  offer  to  the  medical 
profession  one  of  the  most 
complete  lines  available. 

All  equipment  is  available  for 
your  free  trial  through 
carefully  selected  franchised 
surgical  supply  dealers. 


MEDICAL  SUPPLY  COMPANY 


PHONE  2-4468 


2415  "O"  ST.,  LINCOLN,  NEBRASKA 
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Physician-Mortality — 

According  to  the  report  by  Mr.  Frank 
Dickinson  and  Mr.  Leonard  W.  Martin  in 
Bulletin  103  of  the  Bureau  of  Medical  Eco- 
nomics of  the  American  Medical  Associa- 
tion, the  prevailing  idea  that  doctors  die 
young  is  only  partially  true.  Investigation 
of  the  death  certificates  of  more  than  10,000 
physicians  who  died  in  the  period  1949-1951 
showed  that  “.  . . the  number  of  physician 
deaths  was  only  93.3%  of  the  number  of 
deaths  that  would  have  been  expected  if 
physicians  had  experienced  the  age-specific 
mortality  rates  of  white  males.  . . It  was 
poorer  in  the  age  groups  60-64  and  65-69 
and  for  diseases  of  the  heart,  diabetes  mel- 
litus,  and  suicide.”  They  show,  also,  that 
life  expectation  of  physicians  is  better  than 
that  of  white  males  in  general  up  to  age  75. 
Thereafter  they  are  equal. 


Cost  of  Medical  Care  in  the  United  States — 

The  cost  of  private  medical  care  in  the 
U.S.  in  1955,  was  placed  at  $11.2  billion, 
while  public  care  (federal,  state,  and  local) 
was  estimated  at  $3.9  billions.  The  costs  of 
private  medical  care  may  be  broken  down 
as  follows: 

• $3.4  billion  for  physicians’  charges. 

• $3.7  billion  for  hospital  charges. 

• $2.3  billion  for  drugs  and  appliances. 

• $$1.8  billion  for  other  charges,  includ- 
ing nursing. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 
natural,  oral 
estrogen 


Another  $1,500,000  to  Pan-American 
Sanitary  Organization 

The  United  States  pays  one-third  the  total 
budget  required  to  support  this  American 
branch  of  World  Health  Organization,  a sec- 
tion of  United  Nations.  In  addition  to  this 
great  contribution  to  world  health,  we  read 
the  following  in  a News  Release  from 
P.A.S.B.  dated  March  7,  1957 : 

“Washington,  D.C.,  March  7 — The  solu- 
tion of  the  international  public  health  prob- 
lem of  highest  priority  in  the  Americas  was 
advanced  one  step  forward  today  by  a spe- 
cial contribution  of  $1,500,000,  made  by  the 
United  States  Government  to  increase  the 
Special  Fund  of  the  Pan  American  Sanitary 
Organization  for  malaria  eradication.” 


AYERST  LABORATORIES 
New  York,  N.  Y • Montreal,  Canada 

5645 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  2-1246  Phone  2-885 1 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM  * TAVERN  GRILL 
• COFFEE  SHOP  * MURAL  LOUNGE 


J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


3 8- A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Complete  and  Dependable 

PRESCRIPTION  SERVICE 

Phone  and  Mail  Orders  Filled  Promptly! 


GOLDS 


Lincoln's  Busy  Dept.  Store 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  colmun  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding;  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE — Combination  office  and  residence  in 
town  of  1,500  population,  located  in  the  heart  of 
Frenchman-Cambridge  irrigation  district.  Twenty- 
four-bed  Community  Hospital  to  be  constructed  this 
summer.  Will  also  sell  laboratory  equipment  and 
furniture.  Write  Box  4,  Nebraska  State  Medical 
Journal,  1315  Sharp  Bldg.,  Lincoln  8. 

GENERAL  PRACTICE  available  on  or  before 
June  1,  1957.  County  seat  town  of  2,000,  central 
Nebraska,  on  pavement.  New  20  bed,  county  hos- 
pital in  town.  Five-room  office  available  at  rea- 
sonable rent.  One  other  doctor  in  town.  Will  sell 
for  inventoried  cost  of  equipment  and  supplies. 
Write  Box  5,  Nebraska  State  Medical  Journal,  1315 
Sharp  Bldg.,  Lincoln  8. 

FOR  SALE — General  practice — Eastern  Nebras- 
ka. Established  30  years.  Excellent  hospital  fa- 
cilities, well  equipped  office  with  complete  files — 
reasonable  rent  and  desirable  ground  floor  location. 
Gross  income  over  $26,000  each  of  last  5 years. 
Terms  arranged.  Moving  out  of  state.  Write  Box 
6,  Nebraska  State  Medical  Journal,  1315  Sharp 
Bldg.,  Lincoln  8. 

FOR  SALE  — Established  general  surgical  and 
medical  practice  in  new  air-conditioned  office.  Gross 
30  to  35  thousand  yearly  last  10  years.  California 
city  of  150,000.  Excellent  hospitals.  Will  sell  all 
or  half  equipment  and  supplies.  Excellent.  Box  7, 
Nebraska  State  Medical  Journal,  1315  Sharp  Bldg., 
Lincoln  8. 

WANTED — An  E.E.N.T.  physician  to  take  over 
my  long  established  practice  in  a fast  growing  town 
of  12,000  in  Eastern  Nebraska.  Nothing  to  sell 
except  some  office  equipment  at  a very  low  price. 
Want  to  retire.  Write  C.  H.  Campbell,  M.D.,  Colum- 
bus, Nebraska. 

FOR  SALE — Hamilton  examining  table,  medicine 
cabinet  and  table-cabinet;  flat-top  desk,  26x50,  and 
swivel  chair;  Fischer  pedestal  therapy  lamp;  infant 
scale;  enameled  trays  and  containers;  ceiling  light 
fixtures,  etc.;  all  in  very  good  condition.  Louis 
Scholnick,  613  North  43rd  Street,  Omaha,  Nebraska, 
Walnut  1489. 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


CALIFORNIA  CAREER  OPPORTUNITIES 
FOR  PHYSICIANS  AND  PSYCHIATRISTS 

Employment  available  as  a result  of  interview 
only.  Assignments  in  State  hospitals,  juvenile 
and  adult  correctional  facilities,  or  a veterans 
home.  Three  salary  groups:  $10,860-$12,000; 

$11,400  - $12,600;  $12,600  - $13,800.  Salary  in- 
creases being  considered  effective  July  1957. 
Citizenship,  possession  of,  or  eligibility  for  Cali- 
fornia license  required.  Write  Medical  Recruit- 
ment Unit,  Box  A,  State  Personnel  Board,  801 
Capitol  Avenue,  Sacramento  14,  California. 


When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln,  Call 


I Mayo  Drug  Co. 

I “The  Drug  Store  on  the  Corner” 

j Phone  6-2353  2700  North  48th 

} — We  Deliver  — 

i (Serving  Our  Community  for  33  Yeera) 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


39-A 


Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

J.  M.  Woodward,  Lincoln President 

Russell  R.  Best,  Omaha President  Elect 

L.  S.  McNeill,  Campbell Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — J.  D.  McCarthy,  Omaha;  Earl  F.  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  D.  B.  Steenburg,  Aurora 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

Clarence  Minnick Cambridge 

COMMITTEES 

Education 

Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

Blood  Products 

J.  R.  Schenken,  Chm Omaha 

D.  H.  Morgan,  Sr McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

F.  A.  Mountford Davenport 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

R.  B.  Adams Lincoln 

C.  R.  Brott Beatrice 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

General  Education  Committee 
John  Thomas,  Chm Omaha 

D.  B.  Steenburg Aurora 

E.  B.  Reed Lincoln 

Hospital  and 
Professional  Relations 

John  Schenken,  Chm Omaha 

Howard  B.  Hunt Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

Fay  Smith Imperial 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publications 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

P.  J.  Huber Crete 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


Earle  G.  Johnson Grand  Island 

Max  Gentry Gering 

Fay  Smith Imperial 

M.  A.  Johnson Plainview 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

Horace  Munger Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm. Nebr.  City 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

H.  D.  Kuper Columbus 

Prepayment  Medical  Care 

John  Brush,  Chm Omaha 

John  T.  McGreer,  Jr. Lincoln 

B.  R.  Farner Norfolk 

Public  Relations 

Houghton  F.  Elias,  Chm._Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebr.  City 

Geo.  Hoffmeister Hastings 

D.  B.  Wengert Fremont 

LeRoy  Lee Omaha 

Rural  Medical  Service 

Charles  Ashby,  Chm Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Scientific  Assembly 

Lee  Stover,  Chm Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

R.  B.  Adams Lincoln 

E.  L.  MacQuiddy,  Jr Omaha 

Paul  Peterson Lincoln 

H.  D.  Runty DeWitt 

Speakers  Bureau 
Robert  O.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neil Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
Paul  Maxwell,  Chm Lincoln 

A.  J.  Schwedhelm Norfolk 

Ralph  Moore Omaha 

B.  R.  Bancroft Kearney 

L.  S.  Campbell Omaha 

R.  E.  Garlinghouse Lincoln 


Veteran  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

Isaiah  Lukens Tekamah 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

0.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Diabetes 

Morris  Margolin,  Chm Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

L.  E.  Dickinson,  Jr McCock 

Fracture 

Chester  Waters,  Jr.,  Chm.  _Omaha 

John  Heinke Scottsbluff 

Frank  Stone Omaha 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Donald  Vroman Omaha 

Harold  Harvey Lincoln 

Mental  Hygiene 

Robert  J.  Stein,  Chm Lincoln 

Charles  G.  Ingham Norfolk 

J.  Whitney  Kelley Omaha 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm Omaha 

M.  C.  Howard Omaha 

John  M.  Thomas Omaha 

Public  Health 

H.  C.  Stewart,  Chm. .Pawnee  City 

E.  A.  Rogers Lincoln 

O.  R.  Hayes Kearney 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Donald  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

William  F.  Novak Omaha 
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REPRINTS 

Technical  Article  = 

Are  a direct 
presentation 
of  research 

and  ® 

A valuable 
supplement  to  any 
doctor's  library 

It  costs  very  little 
^ to  run  reprints — 

write  us  for  prices 


SPLINT  & BRACE 
SHOP. . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 


Braces,  Belts 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


NEWS  Printing  Service 

118  North  Fifth 
Norfolk,  Nebraska 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


♦ 

Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  21644 


r ...IN  URINARY  COMPLAINTS 

-)f  Sterilizes  urine  in  1 to  3 days 
Relieves  burning  in  minutes 
Effective  in  93-98%  of  cases 


The  original  Azo-Sulfa  Formula*  . Antibacterial  • Analgesic 

LOCALIZED  MUCOSAL  ANALGESIA 

Phenylazo-diammo-pyridine  HCI— acts  solely  on  the  urogenital  mucosa;  pro- 
vides prompt  relief  from  burning,  pain  and  frequency. 

LOCALIZED  ANTIBACTERIAL  ACTIVITY 

Sulfacetamide— eliminates  mixed  infections  rapidly  because  of  its  unusual 
solubility  in  acid  urine  common  to  bacterial  invasion  of  the  urinary  tract.  No 
renal  damage,  concretions  or  anuria. 

and  when  Spasmolysis  is  essential 


Antibacterial  • Analgesic  • Antispasmodic 


—the  dual  activity  of  SULFID  with  the  well-known  antispasmodic  effect  of 
natural  belladonna  alkaloids. 

Introduced — July,  1954 


COLUMBUS  PHARMACAL  COMPANY  columbus  ie.  ohio 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


43-A 


PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHT  ★ 


-fa  Insole  extension  and  \ wedge  J at  inner  corner  of 
heel  where  support  is  most  needed.  T 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  ether  shoe  manufacturer. 

Wr/fe  for  free  booklet  on  Foot-so-Port  Shoes  or 
contact  your  local  FOOT-SO-PORT  Shoe  Agency. 

Refer  to  your  Classified  Telephone  Directory. 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 

prevents  nausea, 
dizziness,  vomiting 
of  motion  sickness 
in  minutes  D(1 

Jrjizer 

♦Trademark 


TECHNICAL  EXHIBITS 

(Continued  from  page  30- A) 


bed.  X-Ray  emergency,  and  other  treatment  may 
be  performed  with  “Transaver”  without  moving  the 
patient  from  his  litter. 


Nonfat  Dry  Milk  for  special  diets.  A miniature 
“Pet”  Evaporated  Milk  can  will  be  given  to  all  vis- 
itors. 

PFIZER  LABORATORIES,  630  Flushing  Avenue, 
Brooklyn,  New  York — Booth  No.  2.  The  Pfizer  ex- 
hibit spotlights  its  recent  and  original  therapeutic 
concepts  represented  by  SIGMAMYCIN,  (Brand  of 
Oleandomycin)  a combination  of  Matromycin  and 
Tetracyn;  and  the  newest  advance  in  topical  cor- 
ticosteroid therapy,  Magnacort  and  Neo-Magnacort, 
the  first  water  soluble  corticoid.  Also  MODERIL — 
Pfizer’s  new  alkaloid  of  rauwolfia.  ATARAXOID, 
the  first  and  only  ataraxic-corticoid,  as  well  as 
Bonamine  and  Sterane. 

PHYSICIANS  & HOSPITALS  SUPPLY  COMPA- 
NY, 1400  Harmon  Place,  Minneapolis,  Minnesota — 
Booth  No.  25.  Our  representatives  will  be  very 
glad  to  demonstrate  all  of  the  latest  equipment  in- 
cluding hydraulic  examining  tables,  ultra-sonic 
units,  and  many  other  items  of  interest.  Please  stop 
by  and  see  us. 

PICKER  X-RAY  CORPORATION  OF  NEBRAS- 
KA, 3810  Farnam  Street,  Omaha,  Nebraska — Booth 
No.  5.  Picker  X-Ray  will  exhibit  the  new  “Tran- 
saver” patient  handling  system,  which  is  thoroughly 
designed  to  minimize  patient  handling  from  am- 
bulance pick-up  to  final  placement  in  the  hospital 


PROFESSIONAL  MANAGEMENT,  404  Insur- 
ance Building,  Waterloo,  Iowa — Booth  No.  15.  Our 
trained  representatives  will  be  on  hand  to  discuss 
any  phase  of  economics  which  affects  your  office. 
Complete  information  on  setting  up  a new  prac- 
tice or  reorganization  of  your  present  office  pro- 
cedures is  available  at  our  booth.  We  welcome 
the  opportunity  to  discuss  these  matters  with  you 
at  the  annual  session. 

A.  H.  ROBINS  COMPANY,  INC.,  1407  Cummings 
Drive,  Richmond,  Virginia — Booth  No.  14.  The  A. 
H.  Robins  Company  exhibit  spotlights  Donnatal. 
This  “most  prescribed”  of  all  antispasmodic-seda- 
tives  is  available  not  only  in  tablets,  capsules  and 
palatable  Elixir,  but  also  in  long-acting  Extentabs. 
Also  featured:  Allbee  with  C,  capsules  providing 
“Saturation  dosage”  of  B complex  factors  and  ascor- 
bic acid;  Donnagesic  Extentabs,  extended  action  tab- 
lets of  codeine  with  Donnatal  for  10-12  hour  anal- 
gesic effects  on  a single  dose;  Entozyme,  compre- 
hensive digestive  enzyme  supplement;  and  Robalate 
(dihydroxy  aluminum  aminoacetate),  antacid  avail- 
able in  tablets  and  the  new  light-bodied  Robalate 
Liquid. 

W.  B.  SAUNDERS  COMPANY,  West  Washington 
Square,  Philadelphia,  Pennsylvania — Booth  No.  27. 
Mr.  Dunn  will  once  again  be  on  hand  with  the  com- 
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BRAND  OF  FERROUS  GLUCONATE 


FOR  ALL  SIMPLE  IRON  DEFICIENCY  ANEMIAS 


LABORATORIES 

NEW  TOM  11.  N.  V 


SUPPLIED:  Fergon  tablets  of  5 grains,  bottles  of  100  and  500. 
Fergon  tablets  of  2Vt  grains,  bottles  of  100. 
Fergon  elixir  6%  (5  grains  per  teaspoonful), 
bottles  of  16  fl.  oz. 


plete  Saunders  line.  New  books  of  special  interest 
include:  Tracy,  The  Doctor  as  a Witness;  Current 
Therapy  1957;  a brand  new  Dorland’s  Dictionary; 
Campbell:  Urology;  and  Zimmerman  & Levine: 
Physiologic  Principles  of  Surgery. 

G.  D.  SEARLE  & COMPANY,  P.O.  Box  5110, 
Chicago,  Illinois — Booth  No.  16.  You  are  cordially 
invited  to  visit  the  Searle  booth  where  our  repre- 
sentatives will  be  happy  to  answer  any  questions 
regarding  Searle  Products  of  Research.  Featured 
will  be  Nilevar,  the  new  anabolic  agent;  Rolicton, 
the  new  safe,  non-mercurial  oral  diuretic;  Vallestril, 
the  new  synthetic  estrogen  with  extremely  low  in- 
cidence of  side  reactions;  Banthine  and  Pro-Ban- 
thine,  the  standards  in  anti-cholinergic  therapy; 
and  Dramamine,  for  the  prevention  and  treatment 
of  motion  sickness  and  other  nauseas. 

THE  SMITH-DORSEY  COMPANY,  233  South 
10th  Street,  Lincoln,  Nebraska  — Booth  No.  24. 
“Stuffed  and  running  noses”  yield  quickly  to  Tria- 
minic  taken  orally  and  stay  patent  for  as  long  as 
6 to  8 hours.  The  Dorsey  booth  features  both 
forms  of  Triaminic  — “timed-release”  tablets  and 
syrup.  Let  us  provide  you  with  this  modem  suc- 
cessor to  sprays,  drops  and  inhalers. 

E.  R.  SQUIBB  & SONS,  745  Fifth  Avenue, 
New  York,  New  York — Booth  No.  30.  “E.  R..  Squibb 
& Sons  has  long  been  a leader  in  development  of 
new  therapeutic  agents  for  prevention  and  treat- 
ment of  disease.  The  results  of  our  diligent  re- 


search are  available  to  the  Medical  Profession  in  new 
products  or  improvements  in  products  already  mar- 
keted. At  Booth  No.  30,  we  are  pleased  to  present 
up-to-date  information  on  these  advances  for  your 
consideration.” 

THE  STUART  COMPANY,  35  East  Wacker 
Drive,  Chicago,  Illinois — Booth  No.  4.  The  Stuart 
Company  invites  all  physicians  attending  the  Ne- 
braska State  Medical  Association  meeting  to  visit 
our  booth.  Our  representatives  will  be  glad  to  an- 
swer any  of  your  questions  on  our  products. 

ULMER  PHARMACAL  COMPANY,  1400  Harmon 
Place,  Minneapolis,  Minnesota — Booth  No.  26.  We 
will  appreciate  the  opportunity  to  show  you  sev- 
eral new  products  for  parenteral  use.  New  lists 
on  ointments  are  available  and  special  new  evidence 
of  most  effective  analgesic  “Narone.” 


Coccidiomycosis,  which  was  known  up  to  a decade 
ago  mainly  to  physicians  and  mycologists  working 
in  the  endemic  area,  must  now  be  seriously  con- 
sidered in  the  differential  diagnosis  of  chronic  pul- 
monary lesions  in  nonendemic  areas.  Because  of 
the  great  numbers  of  military  personnel  who  were 
stationed  in  endemic  areas  during  and  after  World 
War  II,  a widespread  scattering  of  the  disease  oc- 
curred, although  the  area  itself  apparently  showed 
no  signs  of  expanding.  (Denis  J.  O’Leary,  M.D., 
and  Francis  J.  Curry,  M.D.,  Am.  Rev.  Tuberc., 
April,  1956. 
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Kapseals 


Clinical  experience1,2,3  with  CELONTIN  indicates  that  it: 

• provides  effective  control  with  minimal  side  effects  in  the 
treatment  of  petit  mal  and  psychomotor  epilepsy; 

• frequently  checks  seizures  in  patients  refractory  to  other 
medications; 

• has  not  been  observed  to  increase  incidence  or  severity  of 
grand  mal  attacks  in  patients  with  combined  petit  and  grand 
mal  seizures. 

Optimal  dosage  of  CELONTIN  should  be  determined  by  individual  needs 
of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Gm.  Kapseal  daily 
for  the  first  week.  If  required,  dosage  may  be  increased  thereafter  at 
weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks,  to  maximum 
total  daily  dosage  of  four  Kapseals  (1.2  Gm.). 

1.  Zimmerman,  E T.,  and  Burgemeister,  B.:  Arch.  Neurol.  6-  Psychiat.  72:720,  1954. 

2.  Zimmerman,  E T.,  and  Burgemeister,  B.:  J.A.M.A.  157:1194,  1955. 

3.  Zimmerman,  E T.:  Arch.  Neurol.  6-  Psychiat.  76:65,  1956. 
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Current  Comment 

The  Month  in  Washington — 

Again  the  Jenkins-Keogh  plan  is  up  for 
consideration  in  Congress.  While  there  is  no 
assurance  it  will  be  passed,  or  even  get  out 
of  the  House  Ways  and  Means  Committee, 
many  sponsors  of  the  legislation  this  year 
are  united  in  one  organization  and  are  mak- 
ing themselves  felt  on  Capitol  Hill. 

Briefly,  this  bill  would  allow  any  self- 
employed  person  to  put  a limited  portion  of 
his  income  into  a retirement  fund  with- 
out paying  income  taxes  on  the  money. 
Taxes  would  be  paid  when  the  money  was 
received  as  pension  or  retirement. 

Sponsors  of  the  Jenkins-Keogh  plan  point 
out  that  it  very  definitely  is  not  legislation 
to  give  a special  tax  advantage  to  one  group 
of  people.  For  one  thing,  every  self-em- 
ployed person  would  be  eligible,  from  farm- 
ers to  doctors,  and  from  opera  singers  to 
architects.  For  another,  corporations  since 


1942  have  been  allowed  to  put  money  into 
retirement  funds  for  their  employees  with- 
out payment  of  federal  taxes  on  the  money; 
the  self-employed  merely  want  the  same  con- 
sideration. 

At  various  times  the  American  Medical 
Association  has  led  in  the  campaign  for  en- 
actment of  legislation  of  this  type.  Two 
years  ago  the  House  Ways  and  Means  Com- 
mittee voted  to  report  it  out,  as  part  of  a 
broader  tax  bill,  but  the  committee  never 
actually  got  around  to  sending  the  combined 
bill  to  the  House  floor. 

Now  the  lead  is  being  taken  by  a newly- 
formed  American  Thrift  Assembly,  or  offi- 
cially the  American  Thrift  Assembly  for  Ten 
Million  Self-Employed.  In  addition  to  the 
A.M.A.,  the  new  group  has  the  support  of 
American  Dental  Association,  American  Bar 
Association,  and  a score  or  more  of  other  na- 
tinal  organizations  that  represent  the  self- 
employed. 

(Continued  on  page  38- A) 
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EDITORIAL 

ANOTHER  BOOST(?)  FOR  MEDICAL  PR 

“Therefore  all  things  whatsover  ye 

would  that  men  should  do  to  you , do  ye 

even  so  to  them:” 

“Get  back  to  bed  and  go  to  sleep ! There’s 
nothing  wrong  with  you;  and  don’t  call  me 
again” 

One  of  our  friends  was  staying  at  a hotel 
in  a city  in  Montana  while  his  father  under- 
went examination  at  a local  clinic.  During 
one  night  he  was  seized  with  abdominal  pain 
which  he  recognized,  from  past  experience, 
as  ureteral  colic.  He  wanted  a doctor. 
Through  the  courtesy  of  the  management  of 
the  hotel,  the  “house  physician”  came  to  see 
him.  A cursory  examination  was  followed 
by  the  declaration  that  there  was  nothing 
wrong  with  the  sufferer  and  that  he  should 
go  back  to  sleep.  No  medication  was  pres- 
scribed. 

Two  more  hours  of  agony  with  ureteral 
colic  impelled  our  friend  to  call  the  “house 
doctor”  by  telephone.  He  was  met  with  the 
words  quoted  in  the  first  paragraph  above, 
with  emphasis  on  the  injunction  “don’t  call 
me  again.” 

In  the  morning  this  man  went  to  the  hos- 
pital where  the  diagnosis  of  ureteral  calculus 
was  confirmed  and  prompt  and  adequate 
care  administered. 

What  does  this  man  remember  most  vivid- 
ly and  recount  with  greatest  acridity?  Not 
the  prompt,  humane,  and  efficient  service  he 
received  at  the  hospital.  He  tells  with  zest 
in  his  voice  and  anger  in  his  eye  of  the  gross 
neglect  and  of  the  insulting  attitude  of  the 
“house  physician”  who  let  him  suffer 
throughout  the  night. 

WHAT  OTHERS  ARE  SAYING 

It  is  interesting  to  read  the  editorial  com- 
ments to  be  found  in  other  state  medical 
journals  and  to  watch  the  trends  of  opinion 
thus  expressed  from  month  to  month.  A 
considerable  number,  if  not  the  majority,  of 


these  editorials  deal  with  the  various  rela- 
tionships between  physicians  and  our  Govern- 
ment— the  care  of  veterans,  social  security 
as  opposed  to  the  ideas  that  comprise  the 
Jenkins-Keogh  type  of  bills,  social  security 
as  it  may  affect  the  doctor’s  practice,  re- 
search grants,  medicare,  and  others. 

It  seems  like  a good  project  to  jot  down 
some  recent  expressions  of  ideas  from  a few 
of  these  thoughtful  expositions.  Space  lim- 
itations deny  us  extensive  quotations,  there- 
fore part  of  the  following  will  consist  of 
the  editor’s  interpretation  of  the  writers’ 
meanings. 

Medicare 

Opinions  of  Medicare  range  from  those  of 
deepest  gloom  to  the  opposite  extreme,  with 
all  grades  of  “inbetweeners.”  Our  own  Doc- 
tor Ed  Walsh,  writing  in  the  Bulletin  of  the 
Douglas  County  Medical  Society,  unenthusi- 
astically points  out  a few  of  the  good  fea- 
tures of  Medicare  but  concludes  his  editorial 
with  the  following  significant  statement : 
“.  . . The  entire  future  pattern  of  the  prac- 
tice of  medicine  could  well  depend  on  the 
success,  or  failure,  of  the  Medicare  pro- 
gram.” 

The  largest  collection  of  opinions  quoted 
from  doctors  in  high  positions  in  our  profes- 
sion may  be  found  in  Medical  Economics, 
January,  1957.  The  tone  of  these  opinions 
ranges  from  gloom  to  glee.  For  example, 
Doctor  Charles  W.  Pavey,  President  of  the 
Association  of  American  Physicians,  is  quot- 
ed as  follows:  “You  can  dress  it  up  any  way 
you  like.  You  can  call  it  by  any  name  a 
high-powered  public  relations  counsel  can 
devise.  You  can  sugar-coat  it  with  talk 
about  its  contribution  to  the  morale  of  the 
armed  forces.  But  you  can’t  change  the  fact 
that  it  is  socialized  medicine  through  and 
through.  . .” 

At  the  opposite  extremity,  Doctor  Herbert 
Berger,  President  of  the  New  York  City 
Medical  Society,  says:  “I  hope  physicians 
will  cooperate  with  the  plan.  We  can  show 
the  Government  that  it  is  less  expensive  to 
have  such  care  rendered  by  private  physi- 
cians than  to  set  up  large  V.A.-type  hos- 
pitals. 
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Retirement  Income  for  Doctors 

An  editorial  in  the  Rocky  Mountain  Medi- 
cal Journal  for  January,  1957,  is  devoted  to 
this  subject.  In  brief,  it  is  pointed  out  that 
social  security  is  not  insurance  but  a pure 
tax-program;  unlike  insurance,  the  money 
paid  in  is  spent  willy-nilly  for  other  pur- 
poses ; and  the  rates  may  be  increased  at  the 
whim  of  Congress  without  the  approval  of 
those  who  pay.  Doctors,  if  they  should  be 
covered,  would  rarely  collect  the  benefits; 
if  they  did  so,  they  would  have  meager  se- 
curity from  this  source  of  income. 

An  editorial  in  The  Bulletin  of  the  Los 
Angeles  Medical  Society  in  April,  1957,  (by 
Doctor  Wm.  F.  Quinn)  points  out  that: 

“The  executive  working  for  a corporation 
can  have  substantial  sums  withheld  for  re- 
tirement and  pay  taxes  on  them  only  when 
he  collects  them.  The  professional  person 
who  may  have  peak  earnings  for  a short 
period  be  he  actor,  author  or  physician,  how- 
ever, gets  no  such  break,  tax-wise.” 

Doctor  Quinn  points  out  that  the  small 
number  in  the  professional  groups  furnishes 
little  interest  to  the  politician  (vote-wise), 
consequently  all  bills  of  the  Jenkins-Keogh 
type  have  failed  to  arouse  any  action  in  Con- 
gress. He  thinks  the  public  may  be  awaken- 
ing to  the  situation  and  may  become  a part 
of  our  team.  They  have  been  aroused  by 
the  fact  that  Charles  Van  Doren,  a $4,000- 
per-year  man,  won  $120,000  on  a quiz  show 
but  came  out  with  $30,000  after  the  tax- 
gatherers  had  shaken  him  down. 

There  are  many  doctors  who  would  like  to 
get  our  profession  under  the  wing  of  social 
security,  but,  apparently,  the  majority  of  us 
favor  staying  out,  if  we  are  able  to  do  so, 
and  working  for  the  privilege  of  providing 
for  our  own  old-age  security. 

Federal  Medical  Service 

An  editorial  in  the  West  Virginia  Medical 
Journal,  April,  1957,  points  out  that,  though 
we  have  struggled  consistently,  often  with 
what  seems  to  be  success,  against  socialized 
medicine,  we  have,  nevertheless,  been 
dragged  in  little  by  little  until  we  are  “all 
in  but  the  hind  quarters.”  The  writer  con- 
cludes his  remarks  with  the  significant  ques- 
tion “What  can  we  do  about  it?” 

The  Rocky  Mountain  Medical  Journal  for 
February  1957,  contains  an  editorial  which 
states,  in  part:  “.  . . Few  citizens,  even 
physicians,  are  aware  of  the  colossal  pro- 
gram which  costs  each  wage  earner  about 


$38.75,  and  his  family  $54.61,  annually,  for 
federal  medical  services.  About  one-third 
of  the  2.5  billion-dollar  total  operates  the 
Veterans  Administration,  the  costs  of  which 
exceed  the  entire  budget  for  medical  services 
within  the  Department  of  Defense  . . .”  And 
later  in  the  same  editorial : 

“Our  point  ...  is  emphasis  of  the  colos- 
sal claim  of  past  wars  upon  the  national 
budget  in  the  form  of  benefits  to  veterans — 
many  of  which  are  for  non-service-connected 
disabilities.  Not  one  of  us  would  deny  the 
best  of  everything  ...  to  any  veteran  for  in- 
firmity or  disability  in  line  of  duty  . . . How- 
ever, we  fail  to  see  why  Uncle  Sam  . . . should 
underwrite  every  physical  disability  for  the 
balance  of  men’s  lives  simply  because  they 
answered  the  call  to  arms  in  their  home- 
land’s time  of  need  . . .” 

“Opposite  ends  must  have  a middle”  is 
the  title  of  an  editorial  in  Texas  State  Jour- 
nal of  Medicine  (February,  1957).  This  pic- 
tures the  A.M.A.  and  the  Veterans  Admin- 
istration as  tugging  at  opposite  ends  of  the 
“care  of  nonservice-connected  disabilities 
rope,”  and  states  the  writer’s  belief  that  Mr. 
Teague’s  H.R.  58  might  find  the  middle 
ground. 

Research-Grant  Programs 

For  the  fiscal  year  of  1957,  a total  of 
$83.7  million  has  been  appropriated  for  re- 
search grants.  Doctor  Vest,  in  the  April, 
1957,  issue  of  the  West  Virginia  Medical 
Journal,  notes  that  “over  one  half  of  the 
funds  allotted  are  for  cancer  and  diseases 
of  the  heart.  . .”  Like  many  others  who  have 
pondered  this  prodigious  program,  he  won- 
ders whether  a “dictated  research”  backed 
by  endless  appropriations  can  be  of  the  qual- 
ity that  has  come  up  with  great  discoveries 
of  the  past.  Apropos  of  this  point,  the  edi- 
torial states: 

“.  . . It  is  the  imagination  and  the  ideas 
of  the  investigator  working  on  these  prob- 
lems which  are  of  paramount  importance. 

“Creative  imagination,  roaming  where 
curiosity  dictates  and  unfettered  by  mun- 
dane goals,  is  the  priceless  ingredient  in  ma- 
jor discoveries.  Also  the  role  of  pure  acci- 
dent, occurring  in  the  presence  of  an  enquir- 
ing intelligence,  is  often  the  igniting 
spark.  . .” 

The  above  summarization  of  some  of  our 
editorial  opinion,  far  from  being  complete, 
does  indicate  the  direction  of  flow  of  opinion 
on  a few  of  our  major  questions. 


286 


Nebraska  S.  M.  J. 


Toxemia  of  Pregnancy 

A MEDICAL  COMPLICATION*! 


The  author  recounts  certain  observations  made 
on  a woman  who  came  in  with  eclampsia  and 
died  within  a few  hours.  The  hemolytic  process, 
prolonged  bleeding  time,  thrombocytopenia,  and 
prolonged  thrombin  time  found  in  this  patient 
were  sought  in  thirty  other  pre-eclamptic  and 
eclamptic  women.  The  findings  noted,  while  not 
always  found,  were  so  constant  as  to  suggest 
they  are  as  classical  as  hypertension,  albumin- 
uria, and  edema.  As  the  author  remarks,  these 
observations  may  "provide  a glimmer"  about 
mechanisms  involved  in  this  disorder. 

EDITOR 

T SHOULD  LIKE  to  describe 
JL  some  observations  on  the  na- 
ture of  toxemia  of  pregnancy 
which  may  serve  to  throw  some  light  on  a 
puzzling  subject.  These  observations  were 
made  in  association  with  Drs.  Jack  Pritch- 
ard, Russell  Weisman  and  Gilbert  Vos- 
burgh.  Toxemia  of  pregnancy  is  a disorder 
which  usually  occurs  during  the  last  tri- 
mester of  pregnancy  and  is  characterized  by 
hypertension,  albuminuria,  edema,  and 
sometimes  epileptiform  seizures.  The  patho- 
genesis of  toxemia  of  pregnancy  is  unknown ; 
there  have  been  numerous  theories,  all  un- 
substantiated. The  studies  which  I shall  de- 
scribe were  stimulated  by  some  observa- 
tions made  in  a patient  whom  we  studied 
about  3 years  ago.  These  seem  to  provide 
a glimmer  concerning  some  of  the  mechan- 
isms involved  in  this  disorder. 

This  first  patient  was  a 33-year-old  wom- 
an who  was  in  the  35th  week  of  her  preg- 
nancy. She  had  had  moderate  hypertension 
during  the  eleven  years  since  her  only  other 
pregnancy,  which  had  been  complicated  by 
pre-eclampsia.  During  the  two  months  be- 
fore she  was  admitted  to  the  hospital,  her 
blood  pressure  averaged  190  mm.  of  mer- 
cury systolic  and  110,  diastolic.  A few 
hours  after  she  was  admitted  to  the  hos- 
pital, she  had  a generalized  epileptiform  con- 
vulsion. The  next  day  she  was  delivered  of 
a still-born  child,  even  though  heart  sounds 
had  been  heard  prior  to  the  convulsion.  Sub- 
sequently the  patient  became  severely  oligur- 
ic, and  died  after  a week,  apparently  because 
of  renal  failure. 

*Presented  before  the  Annual  Session,  Nebraska  State  Medi- 
cal Association,  May,  1956. 

tThis  study  was  supported  in  part  by  a research  grant  (No. 
H1661C)  from  the  National  Heart  Institute  of  the  National 
Institutes  of  Health,  U.S.  Public  Health  Service,  and  in  part 
by  a grant  from  the  Cleveland  Area  Heart  Society. 
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Now  a number  of  striking  events  occurred 
during  the  course  of  this  patient’s  illness. 
Her  urine  just  before  and  after  the  convul- 
sive episode  was  very  dark  and  was  found 
to  contain  hemoglobin  and  hemosiderin.  The 
plasma  separated  from  blood  drawn  at  this 
time  was  bright  red  and  contained  free 
hemoglobin,  suggesting  that  a severe  hemo- 
lytic process  was  going  on.  The  presence  of 
hemolysis  was  subsequently  confirmed  by 
the  finding  of  reticulocytosis  as  well  as  other 
evidences  of  red  cell  destruction  and  regen- 
eration. At  autopsy,  the  kidneys  showed 
lesions  typical  of  hemoglobinuric  nephrosis. 

Secondly,  it  was  found  that  petechiae  ap- 
peared at  the  site  of  the  blood  pressure  cuff. 
Studies  of  the  hemostatic  mechanisms  then 
revealed  a prolonged  bleeding  time  and  se- 
vere thrombocytopenia.  In  addition,  the 
clotting  time  of  whole  blood  was  prolonged, 
particularly  if  this  test  was  performed  in 
coated  tubes.  Finally,  the  patient  had  a pro- 
longed thrombin  time. 

This  test  will  require  a little  explanation. 
The  last  step  in  the  clotting  process  is  the 
conversion  of  fibrinogen  to  fibrin.  This 
takes  place  through  the  action  of  an  enzyme, 
thrombin,  which  normally  evolves  from  a 
precursor,  prothrombin,  during  the  course 
of  the  clotting  process.  In  this  test,  how- 
ever, we  add  already  formed  thrombin  to  the 
plasma,  and  measure  the  time  necessary  for 
a clot  to  form  from  the  interaction  of  throm- 
bin and  fibrinogen.  This  test  we  call  the 
thrombin  time . 

In  normal  individuals,  the  thrombin  time 
is  remarkably  constant  from  person  to  per- 
son, and  in  the  same  person  from  time  to 
time.  It  has  been  found  that  the  thrombin 
time  is  normal  in  pregnant  women  during 
the  course  of  the  pregnancy,  at  term,  and 
during  the  process  of  delivery.  In  this  pa- 
tient with  eclampsia,  however,  the  thrombin 
time  was  very  long,  being  52  seconds  com- 
pared with  a control  time  of  30  seconds. 
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In  summary,  then,  this  patient  had  hemo- 
lytic anemia,  a prolonged  bleeding  time, 
thrombocytopenia,  a long  silicone  clotting 
time  and  a long  thrombin  time.  With  this  in 
mind,  we  have  now  studied  30  patients  with 
eclampsia  or  preeclampsia.  Indeed,  the  very 
next  day  a patient  was  admitted  with  an  al- 
most identical  illness,  although  she  never 
had  convulsions.  This  patinet  died  of  a cere- 
bral hemorrhage,  an  event  which  is  said  to 
be  the  cause  of  death  in  about  20  per  cent  of 
fatal  cases  of  eclampsia.  This  patient  also 
had  hemoglobinuria,  thrombocytopenia  and 
a long  thrombin  time. 

Of  the  31  patients  we  have  studied,  22  had 
preeclampsia,  and  9 had  eclampsia,  includ- 
ing the  2 fatal  cases.  In  17  of  27  cases 
there  were  evidences  of  a hemolytic  process. 
In  19  of  27  cases  there  was  a long  clotting 
time,  as  measured  in  silicone-coated  tubes. 
Eight  of  28  had  thrombocytopenia  including 
7 patients  with  eclampsia.  It  is  of  interest 
that  3 of  the  8 patients  with  thrombocyto- 
penia not  only  had  eclampsia  but  also  gross 
hemoglobinuria  and  hemoglobinemia.  Final- 
ly, 27  of  31  patients  had  a long  thrombin 
time.  Thus  the  changes  observed  in  the 
first  patient  were  far  from  unique  and 
seemed  to  be  common  components  of  the 
syndrome  of  eclampsia  and  preeclampsia. 

I am  sure  that  I do  not  understand  the 
pathogenesis  of  this  complex  of  changes. 
Hemolysis  has  long  been  known  to  be  an  ac- 
companiment of  eclampsia,  and  Schneider 
has  stated  that  he  thought  this  was  due  to 
the  lysis  of  blood  in  retroplacental  hemato- 
mas ; however,  there  is  no  evidence  that  hem- 
atomas were  present  in  the  patients  I have 
described. 

As  long  ago  as  1911,  a German  medical 
student,  Stahnke,  described  the  combination 
of  thrombocytopenia  and  hemolytic  anemia 
in  eclampsia,  but  for  some  reason  his  work 
was  generally  overlooked.  The  long  throm- 
bin time  is  also  seen  in  patients  with  path- 
ologic changes  in  the  liver,  a finding  known 
to  be  present  in  eclampsia.  There  are  other 
syndromes  in  which  one  finds  the  combina- 
tion of  hemolytic  anemia  and  thrombocyto- 
penia; for  example,  systemic  lupus  erythe- 
matosis,  thrombotic  thrombocytopenic  pur- 
pura, transfusion  reactions,  and  paroxysmal 
nocturnal  hemoglobinuria,  to  mention  a few. 

Of  interest  in  this  regard  is  the  striking 
similarity  between  the  renal  lesion  in  eclamp- 
sia and  in  lupus  erythematosis.  However, 


LE  tests  have  been  negative  in  our  patients. 
We  have  tried  to  predict  the  onset  of  eclamp- 
sia by  means  of  the  thrombin  time,  but  so 
far  we  have  not  been  successful.  On  the 
other  hand,  the  thrombin  time  remains  posi- 
tive much  longer  than  other  tests  for  this 
disease.  For  example,  in  two  patients,  ab- 
normal thrombin  times  persisted  for  8 
weeks  after  delivery — long  after  the  blood 
pressure  and  urine  had  returned  to  normal. 
Subsequently  the  thrombin  times  also  re- 
verted to  normal. 

These  observations  have  not  led  us  to  any 
new  therapeutic  insights.  We  treated  two 
patients  with  ACTH ; these  were  the  two  fa- 
tal cases.  However,  the  frequency  of  the 
abnormalities  which  I have  described  sug- 
gest that  they  may  reflect  mechanisms  as 
basic  to  the  disease  as  are  the  classic  symp- 
toms of  hypertension,  albuminuria  and 
edema.  It  is  my  hope  that  this  new  look  at 
toxemia  of  pregnancy  may  serve  as  a stimu- 
lus for  the  unraveling  of  this  puzzling  dis- 
ease. 

Current  Comment 

Abstracts  From  Russian  Medical  Literature 
Available — 

Under  a grant  from  the  National  Founda- 
tion for  Infantile  Paralysis,  the  Excerpta 
Medica  Foundation  of  Amsterdam  has  pro- 
vided abstracts  from  foreign  literature  on 
poliomyelitis  since  1951.  The  material  so 
obtained  has  been  distributed  to  all  grantees 
and  investigators  cooperating  in  the  field  of 
poliomyelitis. 

Now,  for  the  first  time,  abstracts  from 
Russian  medical  and  research  literature  are 
to  be  made  available  to  the  western  world 
through  the  same  channels.  About  thirty 
members  of  the  U.S.S.R.  Academy  of  Medi- 
cal Sciences  have  undertaken  to  provide  a 
comprehensive  service  of  abstracts  of  cur- 
rent Soviet  medical  literature,  including  re- 
ports of  work  done  in  the  field  of  polio- 
myelitis. 

From  the  Council  Bluffs  Non-Pareil — 

Hospital  officials  of  seven  states  and  the 
federal  government  met  in  Omaha  in  April 
to  exchange  ideas  on  the  federal-aid  con- 
struction program.  Nebraska,  the  Dakotas, 
Iowa,  Missouri,  Kansas  and  Minnesota  were 
represented. 
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Poliomyelitis  /n  NEBRASKA  during  1956= 

Incidence,  Virus  Studies,  Vaccine  Effectiveness  and  Safety 


The  authors  analyze,  briefly,  the  incidence, 
percentage  of  paralytic  cases,  death  rates,  and 
laboratory  studies  on  poliomyelitis  cases  occur- 
ring in  Nebraska  during  1956.  They  compare 
these  with  the  national  data.  Their  conclusions 
are  that  the  use  of  the  vaccine  is  both  safe 
and  highly  effective. 

—EDITOR 

REPORTED  CASES  OF  POLIO- 
MYELITIS 

There  was  a marked  reduction  in  the  num- 
ber of  reported  cases  of  poliomyelitis  dur- 
ing 1956,  in  Nebraska,  from  the  incidence 
of  recent  previous  years,  and  an  even  great- 
er reduction  in  the  reported  number  of  para- 
lytic cases. 

Reported  Non-  Un- 

Cases  Paralytic  Paralytic  specified 


1956  186  58  119  9 

1955  277  110  134  33 

1954  721 


Eight  deaths  were  reported  as  caused  by 
poliomyelitis  that  had  onset  during  1956. 
The  ages  of  those  who  died  were  19,  21,  23, 
25,  28,  30,  33,  and  47,  the  average  age  being 
28.  Thus,  Nebraska  had  the  remarkable  ex- 
perience of  having  no  child-deaths  due  to 
polio  in  the  entire  state  during  the  year. 
The  oldest  person  attacked  was  66  years  of 
age ; his  illness  was  severe  and  Polio  Type  I 
was  isolated.  Several  cases  occurred  in  chil- 
dren of  six  months  or  younger.  The  attack 
rate  was  highest  in  Kimball  County.  Doug- 
las County,  with  33  cases,  had  an  attack 
rate  of  11.6  per  100,000  population;  Lan- 
caster County,  with  26  reported  cases,  had  a 
rate  of  20,  and  Kimball  County,  with  31 
cases,  had  a rate  of  about  700.  Polio  virus 
was  isolated  from  many  of  the  Kimball  Coun- 
ty patients. 

The  age  distribution  of  reported  cases  of 
1956  follows: 


Age-  Non-  Un-  Per 

Group  Paralytic  Paralytic  specified  Total  Cent 

0-4  8 19  1 28  15 

5-9  8 20  5 33  18 

10-14  4 10  1 15  8 

15-19  14  22  1 37  21 

20-24  10  13  0 23  12 

25-29  7 14  1 22  12 

30-40  5 15  0 20  10 

40  plus 2 6 0 8 4 


Accordingly,  59  per  cent  of  all  reported 
cases  and  64.5  per  cent  of  reported  paralyt- 
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ic  cases  were  in  those  older  than  15  years. 
In  no  national  records  of  previous  years 
have  these  older  people  contributed  such  a 
large  percentage  of  the  reported  cases.  For 
example,  in  large  samples  of  hospital  admis- 
sions reported  by  the  National  Foundation 
for  Infantile  Paralysis,  the  over-fifteen  age- 
group  contributed  only  23  per  cent  in  1944, 
and  33  per  cent  in  1953. 

VIRUS  LABORATORY  STUDIES 

From  among  the  186  reported  cases,  the 
findings  of  the  virus  laboratory  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  are 
available  for  somewhat  more  than  half  the 
cases — 98.  These  findings  attest  to  the  dif- 
ficulty of  accurately  diagnosing  paralytic  as 
well  as  non-paralytic  polio.  Science  has  not 
provided  physicians  with  an  infallible  way 
to  determine  the  etiological  agent  upon  clin- 
ical or  epidemiological  grounds.  Based  upon 
virus  isolation  and  upon  significant  anti- 
body titer  rise  with  paired  specimens,  or 
both,  the  presence  of  the  following  viruses 
was  indicated : 


Polio  Type  I 29 

Polio  Type  II 2 

Polio  Type  III 8 

Coxsackie  An 1 

Coxsackie  3 

Coxsackie  Ek  20 

ECHO  (enteric,  cytopathic,  human, 

orphan)  5 

APC-like  virus 1 

No  positive  finding 29 


Although  Coxsackie  or  ECHO  virus  is  iso- 
lated from  stool,  the  etiological  agent  never- 
theless might  be  polio  virus,  whether  or  not 
the  latter  is  isolated  from  the  same  case. 
Still,  it  seems  reasonable  to  believe  that,  in 
this  series,  organisms  other  than  polio  virus 
were  responsible  for  some,  perhaps  many, 
of  the  infections. 
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CORRELATION  OF  VACCINATED 
CASES  WITH  LABORATORY 
STUDIES 

The  effectiveness  of  vaccination  cannot  be 
evaluated  accurately  in  the  absence  of  lab- 
oratory study;  polio  vaccine  cannot  be  ex- 
pected to  prevent  Coxsackie  virus  infections 
that  upon  occasion  may  be  reported  as  polio. 
In  view  of  the  interest  in  polio  vaccination, 
an  analysis  is  presented  of  all  cases  among 
the  98  undergoing  laboratory  study  who  had 
had  one  or  more  inoculations  of  vaccine. 
There  was  only  one  thrice-vaccinated  pa- 
tient reported  as  having  paralytic  polio  the 
diagnosis  of  which  was  supported  by  posi- 
tive laboratory  findings.  This  patient  made 
an  excellent  recovery,  and  returned  to  school 
after  a comparatively  short  time.  Antibody 
titer  rise  indicated  that  Type  I polio  was 
present. 

Thrice-inoculated  cases.  Five  were  listed 
among  the  98.  Three  were  non-paralytic, 
Coxsackie  virus  being  isolated  from  two  and 
no  isolation  being  made  in  the  third.  Two 
were  classified  in  the  paralytic  group,  one 
being  the  patient  above-mentioned.  No  virus 
was  isolated  from  the  other  case  and  there 
was  no  antibody  titer  rise  in  the  second  blood 
specimen. 

Twice-inoculated  cases.  There  were  nine- 
teen cases.  Fourteen  were  non-paralytic; 
Coxsackie  virus  was  obtained  from  3,  ECHO 
from  2,  Polio  Type  I from  2,  and  from  7 
there  was  no  isolation.  Five  were  classified 
with  the  paralytic.  Coxsackie  was  present 
in  one  mild  case,  an  APC-like  virus  in  a 
case  of  some  severity  (encephalitic  and 
meningeal)  ; Type  I polio  in  a moderately  se- 
vere case;  Type  II  polio  in  a mild  case  (iden- 
tified through  titer  rise)  ; and  no  isolation 
was  made  in  the  fifth  case  which  was  mild. 

Once-inoculated  cases.  There  were  ten, 
seven  being  non-paralytic  with  Coxsackie 
present  in  5,  Type  I polio  in  one  and  Type 
III  in  one.  From  the  paralytic  cases,  no 
virus  was  isolated  from  one  and  Type  I 
polio  from  the  other  two. 

In  summary,  of  the  34  cases  who  had  had 
one  or  more  inoculations,  ten  were  classified 
as  paralytic  and  24  as  non-paralytic;  polio 
virus  was  found  in  9,  other  viruses  in  14, 
and  no  isolations  were  made  in  11.  Only 
five  had  had  three  inoculations;  among  the 
five,  three  were  non-paralytic.  Paired  serol- 
ogy and  stool  culture  studies  were  negative 
in  one  of  the  two  paralytic  cases. 


Considering  the  non-vaccinated  people  of 
the  series  of  98,  there  was  a higher  propor- 
tion among  them  of  paralytic  cases,  40  per 
cent  being  so  classified  whereas  in  the  once- 
or-more  inoculated  group  only  29.4  per  cent 
were  listed  as  paralytic.  Among  the  non- 
vaccinated,  physicians’  reports  suggested 
greater  severity  of  paralysis  on  the  average, 
and  polio  virus  was  more  often  isolated. 
Inasmuch  as  this  series  embraced  more  than 
half  of  the  reported  cases  in  Nebraska,  it 
seems  likely  that  the  findings  justify  some 
generalization  to  all  Nebraska  cases,  though 
possibly  the  laboratory-studied  series  had 
more  than  an  expected  share  of  severe  cases. 

THE  VACCINATION  STATUS 
OF  FATAL  CASES 

Eight  of  the  reported  186  cases  that  had 
onset  in  1956,  resulted  in  death.  Seven  had 
been  unvaccinated.  The  eighth  case  was  an 
adult  who  received  his  first  inoculation  on 
September  11  and  developed  illness  on  Sep- 
tember 14.  The  disease  was  severe,  Type  I 
polio  was  isolated,  and  death  occurred  in 
early  spring  of  1957.  This  illness  did  not 
resemble  the  illnesses  of  1955  in  other  states 
that  followed  vaccination  from  vaccine  lots 
appearing  to  contain  live  virus ; among  them 
the  onsets  occurred  4 to  11  days  following 
injection  and  the  inoculated  limb  and/or  the 
contra-lateral  limb  typically  was  affected. 
This  case  occurred  in  Kimball  County,  where 
the  incidence  of  polio  was  extremely  high. 

SAFETY  OF  THE  VACCINE 

When  disease  develops  within  30  days  fol- 
lowing vaccination,  suspicion  may  be  enter- 
tained concerning  whether  live  virus  was  in 
the  vaccine,  even  though  the  illness  is  mild 
or  atypical  of  poliomyelitis.  Among  the  98 
laboratory-studied  cases,  eight  had  onset 
within  a month  of  vaccination.  Among  the 
eight,  six  were  non-paralytic  and  Coxsackie 
B5  was  isolated  from  every  case.  Two  were 
classified  as  paralytic,  one  of  them  being  the 
case  above-mentioned  with  onset  three  days 
after  first  inoculation  and  in  which  the  over- 
all incidence  points  strongly  to  a previous 
field  exposure  as  being  responsible  for  the 
illness.  The  other  patient  had  her  first 
inoculation  on  September  11  and  became  ill 
on  September  20.  No  organism  was  isolat- 
ed, but  clinical  evidence  continued  to  support 
the  diagnosis  of  polio.  The  case  was  rela- 
tively mild  according  to  reports  available  to 
the  health  department.  During  the  year 
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probably  about  three-quarter  million  inocu- 
lations were  administered  in  Nebraska, 
many  of  them  during  the  summer  and  early 
fall  months.  Field  exposure  might  account 
for  polio  developing  shortly  after  inocula- 
tion. 

EFFECTIVENESS  OF  THE  VACCINE 

Because  of  diagnostic  difficulties  with 
poliomyelitis  and  lack  of  knowledge  of  ex- 
posure-months for  vaccinated  and  unvaccin- 
ated people  as  related  to  specific  months  of 
the  year,  it  is  impossible  to  estimate  the  ef- 
fectiveness of  vaccination  from  the  1956- 
Nebraska-experience.  Certain  clues  are 
available.  There  were  no  deaths  in  people 
who  had  had  even  one  inoculation  (except 
for  the  case  mentioned  who  could  not  have 
had  time  to  develop  antibody) . Children 
within  the  ten  year  span  of  5-14  years  of 
age  contributed  12  cases  of  paralytic  polio, 
even  though  most  of  them  had  had  only  two 
inoculations  and  some  had  none.  Mean- 
while, children  within  the  five  year  span  of 
15-19  contributed  14  cases  of  paralytic  polio. 
A much  smaller  share  of  the  latter  group 
had  been  vaccinated  than  of  the  5-14  age 
group  according  to  spot  study.  Thus,  with 
far  more  children  in  the  5-14  year  group, 
the  attack  rate  was  considerably  less  than 
one-half  as  high  as  in  the  15-19  group, 
whereas  in  prevaccination  days  it  was  two 
to  three  times  as  high.  Considering  that 
many  children  had  received  only  two  inocu- 
lations and  that  some  of  the  reported  cases 
probably  were  not  polio  virus  infections,  the 
Nebraska  experience  gives  impressive  evi- 
dence that  the  vaccine  is  highly  effective. 

Probably  about  70  million  inoculations 
were  given  nationally  in  1956.  There  was  a 
decline  in  reported  polio  from  over  27,000 
cases  in  1955  to  somewhat  more  than  15,000 
in  1956.  Despite  careful  follow-up  studies 
on  reported  cases  in  1956,  only  about  28 
cases  of  paralytic  polio  were  ascertained  in 
the  country  in  people  who  had  been  triply 
vaccinated.  Doubtless  there  will  continue 
to  be  occasional  poor  responders  to  vaccina- 
tion. Such  people  will  receive  some  protec- 
tion merely  because  of  the  immunization  of 
a large  share  of  the  population.  Although 
immunized  people  may  harbor  the  polio 
virus,  they  probably  will  be  less  likely  than 
others  to  do  so,  and  probably  will  excrete  a 
smaller  total  number  while  they  are  hosts. 
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Current  Comment 

The  Reason  Behind  Decision  for  “Quick 
Eradication”  of  Malaria — 

A news  release  from  the  Pan  American 
Sanitary  Bureau  reveals  the  reason  WHO 
has  decided  on  an  all  out  effort  at  quick 
eradication  of  malaria  rather  than  “control.” 
It  has  been  found  that  mosquitoes  develop 
resistance  to  the  insecticides  used  in  the 
control-measures.  Under  the  eradication 
program  there  will  be  somewhat  of  a race 
between  the  effectiveness  of  the  chlorine- 
based  insecticides  and  the  ability  of  the  mos- 
quito to  develop  resistance.  WHO  has  ap- 
pealed to  member-states  for  contributions  to- 
ward this  end.  The  United  States  has  giv- 
en $1.5  millions  beyond  its  large  share  in  the 
annual  budget,  and  at  least  one  other  mem- 
ber-state has  made  a substantial  contribu- 
tion. 

We  Hear  From  the  Dean  That — 

In  an  attempt  to  strengthen  the  teaching 
program  at  the  University  of  Nebraska  Col- 
lege of  Medicine  and  improve  the  medical 
service  provided  by  the  hospital  and  clinics — 
Doctor  Robert  L.  Grissom  is  chairman  of 
the  Department  of  Internal  Medicine  and 
Doctor  W.  B.  Moody  continues  as  Professor 
and  retains  his  active  role  in  the  teaching 
program. 

Doctor  Merle  M.  Musselman  has  become 
chairman  of  the  Department  of  Surgery  and 
Dr.  Herbert  H.  Davis  continues  as  Professor 
of  Surgery. 

Dr.  Gordon  Gibbs  is  now  chairman  of 
the  Department  of  Pediatrics,  and  Dr.  Her- 
man Jahr  continues  his  part-time  teaching 
and  other  departmental  activities. 

Dr.  Roy  Holly  is  chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology,  and 
Dr.  L.  S.  McGoogan  will  continue  his  ac- 
tivities in  that  department. 

Dr.  Frank  Klabenes  is  now  chairman  of 
the  Department  of  Otorhinolaryngology,  and 
Dr.  Calvin  Davis,  Jr.,  becomes  Senior  Con- 
sultant in  that  department. 
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Papilledema  in  Poliomyelitis * 


Papilledema  occurs  in  some  cases  of  paralytic 
poliomyelitis  after  the  acute  phase  of  the  disease 
has  passed.  The  factors  that  could  cause  this 
complication  are  several,  but  the  important  one 
may  be  in  some  way  dependent  upon  the  in- 
creased protein  content  of  the  cerebrospinal  fluid. 
The  authors  discuss  the  occurrence  of  papille- 
dema in  poliomyelitis  and  report  three  cases 
in  which  this  complication  was  observed. 

—EDITOR 

TT  IS  NOT  well  known  that 
JL  papilledema  may  occur  in  polio- 
myelitis. The  ophthalmoscopic 
examination  is  usually  performed  during  the 
acute  stage  of  the  illness,  when  the  fundi 
are  normal.  Papilledema,  when  present, 
characteristically  occurs  after  the  acute 
stage  and  thus  is  frequently  missed.  Wick- 
man1,  in  1907,  observed  a girl,  aged  14,  who 
developed  “double  optic  neuritis”  two 
months  after  the  acute  paralytic  phase  of 
poliomyelitis.  The  patient  had  paralysis  of 
both  lower  extremities,  abdominal  muscles, 
and  the  left  arm.  He  postulated  that  the 
inflammatory  process  spread  directly  from 
the  brain  to  the  optic  nerve,  and  that  a true 
optic  neuritis  existed.  To  substantiate  his 
evidence  of  optic  neuritis,  he  cited  another 
patient  who  had  a round  cell  inflammatory 
reaction  of  the  pia  on  the  lower  side  of  the 
optic  chiasm  at  the  time  of  necroscopy.  Ruh- 
rah  and  Mayer2,  in  1916,  reported  two  pa- 
tients out  of  338  afflicted  with  poliomyelitis 
who  had  associated  disease  of  the  optic 
nerves.  In  neither  of  these  cases  was  exam- 
ination of  the  optic  fundi  reported.  In  1918, 
Hall3  describes  a case  of  poliomyelitis  with 
5.5-diopter  “neuroretinitis”  which  appeared 
on  the  20th  day  of  the  illness.  This  was  as- 
sociated with  elevation  of  the  spinal  fluid 
pressure.  There  was  complete  recovery  of 
the  patient  ten  weeks  after  the  appearance 
of  the  papilledema.  Ghormley4,  in  1925,  re- 
ported a case  in  which  the  patient  com- 
plained of  blurred  vision  four  weeks  after 
the  onset  of  acute  poliomyelitis.  The  periph- 
eral visual  fields  were  slightly  constricted, 
and  the  funduscopic  examination  revealed 
papilledema  and  dilated  veins.  Ayer  and 

*From  the  Poliomyelitis  Respiratory  and  Rehabilitation  Cen- 
ter, aided  by  an  Annual  Grant  from  the  National  Foundation 
for  Infantile  Paralysis,  Inc.  This  paper  was  presented  at  the 
Conference  on  Total  Care  of  Poliomyelitis  Patients  with  Res- 
piratory Paralysis,  held  in  Houston,  Texas,  on  March  7-9,  1956. 
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Trevett5,  in  1934,  reported  one  patient  with 
poliomyelitis  who  complained  of  a severe 
headache  during  the  fifth  week  of  his  ill- 
ness. The  patient  was  found  to  have  a 2- 
diopter  papilledema  associated  with  retinal 
hemorrhages  in  one  fundus.  There  was  no 
alteration  of  the  patient’s  vision.  Lumbar 
puncture  revealed  a pressure  of  700  mm.  The 
papilledema  persisted  for  a period  of  two 
months  after  initial  observation.  During  the 
period  of  papilledema  the  patient  had  a 
spinal  fluid  protein  varying  from  250-400 
mg.  per  cent.  There  was  no  alteration  of 
patient’s  vision.  In  1947,  Voisin  and  Bon- 
duelle6  reported  a patient  with  acute  polio- 
myelitis who  developed  severe  headache  and 
stiffness  of  his  neck  approximately  six 
weeks  after  the  onset  of  his  illness.  Exam- 
ination of  the  optic  fundi  showed  bilateral 
papilledema.  A spinal  tap  was  performed 
eight  days  later  and  this  revealed  a pressure 
of  210  mm.  One  month  later  the  papilledema 
had  disappeared.  In  1951,  Weiman,  Mc- 
Dowell and  Plum7  reported  a series  of  five 
patients  who  developed  papilledema  asso- 
ciated with  acute  poliomyelitis.  All  five  pa- 
tients had  a quadriplegic  type  of  paralysis, 
and  the  onset  of  papilledema  occurred  from 
11  to  48  days  following  the  onset  of  the 
illness.  The  papilledema  persisted  from  13 
to  140  days  after  its  appearance.  The  spinal 
fluid  pressure  was  studied  in  three  of  these 
cases.  The  pressure  varied  from  180  to  600 
mm.  of  water. 

Of  the  148  patients  admitted  to  the  Polio- 
myelitis Respiratory  Center  at  Creighton 
Memorial  St.  Joseph’s  Hospital  we  have  ob- 
served papilledema  in  three. 

Case  Reports: 

J.H.,  a 26-year-old  white  female,  was 
admitted  to  the  Center  one  month  fol- 
lowing acute  onset  of  paralytic  polio- 
myelitis. The  paralysis  included  all 
four  extremities  and  the  muscles  of  res- 
piration. She  had  been  placed  in  a tank 
respirator  three  days  after  the  onset  of 
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her  acute  illness  and  at  the  time  of  her 
arrival  at  the  Center  continued  to  use 
this  respiratory  aid.  Blood  pressure  at 
time  of  admission  was  110/80.  The 
presence  of  bilateral  papilledema  was 
noted,  and  hemorrhages  were  seen  in 
both  fundi.  The  patient  exhibited  a 
marked  amount  of  nocturnal  confusion. 
During  these  confused  episodes  the  pa- 
tient would  cry  out  and  would  describe 
people  entering  her  room ; she  was  fear- 
ful that  they  would  take  something  from 
her  during  her  sleep.  She  would  be- 
come disoriented  as  to  time  and  place. 
The  papilledema  resolved  during  the 
three  weeks  following  admission.  With 
the  resolution  of  the  papilledema  the  pa- 
tient’s nocturnal  confusion-states  also 
disappeared. 

J.B.,  a 10-year-old  white  male,  was 
admitted  to  the  hospital  on  10-20-54 
with  the  onset  of  acute  poliomyelitis. 
Blood  pressure  at  time  of  admission  was 
158/96.  The  patient  had  marked  paral- 
ysis of  the  abdominal  muscles  and  the 
muscles  of  the  lower  extremities.  Thir- 
ty days  after  admission  the  patient  de- 
veloped very  severe  headache  associated 
with  nausea  and  vomiting.  He  became 
extremely  irritable.  Funduscopic  ex- 
amination revealed  bilateral  papilledema 
with  many  flame-shaped  hemorrhages. 
A lumbar  puncture  was  performed  sev- 
en days  later;  it  revealed  a pressure  of 
210  mm.  of  water.  The  total  protein 
was  66  mg.  per  cent.  An  electroence- 
phalogram was  obtained  during  this 
phase.  This  was  reported  as  an  abnorm- 
al tracing  with  mild  diffuse  slowing, 
and  there  were  positive  14-per-second 
spikes  noticed  in  the  right  occipital 
areas.  This  abnormal  spike-discharge 
has  been  described  by  Gibbs8  as  occur- 
ring with  lesions  of  the  hypothalamus. 
The  papilledema  gradually  resolved 
over  a period  of  five  weeks.  Concomit- 
ant with  its  disappearance  the  patient’s 
blood  pressure  returned  to  normal  lev- 
els, and  his  irritability  ceased. 

The  third  patient,  B.B.,  a 17-year-old 
white  male,  was  admitted  to  the  Center 
on  12-12-53,  four  months  after  the  on- 
set of  his  acute  illnes.  The  patient  had 
marked  paralysis  of  all  extremities  and 
of  muscles  of  respiration,  necessitating 
the  use  of  a tank  respirator.  Blood  pres- 
sure was  150/130.  One  month  after  ad- 


mission, the  funduscopic  examination 
revealed  evidence  of  early  papilledema. 
There  was  marked  narrowing  of  the  ar- 
terioles, and  several  flame-shaped  hem- 
orhages  were  present.  The  patient’s 
blood  pressure  continued  to  be  elevated, 
and  he  had  repeated  bouts  of  gastric  di- 
lation with  vomiting  of  coffee-ground 
material.  Urinalysis  showed  albumin- 
uria and  red  blood  cells.  The  blood  urea 
nitrogen  on  4-19-54  was  61  mg.  per 
cent.  He  experienced  several  episodes 
of  convulsions,  and  his  general  condi- 
tion worsened  until  his  death  on  4-20-54. 

The  mechanism  accounting  for  papil- 
ledema in  poliomyelitis  can  only  be  speculat- 
ed upon.  The  spinal  fluid  pressure  is  elevat- 
ed in  the  acute  phase  in  many  patients  who 
show  no  evidence  of  papilledema. 

Two  things  are  noteworthy  about  the  pa- 
tients who  have  been  reported  as  having 
papilledema.  First,  the  papilledema  was  not 
present  at  the  onset  of  the  illness  but  rather 
appeared  from  11  days  to  5 months  after  the 
acute  onset.  Secondly,  the  spinal  fluid  pro- 
tein was  elevated  in  all  the  reported  cases 
in  which  the  fluid  had  been  examined.  This 
elevation  of  protein  follows  the  destructive 
phase  of  the  acute  poliomyelitis. 

Chaltenbrand9  has  observed  that  spinal 
fluids  with  high  protein  content  have  a high- 
er viscosity  than  normal  spinal  fluid  and 
also  have  less  tendency  to  be  absorbed.  This 
fact  was  also  emphasized  in  animal  experi- 
ments by  Gardner  et  al10  who  added  autolo- 
gous serum  protein  to  the  spinal  fluid  of 
laboratory  animals.  The  presence  of  the  pro- 
tein caused  the  rate  of  absorption  of  Ring- 
er’s solution  from  the  subarachnoid  space 
to  fall  to  approximately  one-fourth  the  rate 
of  absorption  by  the  control  animals.  More 
recent  experiments  by  Sweet11,  using  radio- 
active isotopes,  indicate  that  the  cerebral 
spinal  fluid  protein  is  absorbed  largely  from 
the  subarachnoid  space,  presumably  by  the 
arachnoid  villi. 

The  presence  of  the  high  protein  content 
in  poliomyelitis  may  contribute  to  a dimin- 
ished absorption  of  the  cerebral  spinal  fluid 
by  plugging  the  stomata  of  the  arachnoid 
villi.  The  result  of  the  slowed  absorption  is 
an  increase  in  the  cerebral  spinal  fluid  pres- 
sure, thus  causing  the  papilledema  to  occur 
after  the  acute  phase  of  the  illness.  Papille- 
dema has  been  reported  in  other  patients 
with  high  protein  content  such  as  those  with 
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Guillain  Barre  syndrome12- 13  and  ependy- 
momas of  the  cauda  equina.  In  these  pa- 
tients it  is  thought  to  be  due  to  mechanical 
clogging,  by  the  protein  molecules,  of  the 
semipermeable  membrane  that  constitutes 
the  so-called  brain-blood  barrier. 

Another  factor  for  explanation  of  the  pa- 
tients’ papilledema  is  presence  of  hyperten- 
sion which  may  be  associated  with  the  acute 
phase  of  poliomyelitis.  It  is  of  interest  that 
several  observers14  who  have  studied  hyper- 
tensive retinopathy  have  concluded  that 
papilledema  is  significant  only  of  increased 
intracranial  pressure  and  never  due  to  local 
disturbances  in  the  retina.  Fishberg15,  how- 
ever, has  stated  as  his  belief  that  papille- 
dema may  be  associated  with  local  vascular 
changes  in  the  retina.  Several  factors  are 
undoubtedly  present.  These  may  be  local 
changes  of  the  retinal  vessels,  the  arterial 
hypertension,  increased  intracranial  pres- 
sure, and  abnormal  blood  chemistry.  How- 
ever, it  is  not  clearly  established  what  im- 
portance to  attribute  to  each  of  these  fac- 
tors. An  increased  intracranial  pressure  is 
not  always  present  as  a part  of  the  arterial 
hypertension.  Also,  hypertension  was  not 
present  in  all  patients  who  developed  papil- 
ledema as  a part  of  their  poliomyelitis. 

In  summary,  three  poliomyelitis  patients 
with  papilledema  have  been  presented.  The 
etiological  mechanisms  for  papilledema  in 
poliomyelitis  were  discussed.  The  exact 
mechanism  present  in  poliomyelitis  to  pro- 
duce papilledema  in  the  first  two  patients  as 
well  as  those  previously  presented  in  the 
literature  is  unknown.  It  is  felt  that  fur- 
ther analysis  of  the  spinal  fluid  protein 
should  be  performed  in  such  patients  to  de- 
termine whether  or  not  this  is  a factor  in  the 
production  of  this  unusual  finding.  The 
third  patient  illustrates  the  occurrence  of 
progressive  hypertensive  retinopathy  asso- 
ciated with  poliomyelitis. 
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Current  Comment 


A.M.A.  Makes  New  Y.A.-Policy  Statement — 

According  to  Federal  Medical  Services 
Medical  News  Letter,  Jan.-Febr.,  1957,  the 
following  is  a summary  of  the  new  policy- 
statement  of  the  A.M.A.  on  the  care  of  vet- 
erans by  the  Veterans  Administration: 

“The  1956  policy  statement  on  veterans’ 
medical  care  does  not  change  the  1953  state- 
ment essentially.  It  reiterates  the  medical 
profession’s  opposition  to  Federal  care  of 
veteran  patients  with  illnesses  not  due  to 
Federal  service.  On  the  other  hand,  it  rec- 
ognizes existing  laws  and,  while  they  are  in 
force,  recommends  that  physicians  work  to 
make  them  as  effective  as  possible  for  the 
general  welfare,  using  non-service-connect- 
ed care  ...  to  relieve  the  pressure  on  those 
to  whom  hospitalization  will  be  a real  eco- 
nomic disaster.” 
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Optic  Neuritis 

in  a Case  of 

Poliomyelitis 


Doctor  Lipp  presents,  herein,  the  report  of  a 
case  that  illustrates  one  of  the  rare  complica- 
tions of  poliomyelitis.  Because  the  visual  appar- 
atus is  rarely  attacked  by  this  virus,  complica- 
tions relating  to  the  eye  raise  the  question  of 
whether  one  is  dealing  with  polio  alone  or  with 
polio  and  some  other  disease.  In  the  present 
case  the  author  believes  the  optic  neuritis  to  have 
been  due  to  polio. 

—EDITOR 

THE  tragic  story  of  poliomyelitis 
is  very  much  in  the  news  these 
days,  not  only  because  of  the 
epidemiological  work  being  done,  but  also 
because  the  disease  seems  to  attack  an  older 
group  of  patients1  and  infection  in  the 
twenties  and  thirties  are  not  now  uncom- 
mon. The  ophthalmologists  are  seeing  more 
examples  of  ocular  involvement,  although  the 
major  attention  is  directed,  as  it  always  has 
been,  toward  the  muscular  phase  of  this  ill- 
ness. Signs  and  symptoms  of  poliomyelitis 
show  widespread  involvement,  but  the  infec- 
tion has  not  appeared  prominently  in  the 
visual  area  of  the  cerebral  cortex.  When  the 
visual  system  has  shown  involvement  it  has 
been  found  mostly  in  the  ocular-rotary  struc- 
tures, and  implication  of  the  visual  centers 
has  been  so  rare  that  its  occurrence  has  been 
denied.2’ 3’4 * * 

I should  like  to  bring  to  your  attention  a 
case  that  was  seen  in  consultation.  This  was 
a twelve-year-old  white  boy,  seen  through 
the  kindness  of  Dr.  A.  E.  Mathiasen.  He 
presented  such  unusual  visual  symptoms  that 
I believe  a case  presentation  may  be  inter- 
esting. 

I was  asked  to  see  this  boy  because  he  was 

complaining  of  blurred  vision  in  his  left  eye. 

He  had  been  diagnosed  as  having  polio,  and 
was  hospitalized  with  a history  of  headache, 

fever,  and  pain  in  neck,  arms  and  legs  of 
three  days  duration.  I saw  the  boy  on  his 
fifth  da}7  in  the  hospital,  approximately  a 
week  after  his  illness  began.  There  was  also 

some  complaint  of  constipation,  inability  to 
void  at  will,  and  enuresis.  A spinal  tap, 

done  on  hospital  admission,  revealed  a count 

of  24  cells.  A catheterized  urine  specimen 
was  not  remarkable.  X rays  of  the  skull  and 
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sinuses  showed  them  to  be  normal.  After 
about  five  days  in  the  hospital  the  patient 
complained  to  his  physician  that  vision  in 
his  left  eye  was  blurred  and  that  his  eyes 
burned  and  smarted.  Examination  at  the 
time  of  my  visit  on  November  24,  1952, 
showed  nothing  abnormal  externally;  ocular 
motility  was  good  in  all  directions,  opthal- 
moscopy  was  unremarkable,  and  bedside  vi- 
sion seemed  normal  and  full.  I gave  a nega- 
tive report,  but  asked  to  be  called  again, 
should  his  complaint  persist. 

I saw  this  patient  again  on  December  2, 
1952,  because  he  said  the  vision  in  his  left 
eye  had  become  more  blurred.  I found  that 
both  pupils  reacted  to  light  and  accommada- 
tion,  both  direct  and  consensual.  Bedside  vi- 
sion in  the  left  eye  seemed  reduced  to  light 
perception  in  a few  areas  in  the  4 and  8 
o’clock  position,  and  none  elsewhere.  On 
opthalmoscopy  the  optic  disc  margins  were 
seen  to  be  blurred,  but  no  papilledema  was 
present.  In  my  consultation  report  I said 
“this  appears  to  be  an  optic  neuritis,  and  the 
loss  of  the  nasal  and  part  of  the  temporal 
field  in  his  left  eye  is  probably  on  that 
basis.” 

The  boy  was  seen  again  at  about  three-day 
intervals  in  December,  1952.  The  islands  of 
light  perception  became  larger,  the  disc  lost 
its  haziness,  full  field  and  normal  bedside 
vision  returned.  He  was  sent  home  Decem- 
ber 31,  1952. 

On  September  23,  1953,  this  patient  was 
sent  to  the  field  clinic  of  the  Iowa  State 
Services  for  Crippled  Children.  Roger  M. 
Lienke,  M.D.,  director,  who  reported  at  that 
time,  said  there  was  only  a very  slight  weak- 
ness of  the  upper  intercostal  muscles,  a 
slight  suggestion  of  increased  pallor  of  the 
optic  disc,  and  a persistence,  but  improve- 
ment, of  his  bowel  and  bladder  complaints. 

In  the  summer  of  1954,  this  patient  was 
seen  again  by  the  Crippled  Children’s  field 
clinic.  Reports  then  stated  that  his  eyes  at 
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this  time  caused  him  no  complaints,  muscle 
strength  was  improving,  although  he  con- 
tinued to  have  a problem  with  constipation 
and  enuresis;  this  however,  was  improving 
compared  with  the  previous  year  (1953).  A 
summary  of  this  case  would  reveal  that  this 
patient  had  a spinal  type  polio,  with  some 
sympathetic  involvement  of  both  the  bowels 
and  bladder,  and  an  episode  of  an  optic  neu- 
ritis during  the  acute  phase. 

When  I first  saw  this  boy  in  consultation 
I was  fully  aware  of  the  rarity  of  the  occur- 
rence of  an  optic  neuritis  during  the  course 
of  polio.  There  were  several  similar  condi- 
tions that  would  have  to  be  eliminated  in  a 
differencial  diagnosis.  One  would  have  to 
consider  a Guillaine-Barre  syndrome,  a Lan- 
dry’s ascending  paralysis,  the  porphyrias, 
encephalitis,  multiple  sclerosis,  and  neuro- 
myelitis optica  or  Devic’s  disease.  Subse- 
quent clinical  course  seemed  to  coroberate 
the  presumptive  diagnosis. 

Guillaine-Barre  syndrome  could  be  elimin- 
ated because  the  spinal  fluid  proteins  were 
normal,  the  cell  count  was  up,  and  because  of 
the  mildness  of  the  symptoms  otherwise.  I 
felt  that  porphyrias  and  Landry’s  ascending 
paralysis  could  be  excluded  on  the  basis  of 
the  good  clinical  course.  Since  the  pupillary 
responses  and  other  residuals  were  mild,  I 
was  inclined  to  pass  over  encephalitis,  De- 
vic’s disease,  and  multiple  sclerosis.  This  is 
substantiated  by  there  being  no  recurrence 
in  over  four  years. 

As  stated,  a search  of  literature  reveals 
only  a few  questionable  cases  of  optic  neu- 
ritis occurring  in  the  course  of  polio.  Com- 
petent men,  Murray  and  Walsh,  in  a recent 
review,  the  latest,  have  stated  that  such  a 
diagnosis  in  polio  is  open  to  question.1 

Just  when  it  seemed  that  the  case  here 
presented  represented  some  form  of  mixed 
diagnosis,  and  the  neuro-cytotropic  inflam- 
mation of  polio  could  not  be  responsible  for 
a visual  loss  and  optic  neuritis,  Doctors  Car- 
roll  and  deRoetth5  and  Dr.  Harold  Gifford 
pointed  up  the  fact  at  the  1954  meeting  of 
the  Academy  of  Opthalmology  and  Otolaryn- 
gology, that  amblyopia  frequently  resulted 
during  the  course  of  the  retro-bulbar  injec- 
tion of  novocaine  for  cataract  extraction.  I 
wondered  if  some  similar  edematous  condi- 
tion could  occur  during  polio  and  so  cause 
the  visual  loss  due  to  optic  neuritis.  In  the 
January-February  edition  of  Transactions  of 
the  Academy  of  Opthalmology  and  Otolaryn- 


gology— the  symposium  on  diseases  of  the 
optic  nerve  — I learned  of  another  case  of 
optic  neuritis  occurring  in  polio.15  Now, 
with  that  report  of  postoperative  pathologi- 
cal diagnosis,  I feel  less  temerity  in  report- 
ing this  unusual  case. 
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Current  Comment 

Results  of  Fight  Against  Cancer 
Are  Encouraging — 

While  cancer  is  said  to  kill  250,000  people 
a year,  150,000  cancer  patients  are  being 
saved  from  death  each  year,  and  about  800,- 
000  ex-cancer  patients  are  now  living  be- 
cause of  the  excellent  care  they  have  received 
— according  to  the  information  released  by 
the  Institute  of  Life  Insurance. 

Much  of  the  improvement  in  mortality  is 
credited  to  the  nation-wide  campaign,  in  sup- 
port of  the  doctors,  made  by  the  American 
Cancer  Society.  One  of  the  chief  results 
seems  to  be  that  patients  have  a higher  in- 
dex of  suspicion  and  come  to  the  doctor 
earlier  when  they  suspect  the  presence  of 
cancer. 
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Esophageal  Reconstruction 


Doctor  Davis  presents  the  situations  in  which 
one  needs  to  reconstruct  or  reconstitute  an  esoph- 
agus. He  recounts  the  several  methods  that  have 
been  tried  and  abandoned  because  of  technical 
difficulty  or  high  mortality,  or  both.  The  method 
described  by  the  author  is  technically  feasible 
and  results  in  restoration  of  a satisfactory  esoph- 
agus at  little  cost  in  mortality. 

—EDITOR 

THERE  are  occasional  instances 
when  it  is  desirable  or  neces- 
sary to  reconstruct  the  upper 
alimentary  tract.  These  may  be  listed  as: 

1.  Following  phaiyngectomy  for  car- 
cinoma, 

2.  Extensive  lye  strictures  of  the  esopha- 
gus not  amenable  to  dilatations, 

3.  Congenital  tracheo-esophageal  fistulas 
in  which  the  two  ends  of  the  esopha- 
gus are  too  widely  separated  for  pri- 
mary anastomoses,  and 

4.  As  a useful  adjunct  to  the  surgery  of 
esophageal  carcinoma. 

The  literature  has  contained  many  articles 
advocating  various  types  of  reconstruction 
of  the  esophagus.  This  fact  alone  indicates 
the  inadequacy  of  previously  described  tech- 
niques. For  example,  since  1940  there  have 
been  major  contributions  by  Wookey,  Edger- 
ton,  Rob  and  Bateman,  Owen,  Lewis,  Sweet 
and  Garlock,  and  by  Yudin,  dealing  with  the 
reconstruction  of  the  cervical  esophagus  and 
pharynx.  Each  of  their  techniques  has  been 
partially  or  wholly  abandoned  by  the  major- 
ity of  surgeons  today. 

Recently  other  methods  for  reconstruction 
of  the  thoracic  esophagus  in  carcinoma  have 
been  recommended.  This  has  been  prompt- 
ed by  the  exceedingly  high  operative  mortal- 
ity rate  associated  with  esophagectomy  and 
esophagogostrostomy  (about  40  per  cent)  as- 
sociated with  the  very  low  five  year  survival 
rate  (0  to  3 per  cent).  Javid,  in  1954,  used 
a homologous  graft  of  aorta  to  bridge  the 
defect  in  the  esophagus  after  resecting  the 
tumor.  This  had  the  disadvantage  of  lead- 
ing to  stricture  formation  requiring  dilata- 
tions. Recently,  Berman  has  advocated  the 
use  of  a plastic  tube  (polyethylene)  for  this 
purpose.  This  overcame  the  stricture-prob- 
lem but  often  resulted  in  fistula  formation, 
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mediastinitis,  and  resultant  death  of  the  pa- 
tient. 

It  is  the  purpose  of  this  paper  to  present 
a method  of  esophageal  reconstruction 
which  has  proved  to  be  simple,  functionally 
excellent,  and  to  have  a low  operative  mor- 
tality rate.  This  consists  of  construction  of 
an  antethoracic  esophagus  using  the  right 
hemicolon  and  terminal  ileum. 

An  antethoracic  esophagus  of  transverse 
colon  was  first  used  by  Volliet,  in  1911.  The 
use  of  longer  segments  of  colon  was  first 
thought  of  by  Goligher  in  1954,  when  he 
ligated  the  inferior  mesenteric  artery  at  its 
origin,  during  excision  of  the  rectum,  and 
found  the  colon  to  remain  viable.  Following 
this,  Orsoni,  Toupet,  Lemaire,  and  Rudler 
used  the  left  colon  plus  the  transverse  colon 
for  esophageal  reconstruction.  This  had  the 
disadvantage  of  being  antiperistaltic,  and 
the  patients  had  to  manually  milk  the  bolus 
of  food  down  into  the  stomach.  Javid,  in 
1954,  used  the  right  hemicolon  and  terminal 
ileum,  after  ligating  the  ileocecal  artery  and 
preserving  the  right  colic  and  middle  colic 
arteries,  to  reconstruct  an  esophagus  in  a 
two-year-old  boj^  born  with  a congenital 
tracheo-esophageal  fistula  in  which  the  two 
ends  of  the  esophagus  could  not  be  anasto- 
mosed at  the  original  operative  procedure. 
This  child  had  existed  with  a cervical  esopha- 
gostomy  acting  as  a salivary  fistula  and  a 
gastrostomy  for  feeding  purposes. 

In  children  it  is  possible  to  bring  the  cecum 
or  terminal  ileum  up  as  high  as  the  mouth 
with  preservation  of  the  right  and  middle 
colic  arteries.  This  is  usually  not  possible  in 
an  adult,  however,  as  the  right  colic  artery 
can  not  be  stretched  that  far.  It  has  been 
found  that  only  the  middle  colic  artery  need 
be  preserved  along  with  the  arcuate  branches 
to  maintain  sufficient  blood  supply  to  the 
right  hemicolon  and  distal  12  to  18  inches 
of  ileum.  This  makes  it  possible  in  all  cases 
to  bring  the  terminal  ileum  up  well  above 
the  level  of  the  oral  cavity.  Therefore,  the 
entire  esophagus  and  pharynx  can  be  re- 
placed when  necessary. 
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This  method  has  been  used  successfully  in 
cases  of  congenital  tracheo-esophageal  fis- 
tula, extensive  lye  strictures  of  the  esopha- 
gus, and  as  an  adjunct  to  resection  of  the 
thoracic  esophagus.  In  the  latter  instance 
the  operation  consists  of  a staged  procedure. 
In  the  first  stage  a total  thoracic  esophagec- 
tomy is  performed  through  a right  thora- 
cotomy approach,  together  with  a cervical 
esophagostomy,  and  a Stamm  gastrostomy. 
Following  this,  the  patient  is  fed  through  the 
gastrostomy  and  a TFL  postoperative  drain 
appliance  is  glued  over  the  cervical  esopha- 
gostomy thus  permitting  the  patient  to  satis- 
fy his  desires  to  taste  and  to  masticate  foods. 
The  second  operation  consists  of  the  con- 
struction of  a presternal  subcutaneous  esoph- 
agus of  right  hemicolon  and  terminal  ileum 
(Figs.  1 through  4).  When  all  suture  lines 
are  healed,  and  the  patient  is  eating  well, 
the  gastrostomy  tube  is  removed.  Follow-up 
studies  show  that  the  patients  do  not  have 
to  milk  the  food  down  manually,  and,  indeed, 
can  swallow  food  uphill  against  gravity. 
This  indicates  that  the  transplant  does  not 
lose  its  qualities  of  peristalsis. 


Divided  transverse  colon 


divided  so  that  the  blood  supply  is  all  carried  through  the 
middle  colic  artery  and  the  arcuate  (Marginal)  branches. 

It  is  felt  that  there  are  a number  of  fac- 
tors in  favor  of  this  procedure.  To  begin 
with,  total  removal  of  the  thoracic  esophagus 
should  offer  the  same  chance  of  cure  as  any 
other  operative  procedure.  If  subdiaphrag- 
matic  lymph  nodes  are  involved,  it  is  unlike- 
ly that  any  surgical  attempt  at  cure  will  be 


nections  of  the  colon  transplant  to  the  stomach  and  cervical 
esophagus.  The  transplant  is  brought  up  posterior  to  the 
stomach  so  that  the  middle  colic  artery  will  not  compress 
and  obstruct  the  stomach. 

successful.  In  addition,  it  is  felt  that  this 
operation  surpasses  all  other  palliative  op- 
erations in  that  these  patients — 

1.  Can  swallow  their  saliva  with  no  dan- 
ger of  aspiration  and  resultant  fatal 
pneumonia. 

2.  Can  eat  until  they  die  of  metastatic 
disease  so  that  malnutrition  as  a fac- 
tor is  overcome. 

3.  Will  not  develop  a fatal  tracheo-esoph- 
ageal fistula  from  extension  of  the 
tumor. 

4.  Can  be  given  X-ray  therapy  as  easily 
postoperatively  as  with  any  other  pro- 
cedure, and 

5.  Will  ultimately  die  from  metastatic 
disease  which  is  often  painless. 

CASE  REPORTS 
Lye  Stricture  of  Esophagus 

M.L.A.,  Illinois  Research  and  Educa- 
tional Hospital  Number  43-71-61,  a 21- 
year-old  white  married  female  drank 
lye  in  a suicide  attempt  in  September  of 
1955.  In  spite  of  immediate,  adequate 
emergency  treatment  followed  by  nu- 
merous esophogeal  dilatations,  the  pa- 
tient continued  to  lose  weight  because 
of  increasing  inability  to  swallow  foods. 
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Upper  gastrointestinal  roentgenograms 
revealed  an  almost  complete  stricture  of 
her  stomach  secondary  to  ingestion  of 
the  caustic  solution  as  well  as  the  ex- 
tensive stricture  of  the  esophagus.  A 


Figure  3.  Diagram  showing  presternal,  subcutaneous  posi- 
tion of  the  colon  transplant.  This  prevents  fatal  mediastinitis 
should  any  necrosis  of  the  transplant  occur. 

high  posterior  gastroenterostomy  was 
performed  November  14,  1955,  with 
some  immediate,  but  short-lived,  im- 
provement. Esophageal  dilatations  soon 
became  ineffectual,  and  the  patient 
dropped  to  a weight  of  98  pounds  from 
an  original  weight  of  170  pounds.  Con- 
sequently a subcutaneous  esophagus  con- 
sisting of  the  right  hemicolon  was 
fashioned  on  January  9,  1956.  Follow- 
ing this  the  patient  was  able  to  eat  nor- 
mally again  and  was  steadily  gaining 
weight.  When  last  examined  five 
months  after  surgery,  she  was  one  of 
the  most  grateful  patients  ever  seen. 

Carcinoma  of  the  Esophagus 

A.B.,  Illinois  Research  and  Educa- 
tional Hospital  Number  44-34-95,  a 49- 
year-old  married  colored  female,  entered 
the  hospital  February  17,  1956,  with  a 
history  of  progressive  dysphagia  of  four 


months  duration  and  an  associated 
weight  loss  of  thirty-seven  pounds.  She 
was  anemic  (hematocrit  of  31),  had  a 
non-protein  nitrogen  of  89  mg.  per  cent, 
and  a bromsulphalein  retention  of  53  per 
cent  in  45  minutes,  as  well  as  a reversal 
of  her  A/G  ratio.  Esophagoscopy  on 
the  day  after  admission  revealed  a con- 
stricting, ulcerating  lesion  of  the  esoph- 
agus 35  centimeters  from  her  upper 
teeth.  Biopsy  of  this  revealed  epider- 
moid carcinoma.  A Mead- Johnson  plastic 
nasograstric  tube  was  passed  through  the 
area  of  the  lesion  into  the  stomach  and 
her  hydration  and  nitrogen  balance  were 
improved  by  feedings  through  this  tube 
until  she  was  considered  a reasonable 
operative  risk.  On  February  29,  1956, 


Figure  4.  Diagramatic  representation  showing  abdominal 
incision  used  and  subcutaneous  position  of  the  colon  trans- 
plant. If  the  patient’s  condition  is  borderline,  the  cervical 
esophago-colostomy  or  -ileostomy  can  be  delayed  and  done 
under  local  anesthesia. 

a total  thoracic  esophagectomy  was  per- 
formed in  association  with  a cervical 
esophagostomy  and  Stamm  gastrostomy. 
Because  of  the  extension  of  the  tumor 
to  the  adjacent  pleura,  this  was  felt  to 
be  a palliative  resection.  Following 
this,  her  non-protein  nitrogen  dropped 
to  30  mg.  per  cent  and  the  bromsul- 
phalein retention  to  4.0  per  cent  in  45 
minutes.  On  March  28,  1956,  a pre- 
sternal esophagus  was  constructed  from 
the  right  hemicolon  and  terminal  ileum. 
X-ray  therapy  was  begun  shortly  there- 
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after,  facilitated  by  metal  clips  placed 
at  the  periphery  of  the  gross  extension 
of  the  tumor  at  the  time  of  resection. 
When  last  seen,  four  months  postoper- 
atively,  the  patient  had  regained  15 
pounds,  was  back  at  her  old  job,  full- 
time, could  eat  any  type  of  food  easily, 
and  was  as  happy  as  any  patient  could 
be. 

This  case  was  singled  out  to  present  be- 
cause, by  all  present  criteria,  she  was  inop- 
erable, or  most  certainly  presented  a case  of 
probable  operative  mortality  by  existing 
methods  of  esophagectomy  and  esophagogas- 
trostomy. 

SUMMARY 

Reconstruction  of  the  esophagus  and  phar- 
ynx in  cases  of  pharyngectomy  for  carcino- 
ma, extensive  lye  strictures  not  amenable  to 
dilatations,  congenital  tracheo  - esophageal 
fistulas  in  which  it  is  impossible  to  restore 
continuity  of  the  Upper  alimentary  tract, 
and  as  an  adjunct  to  surgery  of  esophageal 
carcinoma  has  been  a perplexing  problem. 
An  easy,  safe,  practical  method  consisting 
of  the  use  of  the  right  hemicolon  and  term- 
inal ileum  brought  up  in  an  antethoracic  po- 
sition has  been  presented. 
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Current  Comment 

From  the  Lincoln  State  Journal — 

Both  the  state  and  federal  governments 
will  bow  out  of  the  polio  vaccine  distribution 
program  after  June  30,  State  Health  Direc- 
tor Dr.  E.  A.  Rogers  has  stated. 

June  30  is  the  cut-off  date  for  federal 
funds  for  vaccine  purchases.  No  funds  are 
included  in  the  Health  Department’s  budget 
for  the  next  biennium  to  continue  the  pro- 
gram. “We  have  no  plans  to  continue  the 
polio  vaccine  program  after  June  30,”  Dr. 
Rogers  said.  “We  will  no  longer  have  an 
organized  polio  division.” 

After  final  reports  to  the  U.S.  Department 
of  Health,  he  said,  the  division  will  be  in- 
corporated into  the  communicable  disease 
branch.  After  almost  two  years  in  the  dis- 
tribution program,  the  state  polio  division 
will  turn  back  some  $152,776  in  federal 
funds,  minus  that  amount  that  will  be  spent 
prior  to  June  30. 

The  state’s  total  federal  allocation  was 
$439,273,  $366,061  for  vaccine  purchase  and 
$73,212  for  administration. 

The  state  has  ranked  in  the  top  10  states 
in  utilization  of  vaccine  in  the  age  20  group 
and  under.  The  U.S.  Public  Health  Service 
has  estimated  that  58  per  cent  of  the  needs 
have  been  filled  in  this  age  bracket. 
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PROSTHETIC 

Reconstruction  of  the  Hip* 


Doctor  Waters  gives  the  reader  an  objective 
appraisal  of  the  problems  encountered  in  efforts 
effectively  to  reconstruct  the  hip  joint.  His  views, 
tending  toward  conservatism,  reflect  a scrutiny  of 
results  obtained  by  various  methods  using  a va- 
riety of  materials,  and  observed  for  a period  of 
about  twenty  years. 

—EDITOR 

THE  unique  anatomy  of  the  hip 
joint  renders  it  one  of  the  most 
vulnerable  of  all  the  joints  of 
the  body  to  a great  variety  of  afflictions, 
either  developmental,  infectious,  degenera- 
tive, or  traumatic.  These  entities  are  great- 
ly complicated  by  the  function  of  bearing 
body  weight  and  often  result  in  extreme  de- 
grees of  total  body  disability.  As  a result, 
the  reconstruction  of  such  hips  has  long 
been  one  of  the  most  challenging  problems 
to  the  orthopaedic  surgeon.  There  have  been 
many  reconstructive  procedures  devised  for 
various  hip  joint  problems  ranging  from 
arthrodesis  through  osteotomy,  surgical 
pseudarthrosis,  and  denervation  to  arthro- 
plasty. This  last  procedure  is  the  only  one 
which  provides  a reasonable  approximation 
of  normal  function. 

HISTORY 

The  techniques  of  arthroplasty  have  grad- 
ually evolved  from  the  use  of  chromicized 
pig  bladder1  or  fascia  lata2,  as  an  interpos- 
ing membrane,  to  the  insertion  of  molded 
or  shaped  structures  of  inert  material.  Vi- 
tallium  mold  arthroplasty3  has  been  a well- 
established  method  of  reconstructing  cer- 
tain types  of  pathologic  joints  for  nearly 
twenty  years,  but  the  possibility  of  substi- 
tuting some  type  of  prosthesis  for  the  upper 
end  of  the  femur  has  been  intermittently 
explored  for  nearly  forty  years. 

In  1919,  Delbet4  used  a prosthesis  of  re- 
inforced rubber  in  several  cases,  and  in 
1927,  Hey-Groves5  replaced  a femoral  head 
and  neck  with  a large  ivory  peg.  It  is  ob- 
vious now  that  foreign  materials  such  as 
these  will  in  time  produce  tissue  reaction  re- 
quiring their  removal.  To  Bohlman6  should 
go  the  credit  for  the  use  of  prostheses  con- 
structed of  inert  material;  and  on  the  basis 

*Presented  before  the  Annual  Session,  Omaha  Mid-West 
Clinical  Society,  October,  1955. 
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of  his  experimental  work  in  1929,  he  and 
Moore3,  in  1943,  resected  a large  giant  cell 
tumor  of  the  upper  femur  replacing  it  with 
a large  vitallium  prosthesis. 

Sporadic  case  reports  of  various  steel 
prosthetic  replacements  for  treatment  of 
malignant  tumors  appeared  during  the  next 
few  years,  but  the  life  span  in  these  pa- 
tients was  too  short  to  allow  adequate  evalu- 
ation. However,  it  was  not  until  the  report 
of  the  Judets7  in  1950,  on  the  use  of  an  acry- 
lic prosthesis  in  four  hundred  cases  observed 
from  one  to  four  years,  that  widespread  in- 
terest in  femoral  head  replacement  was 
aroused.  This  optimistic  report  set  off  a 
wave  of  unrestrained  enthusiasm,  and  dur- 
ing the  past  five  years  some  sixty  different 
types  of  prosthetic  replacements  have  been 
devised.  Apparently,  synthetic  polymers 
tend  to  break  down  or  to  produce  tissue  re- 
action, for  many  reports  of  disintegration  of 
acrylic  protheses  have  recently  appeared. 
As  more  carefully  evaluated  reports  appear, 
the  indications  for  prosthetic  replacement 
are  becoming  more  narrowly  defined,  and 
the  choice  of  devices  is  tending  towards 
those  utilizing  an  intramedullary  stem  and 
constructed  of  inert  metal.  Of  these,  the 
prosthesis  designed  by  Doctor  F.  R.  Thomp- 
son, of  New  York,  seems  to  fulfill  most  cri- 
teria and  in  our  hands  has  been  satisfactory. 

INDICATIONS 

The  pathologic  entities  in  which  a pros- 
thetic replacement  may  be  indicated  fall  into 
three  main  groups,  but  the  age  of  the  pa- 
tient at  this  stage  of  our  experience,  should 
be  the  determining  factor  in  the  election  of 
this  procedure.  As  insufficient  time  has 
elapsed  to  allow  long-term  evaluation  of  end 
results,  use  of  the  prosthesis  should  be  re- 
served for  the  elderly  patient,  except  in  rare 
instances  where  no  other  procedure  can  be 
performed. 
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1.  Arthritis. 

Degenerative  arthritis  is  the  most  com- 
monly seen  type  in  the  elderly  patient  and 
occasionally  may  warrant  prosthetic  recon- 
struction when  conservative  measures  fail  to 
provide  relief.  Similar  changes  may  follow 
Legg-Perthe’s  disease,  slipped  upper  femoral 
epiphysis,  trauma  or  congenital  dislocation, 
but  symptoms  usually  develop  before  middle- 
age  and,  therefore,  rarely  warrant  this  type 
of  reconstruction.  Involvement  of  the  hip  is 
common  in  rheumatoid  arthritis  and  in 
Marie-Strumpell  arthritis,  but  joint  surgery 
in  the  arthritic  patient  is  notoriously  unsat- 
isfactory, especially  in  the  weight-bearing 
joints.  When  a prosthetic  replacement  is 
used  in  the  rheumatoid  arthritic  who  is  re- 
ceiving steroid  therapy,  absorption  of  bone 
about  the  stem  and  in  the  acetabulum  often 
occurs  with  resultant  progressive  disability. 

2.  Avascular  Necrosis  of  the  Femoral  Head. 

This  condition,  seen  most  commonly  in 
elderly  patients  following  transcervical  frac- 
ture, responds  well  to  prosthetic  reconstruc- 
tion, but  presents  to  the  surgeon  many  pos- 
sible complications  because  of  contractures 
of  the  soft  tissues,  due  to  disuse.  Similar 
avascular  necrosis  is  frequently  encountered 
following  dislocation  of  the  hip  and  may 
warrant  prosthetic  replacement  in  the  older 
age  group. 

3.  Fresh  Subcapital  Fracture  in  the  Aged. 

The  period  of  time  required  for  union  of 
neck  fractures  and  the  high  incidence  of  non- 
union and  avascular  necrosis  make  the  prob- 
ability of  eventual  ambulation  of  these  pa- 
tients, treated  by  standard  methods  of  in- 
ternal fixation,  quite  remote.  In  this  group 
of  patients,  prosthetic  replacement  offers 
some  of  the  most  satisfactory  results,  for 
early  ambulation  minimizes  geriatric  com- 
plications. The  operative  procedure  is  less 
complicated  than  in  the  other  groups,  takes 
no  longer  to  perform  than  reduction  with 
internal  fixation,  is  practically  bloodless  and 
does  not  produce  shock.  Postoperative  care 
is  simple,  allowing  immediate  activity,  and 
the  patient  ordinarily  can  leave  the  hospital 
in  less  than  two  weeks,  walking  with  mini- 
mal assistance. 

CONCLUSION 

Further  experience  in  this  promising  type 
of  reconstructive  surgery  will  in  time  en- 


able the  surgeon  to  employ  the  correct  type 
of  prosthesis  for  each  of  those  cases  where 
replacement  is  indicated  and  to  determine 
the  lowest  age  level  at  which  replacement 
can  be  expected  to  provide  satisfactory  func- 
tion for  the  remaining  life  span. 
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Current  Comment 

From  the  St.  Paul  Herald — 

Dr.  M.  0.  Arnold,  St.  Paul,  delivered  his 
last  baby  on  April  18.  He  has  been  assist- 
ing the  stork  since  he  located  in  this  city 
in  1920.  He  estimates  he  has  delivered  more 
than  2,000  babies.  He  had  started  to  com- 
pile a list  from  his  records  several  years  ago, 
but  the  task  is  yet  unfinished. 

Last  November  Dr.  Arnold  ceased  taking 
any  pre-natal  cases.  This  policy  will  con- 
tinue until  he  can  obtain  the  services  of  an- 
other doctor  in  his  office. 

Hope  for  Action  on  Jenkins-Keogh  Legislation — 

Word  comes  from  the  Washington  Office 
of  A.M.A  that  the  American  Thrift  Assem- 
bly, with  full  support  of  the  American  Med- 
ical Association,  is  launching  a drive  to  get 
action  this  session  of  Congress  on  Jenkins- 
Keogh  legislation.  It  is  said  the  A.T.A.  lead- 
ers believe  the  political-legislative  climate 
is  favorable  and  that  the  committee  will  act 
if  it  hears  from  enough  of  the  self-employed 
who  would  be  affected.  This  will  be  consid- 
ered by  the  House  Ways  and  Means  Commit- 
tee whose  chairman  is  Representative  Jere 
Cooper. 
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THE  syndrome  of  narcolepsy  con- 
sists of  attacks  of  overwhelming 
drowsiness  and  sleep.  May  be 
accompanied  by: 

Cataplexy 
Sleep  paralysis 
Hypnogogic  hallucinations 
Somnambulism 

Narcolepsy  occasionally  occurs  alone,  with- 
out other  accompaniments.  The  most  fre- 
quent accompaniments  are  cataplexy  and 
sleep  paralysis.  Sleep  paralysis  is  known  to 
occur  alone  with  some  frequency.  Cataplexy 
rarely  occurs  alone.  At  times  in  longitud- 
inal history  over  some  duration,  one  of  these 
disorders  gradually  replaces  the  other. 

ETIOLOGY 

Actually  unknown.  Two  present  theories : 
1.  Organic,  affecting  “sleep  centers  of 
brain. 

2.  Emotional  or  psycho-physiologic. 
Apparently  more  than  coincidental  ac- 
companiments are  conditions  pointing  to  hy- 
pothalamic involvement  such  as : 

Endocrine  disturbances 
Marked  obesity 

Petit  mal  epileptic  disturbances 
Other  sleep  disturbances 
At  times  history  and  findings  suggest  re- 
lationship to : 

Cranio-cerebral  injury 
Virus  encephalitis 
Polycythemia 
Multiple  sclerosis 

There  have  been  reported  accompanying 
lymphocytosis  and  eosinophilia. 

Symptoms  may  be  aggravated  following 
head  injury,  with  menses,  and  during  preg- 
nancy. 

Syndrome  occurs  more  frequently  in 
males,  and  the  onset  is  usually  during  ado- 
lescence. 

THE  “TYPICAL”  CASE  OF 
NARCOLEPSY 

The  following  are  classical  “diagnostic” 
features,  not  found,  however,  in  every  case: 


Accompanying  cataplexy,  sleep  paraly- 
sis and  hypnogogic  hallucinations. 

Episodic,  recurrent  fits  of  slumber  in- 
terrupting an  otherwise  normal  con- 
dition. 

Spontaneous  description  of  trances 
which  turn  out  to  be  states  of  partial 
sleep.  May  be  aware  of  happenings 
about  him  but  unable  to  awaken 
otherwise.  May  be  asleep  and  un- 
aware of  happenings,  yet  on  awaken- 
ing is  able  to  give  at  least  some  ac- 
count of  what  transpired. 

The  attacks  are  irresistible.  They  are 
imperative,  overwhelming,  regardless 
of  risk,  embarrassment,  or  locale. 

The  individual  may  be  aroused  by 
slight  touch  or  a word. 

The  attack  lasts  only  a few  to  several 
minutes,  is  clear-cut  in  its  appear- 
ance, and  there  is  a spontaneous  re- 
covery with  no  “hangover,”  the  in- 
dividual typically  feeling  quite  re- 
freshed upon  arousing. 

The  attacks  are  apt  to  be  brief  and  nu- 
merous, not  prolonged  or  continuous. 

Especially  likely  to  occur  in  conditions 
conducive  to  boredom  and  drowsiness ; 
after  a heavy  meal. 

No  excessive  fatigue  or  reasons  for  ex- 
cessive drowsiness;  usually  slept  well 
the  night  before. 

Occasionally  precipitated  by  strong  emo- 
tional experience  as  with  cataplexy 
(see  below)  or  by  uncomfortable, 
frustrating  or  embarrassing  situa- 
tions. 

THE  “NOT-SO-TYPICAL”  CASE 
OF  NARCOLEPSY 

Evident  that  there  is  quite  a spectrum  of 
these  cases  from  the  most  classical  and 
typical  through  those  much  more  vague. 

The  attacks  may  not  be  clear-cut  in  on- 
set and  termination. 

May  be  able  to  fight  them  off  or  be  dis- 
tracted from  them. 
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not  arouse  if  only  touched  or 
spoken  to : may  have  to  be  shaken 
violently. 

If  undisturbed,  may  sleep  for  hours. 

May  not  be  affected  by  conditions  con- 
ducive to  sleep. 

May  be  preceded  by  undue  drowsiness 
and  may  not  awaken  feeling  re- 
freshed. 

Cataplexy : 

A syndrome  of  overpowering  muscular 
weakness  which  may  cause  the  individual  to 
fall. 

He  does  not  lose  consciousness. 

The  condition  is  provoked  by  sudden 
emotional  stimuli. 

The  attack  may  be  occasionally  followed 
by  deep  sleep. 

May  vary  from  only  a trembling  of  the 
knees,  jaw  falling  open,  nod  of  head, 
brief  speechlessness  or  diplopia,  to 
overwhelming  postural  flaccidity  and 
collapse. 

Precipitated  by  sudden  emotional  excite- 
ment and  especially  if  the  motor  components 
of  such  excitement  are  allowed.  If  the  mirth 
or  laughter  are  entirely  ‘ ‘squelch ed”  and  held 
in,  the  attack  may  not  occur.  The  attack  is 
more  apt  to  occur,  then,  if  there  is  an  irre- 
sistible emotional  response  and  if  the  motor 
components  of  this  response  are  indulged  in. 

Occurs  with  sudden,  strong: 

Hearty  laughter  and  mirth 

Amusement  Startle,  fear 

Jojr  Anger 

Compassion  and  sentiment 

Note,  no  loss  of  consciousness;  clear  sen- 
sorium.  Duration  of  entire  attack  usually 
less  than  one  minute  followed  by  rapid  re- 
covery. Occasionally,  attack  followed  by 
sleep. 

Sleep  Paralysis: 

A state  of  incomplete  sleep  in  which  the 
individual  is  partially  or  fully  conscious  but 
unable  to  move  a muscle.  Most  apt  to  oc- 
cur as  individual  drifting  off  to  sleep  or 
gradually  awakening  from  sleep;  or  in 
a setting  of  quiet  and  rest,  conducive  to 
sleep. 

Usually,  attack  may  be  terminated  by  the 
slightest  stimulus,  someone  touching  or 
speaking  to  him.  Then  the  “paralysis”  dis- 
appears. 

The  individual  experiences  an  internal 
struggle  for  movement,  is  often  in  acute 


mental  distress  and  anxiety.  Occasionally 
troubled  with  frightening  hypnogogic  hallu- 
cinations (about  to  be  robbed  or  assaulted). 

Hypnogogic  Hallucinations : 

Vivid  hallucinations  and  dream-like  states 
occurring  as  the  individual  is  drifting  off  to 
sleep  or  as  he  is  awakening  from  sleep. 
At  least  partial  consciousness  and  (usually) 
considerable  insight  are  present. 

COURSE  OF  NARCOLEPSY 
SYNDROME 

Usually  chronic;  unpredictable  relapses 
and  remissions. 

RISKS  AND  DISABILITY 

Chief  risks  are  with  narcolepsy  and  cata- 
plexy because  of  their  overwhelming,  un- 
controllable nature  and  the  brief  disability 
of  the  individual.  Situations  requiring  pro- 
longed concentration  of  careful  attention  are 
beyond  their  responsibility.  Perhaps  the 
same  risks  as  with  epileptics : 

1.  Working  on  high  places 

2.  Driving  vehicles 

3.  Working  around  dangerous  machin- 
ery or  equipment. 

Disability  is  usually  minimal  and  would 
concern  only  specialized  tasks  and  responsi- 
bilities. 

TREATMENT 

1.  Pharmacologic 

2.  Psychotherapeutic 

Medications  are  those  of  the  stimulant- 
euphoriant  group  of  which  amphetamine 
(Benzedrine)  is  the  generic  representative. 

Dexedrine  in  doses  of  15  to  50  milli- 
grams per  day. 

Desoxyephedrine  in  doses  of  10  to  40 
milligrams  a day. 

New  drugs  such  as  Meratran,  Ritalin, 
and  Wyamine  may  also  be  valuable. 

Occasionally  “cures”  have  been  de- 
scribed following  spinal  puncture  or 
pneumoencephalography. 

Six  tenths  to  1.5  grams  potassium  chlo- 
ride three  times  a day  thought  ad- 
visable by  some.  Also,  thyroid  medi- 
cations by  mouth  to  tolerance. 

Weight  control,  discouraging  obesity. 
Maintain  good  program  of  physical 
activities  on  athletic  side. 

DIFFERENTIAL  DIAGNOSIS 

1.  Epilepsy,  particularly  atypical  and 
akinetic  types. 

2.  Periodic  paralysis  associated  with  dis- 
turbance of  potassium  metabolism. 
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MEET  SOME  OF  OUR  . . . 

NEW  MEMBERS 

Nebraska  State  Medical  Association 


+ 


Doctor  William  Howard  Schmitz,  Jr.,  is  a native  of  Omaha  where 
he  was  born  December  1,  1926.  He  attended  St.  Margaret  Mary’s  Grade 
School  and  Creighton  Prep.  He  received  both  his  pre-medical  and  his 
medical  education  at  Creighton  University,  graduating  with  the  degree 
Doctor  of  Medicine  in  1952.  He  interned  at  St.  Joseph’s  Hospital  in 
Omaha. 

Following  completion  of  his  internship  Dr.  Schmitz  completed 
residencies  in  Urology  at  Chicago  Wesley  Memorial  Hospital  from 
1953  to  1955  and  at  Veterans  Administration  Research  Hospital  in  Chi- 
cago from  1955  to  1956. 

Dr.  Schmitz  and  his  wife,  Mary  Vivian,  have  a daughter,  Barbara 
Anne,  IV2  years  old. 

For  recreation  he  enjoys  music,  golf,  reading  and  stamps. 

He  is  associated  with  his  father,  William  H.  Schmitz,  Sr.,  M.D., 
in  the  practice  of  Urology. 

Address:  611  City  National  Bank  Building,  Omaha,  Nebraska. 


Doctor  Harold  M.  Nordlund  was  born  in  Kansas  City,  Missouri,  on 
May  18,  1927.  He  attended  public  schools  in  York,  Nebraska,  and 
received  his  pre-medical  education  at  Doane  College,  Crete,  Nebraska, 
graduating  with  the  degree  Bachelor  of  Arts  in  1951.  He  matriculated 
at  the  University  of  Nebraska  College  of  Medicine  from  which  he 
received  the  degree  Doctor  of  Medicine  in  1955.  His  internship  was 
served  at  Cook  County  Hospital  in  Chicago. 

Doctor  Nordlund  was  licensed  by  the  State  of  Nebraska  September 
1955. 

His  military  experience  was  with  the  C.A.C.  from  1945  to  1946. 

Dr.  Nordlund  is  unmarried. 

Address:  928  Platte  Avenue,  York,  Nebraska. 


Doctor  William  H.  Weingarten  was  born  February  2,  1924,  in 
Omaha,  where  he  received  his  early  education.  His  pre-medical  work 
was  taken  at  Omaha  University  and  the  University  of  Nebraska.  He 
matriculated  at  the  University  of  Nebraska  College  of  Medicine  from 
which  he  received  the  degree  Doctor  of  Medicine  in  1948. 

His  internship  was  served  at  Northwestern  Hospital  in  Minne- 
apolis and  was  followed  by  a residency  in  general  surgery  at  the  same 
institution.  Dr.  Weingarten  completed  two  additional  years  of  residency 
in  orthopaedic  surgery  at  the  University  Hospital  in  Omaha,  and  one 
year  in  children’s  orthopaedics  at  Nebraska  Orthopaedic  Hospital  in 
Lincoln. 

Dr.  Weingarten  served  with  the  U.S.  Army  Medical  Corps  from 
1948  to  1952. 

He  held  the  position  of  Chief  of  Orthopaedic  Service  at  the  Omaha 
Veterans  Administration  Hospital  for  the  year  ending  June  1956. 

Dr.  Weingarten  and  his  wife,  Lila,  have  three  children:  Margaret 
Ann,  10,  Merrijane,  8,  and  Thomas  William,  4. 

Swimming  and  hunting  are  Dr.  Weingarten’s  favorite  recreations. 

Address:  3610  Dodge  St.,  Omaha,  Nebraska. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
June  8,  Hastings,  Mary  Lanning  Hospital 
June  22,  Lexington,  High  School 
July  13,  Norfolk,  Norfolk  State  Hospital 
July  27,  Chadron,  Elks  Club 

JOINT  MEETING  OF  THE  NEBRASKA- 
IOWA  CHAPTERS  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — June  20,  1957,  Sheraton-Fon- 
tenelle  Hotel,  Omaha. 

News  and  Views 

From  the  Lincoln  State  Journal — 

Dr.  John  S.  Latta,  professor  of  anatomy 
at  the  College  of  Medicine  in  Omaha  was  a 
recipient  of  the  University  of  Nebraska 
Foundation  awards  for  distinguished  teach- 
ing. 

The  awards,  consisting  of  $1,000  and  a 
medalion,  were  presented  at  the  29th  Nebras- 
ka University  annual  honors  convocation  by 
W.  W.  Putney  of  Lincoln,  Foundation  presi- 
dent. 

Dr.  Latta  was  honored  for  teaching  in  the 
sciences  and  technology.  Dr.  Latta  joined 
the  College  of  Medicine  staff  in  1921,  and 
in  1941  became  head  of  the  department.  He 
is  now  secretary  of  the  C.  W.  M.  Poynter 
Foundation;  secretary  of  the  Nebraska  State 
Board  of  Examiners  in  Basic  Sciences;  edi- 
tor of  the  Bulletin  of  the  American  Associa- 
tion of  Basic  Science  Boards;  chairman  of 
the  College  of  Medicine  Library  Committee 
of  the  University’s  graduate  faculty;  and 
secretary  of  the  State  Anatomical  Board. 

From  the  Broken  Bow  Chief — 

A banquet  was  held  on  May  1st  at  the 
Callaway  community  hall  honoring  Dr.  R. 
D.  Bryson  who  has  been  practicing  medicine 
for  50  years. 

Forty-five  of  these  years  have  been  spent 
in  Callaway,  Dr.  Bryson  having  come  there 
to  practice  in  1912  after  practicing  in  Udall, 
Kansas. 

Dr.  Bryson  was  born  in  Gage  county  in 
1883.  He  was  graduated  from  Lincoln  Med- 


ical College  with  an  M.D.  degree,  in  1907. 
He  served  during  World  War  I with  the 
168th  Ambulance  Company  of  the  42nd  Di- 
vision. 

From  the  Omaha  World-Herald — 

Thieves  cannot  molest  the  treasure  laid 
up  by  Dr.  G.  A.  Taylor  of  Hebron,  “I  have 
never  thought  much  about  money,”  said  the 
79-year-old  Hebron  physician,  in  the  twi- 
light of  a 47-year  practice  here. 

“He  never  sends  out  bills,”  said  a patient. 
“I  doubt  if  he  has  ever  kept  books.” 

“I’d  rather  not  discuss  that,”  said  the  doc- 
tor. “I  have  done  what  I wanted  to  do.” 
“I  learned  in  medical  school  to  regard  people 
not  as  cases  but  as  friends,”  said  the  doctor. 

A native  of  Nemaha  County,  Nebraska, 
the  doctor  attended  Nebraska  Wesleyan  Uni- 
versity, got  his  medical  degree  at  Creighton 
University  in  1902. 

He  has  experienced  all  the  traditional 
hardships — and  some  extra  ones — common 
to  the  small  town  general  practitioner  of 
the  old  school.  He  has  delivered  between 
3,200  and  3,300  babies. 

A few  years  ago  he  was  honored  at  a “Doc 
Taylor  Day.” 

From  the  Omaha  World-Herald — 

A delegation  of  25  to  30  members  of  the 
Legislature  toured  the  University  of  Ne- 
braska College  of  Medicine  early  in  May. 
They  were  the  guests  of  the  College  of  Medi- 
cine and  the  Nebraska  State  Medical  Asso- 
ciation. 

The  group  included  members  of  the 
Budget  Committee.  The  senators  toured  the 
university  buildings  as  well  as  private  insti- 
tutions. A dinner  was  held  for  the  visitors 
at  the  University  Hospital. 

From  the  Fremont  Guide-Tribune — 

The  first  answers  to  a new  medical  survey 
series  at  Creighton  University  revealed  that 
most  physicians  would  probably  enter  pro- 
fessional ranks  again  if  forced  to  choose  a 
second  occupation. 

Leading  the  field  of  alternate  occupations 
for  the  medics  was  engineering  with  other 
scientific  fields  providing  close  competition. 
The  diplomatic  corps  and  the  law  had  an 
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appeal  for  a half  dozen  or  more  and  teach- 
ing at  the  college  level  also  attracted  a hand- 
ful of  those  polled. 

A considerable  number  chose  farming  or 
ranching  and  praised  them  as  one  of  the 
few  areas  left  where  individuality  and  inde- 
pendence can  be  attained.  The  priesthood 
and  various  business  enterprises  accounted 
for  most  of  the  remainder.  However,  there 
were  a few  selections  reprsenting  unique  in- 
terests. Among  these  were  professional 
golfers,  and  photographers,  a cowboy,  motel 
operator,  aviator  and  plumber. 

A significant  group  confessed  that,  since 
medicine  had  always  been  their  dream  and 
their  goal,  that  they  could  not  even  conceive 
of  another  career.  One  man  who  indicated 
this  who  classed  himself  as  “reasonably  suc- 
cessful” went  on  to  criticize  today’s  “social- 
ized and  production  line”  medicine  and  ad- 
vised a young  man  who  wanted  a “fair  re- 
turn for  his  efforts  and  time”  to  try  other 
scientific  fields. 

From  the  Omaha  World-Herald — 

State  Senator  John  E.  Beaver  of  Beemer 
has  said  that  he  plans  to  propose  the  other 
Midwest  states  send  personnel  to  be  trained 
at  the  Nebraska  Psychiatric  Institute  of 
Omaha.  Mr.  Beaver,  Speaker  of  the  Legis- 
lature, indicated  that  he  would  make  the  pro- 
posal at  a Chicago  meeting  of  the  steering 
committee  of  the  Midwest  Interstate  Com- 
mittee on  Higher  Education. 

Mr.  Beaver  will  suggest  that  other  states 
send  psychiatrists,  nurses  and  other  mental 
health  workers  for  training.  Cost  of  the 
training  would  be  paid  by  the  other  states. 

Mr.  Beaver  said  the  Psychiatric  Institute, 
a joint  operation  of  the  State  Board  of  Con- 
trol and  the  University  of  Nebraska  College 
of  Medicine,  is  nationally  outstanding. 

Sarcoidosis  to  Receive  Intensive  Study — 

The  launching  of  the  first  cooperative  at- 
tack on  the  mysterious  tuberculosis-like  dis- 
ease, sarcoidosis,  has  been  announced  by  the 
Veterans  Administration. 

Five  VA  hospitals  have  just  begun  the 
study  in  an  attempt  to  learn  the  cause  and 
nature  of  sarcoidosis  so  that  steps  may  be 
taken  to  prevent  and  treat  it.  The  hospitals 
are  at  Atlanta,  Ga. ; Dallas,  Texas ; Madison, 


Wis. ; New  York  City;  and  Washington, 
D.C. 

A research  team  at  the  central  office  has 
been  studying  sarcoidosis  since  1954.  This 
means  the  study  will  begin  with  considerable 
accumulated  data  that  will  be  of  consider- 
able value. 

National  Clearinghouse  for  Poison 
Control  Centers — 

The  Department  of  Health,  Education  and 
Welfare  has  decided  to  establish  a National 
Clearinghouse  for  poison  control  centers. 
This  action  is  in  response  to  requests  from 
the  American  Academy  of  Pediatrics  and  the 
American  Public  Health  Association  and  will 
be  carried  out  under  the  direction  of  the  Sur- 
geon General  of  the  Public  Health  Service. 
When  in  full  operation,  the  Clearinghouse 
will  serve  for  (1)  interchange  of  informa- 
tion, (2)  stimulation  of  development  of  new 
or  improved  methods  of  treatment,  (3)  aid 
in  establishing  poison  control  centers,  (4) 
study  of  national  and  area  trends  in  poison- 
ing, and  (5)  as  a repository  for  information 
voluntarily  provided  by  manufacturers. 
Further  information  will  be  forthcoming. 

echo- 

echo  viruses  are  a group  that  have  been 
found  in  the  feces  of  patients  and  normal 
persons.  They  have  been  found  during  at- 
tempts to  find  the  causative  agent  of  polio- 
like diseases,  and  have  served  to  confuse  the 
issue  in  many  instances.  The  term  ECHO 
is  derived  from  enteric,  cytopathogenic,  hu- 
man orphan.  This  group  is  now  receiving 
intensive  study. 

American  and  British  Doctors  To  Be  Linked 
Via  Underseas  Cable — 

American  and  British  physicians  will  car- 
ry on  a discussion  on  “Results  of  Cardiac 
Surgery”  via  the  underseas  cable.  Conver- 
sations between  New  York’s  Carnegie  Hall 
and  the  Great  Hall  of  the  Royal  College  of 
Surgeons  in  London  will  be  by  telephone  and 
will  be  amplified  at  each  place.  This  will 
take  place  at  10:15  a.m.  (EDT)  on  June  5th. 

Nebraska  Farmer  Carries  Column 
Entitled  “Health”— 

The  Nebraska  Farmer  now  carries  a col- 
umn entitled  “Health.”  The  copy,  for  this 
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is  furnished  regularly  by  the  Council  on 
Rural  Health  of  the  American  Medical  As- 
sociation. 

Nine  Fifty-Year  Doctors  Honored — 

The  following  nine  physicians  were  hon- 
ored guests  at  the  89th  Annual  Session  of 
the  Nebraska  State  Medical  Society,  May 
13-16,  1957.  The  occasion  for  the  special 
honors  was  the  presentation  to  each  of  the 
following  of  the  Fifty-Year  Pin  signifying 
a half  century  of  service  as  doctors : 

Dr.  R.  B.  Adams,  Lincoln 
Dr.  H.  R.  Brown,  Beatrice 
Dr.  R.  D.  Bryson,  Callaway 
Dr.  Rudolph  Decker,  Byron 
Dr.  C.  G.  McMahon,  Superior 
Dr.  M.  J.  Powell,  Fairbury 
Dr.  H.  S.  Reed,  Guide  Rock 
Dr.  J.  M.  Woodard,  Aurora 
Dr.  F.  T.  Wright,  Lincoln 

News  From  Nebraska  Heart  Association — 

Nebraska  Heart  Fund  grants  of  $200 
have  been  presented  to  each  of  the  two  medi- 
cal schools  in  Omaha,  for  the  first  time,  to 
stimulate  student  interest  in  cardiovascular 
diseases.  Objectives  are  to  increase  student 
interest  in  heart  research,  diagnosis,  and 
treatment. 

Six  nationally  prominent  specialists  will 
appear  at  the  Fall  Scientific  Conference  of 
the  Nebraska  Heart  Association,  Oct.  3,  4, 
and  5,  at  the  Sheraton-Fontenelle  Hotel  in 
Omaha.  The  eighth  annual  meeting,  which 
has  been  expanded  an  extra  day  to  allow 
for  broader  coverage,  will  concentrate  on 
coronary  atherosclerosis. 

Because  of  the  success  of  its  first  West- 
ern Nebraska  Cardiac  Conference  in  Scotts- 
bluff  March  19,  the  Nebraska  Heart  Asso- 
ciation is  considering  another  similar  meet- 
ing next  year.  More  than  40  Nebraska  and 
Wyoming  physicians  attend  the  conference, 
co-sponsored  by  the  Scotts  Bluff  County 
Medical  Society.  Presiding  was  Society 
President,  Dr.  J.  D.  Hayhurst  of  Scottsbluff. 
Arrangements  were  handled  by  Dr.  W.  Max 
Gentry  of  Gering  and  Dr.  Douglas  Campbell 
of  Scottsbluff.  Two  consultants  from  the 
Heart  Association  were  present  at  the  con- 
ference. 


A program  to  take  the  latest  cardiac  nurs- 
ing techniques  and  information  to  Nebraska 
nurses  will  be  launched  July  1st  by  the 
Cardiac  Nursing  Committee  of  the  Nebraska 
Heart  Association.  The  Committee,  head- 
ed by  Miss  Emily  Brickley  of  Lincoln,  will 
rely  heavily  on  Miss  Rosemary  Neville,  who 
has  just  returned  from  a three-month  course 
on  cardiac  nursing  sponsored  by  the  Nation- 
al Heart  Institute  at  the  University  of  Min- 
nesota. 

“Congenital  Cardiac  Defects”  is  a new  27- 
page  booklet  issued  by  the  American  Heart 
Association,  and  available  without  charge 
from  the  Nebraska  Heart  Association.  All 
Heart  Association  members  will  receive  a 
copy  from  the  Omaha  office  with  their  next 
issue  of  “Modern  Concepts.  . The  new 
booklet  is  a physician’s  guide  for  evaluation 
and  management.  It  is  a companion  piece 
to  the  previous  A.H.A.  manual  by  Dr.  Regina 
Gluck,  “Diagnosis  of  Congenital  Cardiac  De- 
fects in  General  Practice,”  which  provides 
brief  descriptions  of  common  defects.  Both 
booklets  may  be  secured  without  charge  by 
sending  a postcard  to  Heart,  Omaha  1.  This 
is  part  of  the  Association’s  Professional  Edu- 
cation Program. 

Another  professional  education  aid  for  the 
practicing  physician  now  available  on  loan 
from  the  Nebraska  Heart  are  the  “Cardiac 
Clinic  Albums.”  This  packaged  audio- 
visual lecture  series  by  top  specialists  re- 
quires only  a long-playing  record  player. 
Each  album  contains  a discussion  on  33 i/g 
records,  a set  of  correlated  slides,  and  a 
transcribed  script  of  the  discussion.  Talks 
include  “The  Role  of  the  P-A  Film  of  the 
Chest  in  Cardiology”  by  Dr.  William  R. 
Christensen,  University  of  Utah;  and  “Func- 
tional Pathology  of  Occlusive  Coronary  Dis- 
ease” by  Dr.  Jesse  E.  Edwards  of  Mayo  Clin- 
ic. To  borrow,  just  write  Nebraska  Heart, 
4209  Harney  Street,  Omaha. 

One  Opinion  of  What  Makes  a Good 
Medical  Journal — 

“To  say  that  the  journal  of  a state  medi- 
cal association  is  as  good  as  its  editors  is 
also  to  say  that  it  is  only  as  good  as  the  ma- 
terial the  members  provide  for  their  utiliz- 
ation. . .” 

“The  quality  of  its  scientific  articles  is  a 
gauge  of  professional  progress  which,  above 
all,  determines  the  rating  of  any  journal  as 
a medical  periodical.  . 
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The  above  statements  are  taken  from  an 
editorial  from  The  Journal  of  the  Medical 
Association  of  Georgia  (Vol.,  page,  and  date 
unknown). 

Free  Advertising — 

We  just  received  a notice  of  a postgradu- 
ate course  to  be  given  in  a distant  city.  The 
fee  for  the  course  will  be  $300.  Attached  to 
the  notice  is  the  following:  “Will  you  kindly 
insert  this  notice  in  the  forthcoming  issue 
of  your  Journal  ?”  The  answer,  from  now 
on,  will  be  “no,”  so  long  as  the  charge  for 
the  course  is  more  than  can  be  considered  a 
“registration  fee.” 

Blue  Cross  Payments  More  Than  One 
Billion  Dollars  in  1956 — 

“Blue  Cross  Report  to  the  Nation”  reveals 
that  Blue  Cross  members  received  more 
than  $1  billion  worth  of  hospital  care  in 
1956.  This  is  the  largest  amount  yet  paid 
in  a single  year  and  represents  the  return 
of  93  cents  of  each  subscriber’s  dollar  in 
benefits.  Somewhat  over  9,000,000  Blue 
Cross  members  were  admitted  to  hospitals 
and  received  53,000,000  patient  days  of  care. 

Announcements 

Diabetic  Children’s  Summer  Camp — 

Camp  Floyd  Rogers,  formerly  Springdale 
Camp  for  Diabetic  Children,  will  again  be 
open  for  two  weeks,  June  9 through  22.  Dia- 
betic children  between  ages  8 and  16  can  en- 
joy typical  camping  experiences  under  close 
medical  and  nursing  supervision.  Address 
inquiries  to  Miss  Ann  Smrha,  Department 
of  Health,  State  Capitol,  Lincoln  9,  Nebras- 
ka. 

Omaha  Mid-West  Annual  Assembly,  1957 — 

The  Twenty-Fifth  Annual  Assembly  of  the 
Omaha  Mid- West  Clinical  Society  will  be 
held  November  4th  to  November  7th,  inclu- 
sive, at  the  Sheraton-Fontenelle  Hotel,  Oma- 
ha, Nebraska.  Plans  are  well  under  way 
and  everything  possible  is  being  done  to 
formulate  a program  which  will  be  of  prac- 
tical value  to  the  practicing  physician. 

In  addition  to  distinguished  guest  lectur- 
ers, members  of  the  Society  will  present 
panel  discussions  and  lectures.  The  mez- 
zanine floor  will  hold  the  usual  scientific  and 
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technical  exhibits,  and  the  morning  motion 
picture  program  and  discussion  periods  fol- 
lowing luncheons  and  dinners  will  be  con- 
tinued. 

The  guest  specialists  scheduled  to  lecture 
at  the  Assembly  constitute  an  impressive 
list.  The  following  is  a list  of  the  guest 
speakers : 

HERBERT  E.  SCHMITZ,  M.D.,  Chicago,  Illinois — 
Professor  of  Obstetrics  and  Gynecology,  Stritch 
School  of  Medicine  of  Loyola  University. 

ERIC  E.  WOLLAEGER,  M.D.,  Rochester,  Minne- 
sota— Associate  Professor  of  Medicine,  University 
of  Minnesota  Graduate  School. 

ALVIN  L.  BARACH,  M.D.,  New  York,  N.Y.— Clin- 
ical Professor  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons. 

CARL  A.  MOYER,  M.D.,  St.  Louis,  Missouri — Pro- 
fessor of  Surgery,  Washington  University  School 
of  Medicine. 

H.  R.  REICHMAN,  M.D.,  Salt  Lake  City,  Utah— 
Assistant  Clinical  Professor  of  Surgery  (Proc- 
tology), University  of  Utah  College  of  Medicine. 

CLYDE  G.  CULBERTSON,  M.D.,  Indianapolis,  In- 
diana— Professor  of  Clinical  Pathology,  Univer- 
sity of  Indiana  School  of  Medicine. 

VICTOR  F.  MARSHALL,  M.D.,  New  York,  N.Y.- 
Associate  Professor  of  Clinical  Surgery  (Urology), 
Cornell  University  Medical  College. 

JAMES  G.  HUGHES,  M.D.,  Memphis,  Tennessee — 
Professor  of  Pediatrics,  University  of  Tennessee 
College  of  Medicine. 

KENNETH  E.  APPEL,  M.D.,  Philadelphia,  Penn- 
sylvania— Professor  of  Psychiatry  and  Chairman 
of  the  Department,  University  of  Pennsylvania 
School  of  Medicine. 

JOHN  H.  MOE,  M.D.,  Minneapolis,  Minnesota — Clin- 
ical Assistant,  Orthopedic  Surgery,  University  of 
Minnesota  Medical  School. 

G.  O’NEIL  PROUD,  M.D.,  Kansas  City,  Kansas — 
Professor  of  Otorhinolaryngology,  University  of 
Kansas  School  of  Medicine. 

Midwest  Cardiac  Conference  at  Iowa  City 
In  October — 

Plans  for  the  Midwest  Cardiac  Conference 
to  be  held  October  3,  4 and  5th  at  the  Iowa 
State  University  Hospitals  in  Iowa  City 
have  been  announced  by  the  Iowa  Heart  As- 
sociation, co-sponsors  of  the  scientific  ses- 
sion. No  registration  fee  will  be  charged. 

Rocky  Mountain  Cancer  Conference,  1957 — 

The  Eleventh  Annual  Rocky  Mountain 
Cancer  Conference  will  be  held  in  Denver, 
July  10  and  11.  As  usual,  a faculty  of  re- 
nowned experts  will  present  important  and 
interesting  information  on  the  subject  of 
cancer. 
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On  the  10th,  the  morning  hours  will  be  oc- 
cupied in  a symposium  on  cancer  of  the 
stomach.  After  a round  table  discussion  at 
luncheon,  the  subjects  for  the  afternoon  will 
include  “Pathology  of  Ovarian  Tumors/’ 
“Management  of  Benign  Intra-Thoracic  Le- 
sions,” and  “Diagnostic  Problems  of  Cancer 
of  the  Pancreas.”  The  evening,  at  the  Coun- 
try Club  will  include  cocktails,  dinner,  and 
a lecture  entitled  “Ropes  of  Gold.” 

The  second  morning  will  be  used  for  a 
“Symposium  on  Cancer  of  the  Lung.”  After 
a luncheon  and  round  table  discussion,  the 
afternoon  will  be  used  to  present  a “panel 
on  Cytology.” 

For  additional  information,  contact  John 
S.  Bouslog,  M.D.,  Chairman,  Cancer  Confer- 
ence, 835  Republic  Building,  Denver  2,  Colo- 
rado. 


American  Public  Health  Association 
Will  Meet- 

Public  health  authorities  representing 
community,  state,  national,  and  interna- 
tional agencies,  both  voluntary  and  govern- 
mental, will  meet  to  exchange  information 
on  a wide  variety  of  topics  at  the  85th  an- 
nual meeting  of  the  American  Public  Health 
Association  in  Cleveland,  Nov.  11  to  15.  More 
than  40  related  organizations  will  hold  si- 
multaneous meetings.  A total  attendance 
of  4,500  is  expected,  and  about  400  papers 
will  be  presented. 

Project  for  Expansion  of  Psychiatric  Services — 

The  American  Psychiatric  Association  has 
set  up  a project  to  study  ways  by  which  a 
greater  understanding  of  psychiatry  can  be 
conveyed  to  physicians  in  general  practice. 

The  project  will  be  administered  at  the 
Central  Office  of  the  American  Psychiatric 
Association  under  the  Medical  Director.  A 
Liaison  Committee  with  the  American  Acad- 
emy of  General  Practice  will  serve  the  proj- 
ect in  an  advisory  capacity.  The  Liaison 
Committee  has  proposed  that  the  general 
urgent  need  for  expanding  psychiatric  serv- 
ices in  communties  throughout  the  nation 
can  most  readily  and  practicably  be  met  by 
general  practitioners  if  they  can  be  armed 
with  appropriate  basic  knowledge  of  psychi- 
atric skills  and  practices. 

We  shall  need  your  cooperation  in  this 
program. 


Mississippi  Valley  Medical  Society 
Has  Expanded — 

For  many  years  the  Mississippi  Valley 
Medical  Society  has  drawn  its  principal 
memberships  from  the  states  of  Illinois, 
Iowa,  Minnesota,  Missouri,  and  Wisconsin. 
On  November  19,  1956,  the  states  of  Kansas, 
Nebraska,  North  and  South  Dakota  were 
added,  and  the  constitution  and  by-laws  of 
the  organization  accordingly  amended.  The 
M.V.M.S.  has  always  avoided  interfering  in 
any  way  with  other  established  societies 
such  as  the  Kansas  City  Southwest  and  the 
Omaha  Mid-West,  either  in  place  or  time  of 
meeting  or  in  membership  drives.  This 
policy  will  be  followed  in  the  future  as  in 
the  past.  The  annual  sessions  constitute 
excellent  opportunities  for  postgraduate  in- 
struction in  a wide  range  of  subjects. 

Human  Interest  Tales 

Dr.  G.  J.  Srb,  Dodge,  made  a trip  to  the 
Mayo  Clinic  in  April  for  a physical  check  up. 

Dr.  and  Mrs.  W.  J.  Kavan,  Clarkson,  have 
returned  home  after  a three-week  vacation 
in  Texas. 

Dr.  Karl  Forster,  Youngstown,  Ohio,  is 
a new  arrival  in  Spalding  and  will  join  Dr. 
R.  J.  Fox. 

Plans  are  being  made  to  hold  an  open 
house  at  the  Broken  Bow  Community  hos- 
pital in  June. 

Mrs.  M.  M.  Sullivan,  Spalding,  has  been 
elected  President  of  the  Four  County  Med- 
ical Auxiliary. 

Dr.  Kenneth  Pierson,  Neligh,  has  been 
notified  to  report  for  active  duty  with  the 
Army  on  May  1 5. 

An  undetermined  amount  of  money  was 
taken  from  the  office  of  Dr.  F.  J.  Mnuk,  of 
Omaha,  in  April. 

Dr.  and  Mrs.  C.  K.  Elliott,  Lincoln,  have 
returned  home  after  a two-week  trip  to  Bos- 
ton and  New  York. 

Mrs.  Donald  Purvis,  Lincoln,  is  the  newly 
elected  president  of  the  Lancaster  County 
Medical  Auxiliary. 

Dr.  T.  D.  Fitzgerald,  Alliance,  was  the 
principal  speaker  at  an  April-meeting  of  the 
Alliance  Chamber  of  Commerce. 


310 


Nebraska  S.  M.  J. 


Dr.  Jerome  Murphy,  Omaha,  spoke  on 
heart  disease  and  research  at  an  April-meet- 
ing of  the  Norfolk  Kiwanis  club. 

Dr.  Charles  Landgraf,  Hastings,  was  the 
principal  speaker  at  an  April  meeting  of 
the  Mother’s  Study  in  Superior. 

Dr.  Dwaine  Peetz,  Neligh,  presented  a 
series  of  talks  at  the  annual  Mother’s  Insti- 
tute meeting  in  that  city  in  April. 

Drs.  E.  B.  Reed,  H.  S.  Morgan,  and  L.  G. 
H.  Lewis,  Lincoln,  are  members  of  the  new- 
ly formed  Lincoln  Hospital  Council. 

Dr.  Mary  MacVean-Edmonds,  Nebraska 
City,  has  resigned  her  position  as  Nebraska 
City  Health  officer,  after  39  years. 

Dr.  Allan  Schueneman  has  joined  Dr.  Les- 
lie Potts  at  Arnold.  Dr.  Scheuneman  only 
recently  completed  his  military  service. 

Dr.  W.  W.  Waddell,  Beatrice,  attended 
the  April  meeting  of  the  American  College 
of  Physicians  which  was  held  in  Boston. 

Dr.  Stanley  Truhlsen,  Omaha,  has  been 
elected  president  of  the  Medical  College 
Alumni  of  the  University  of  Nebraska. 

Dr.  Joseph  Martin,  Scottsbluff,  was  the 
guest  speaker  at  a regular  meeting  of  the 
Cosmopolitan  club  in  that  city,  in  April. 

Dr.  Byron  Brown,  Superior,  has  an- 
nounced that  he  has  accepted  a residency  in 
orthopedic  surgery  at  Memphis,  Tennessee. 

Dr.  G.  Paul  Charlton,  Hastings,  was  a 
guest  speaker  at  a recent  meeting  of  the 
Woman’s  Club  Junior  Department  in  that 
city. 

Dr.  Andres  Grisolia,  who  came  to  the 
United  States  from  Spain  in  1952,  has  joined 
the  staff  of  the  Veterans  Hospital  in  Grand 
Island. 

Dr.  G.  P.  McArdle,  Omaha,  has  been 
named  a counselor  of  the  Industrial  Medical 
Association  for  the  states  of  Kansas  and  Ne- 
braska. 

Dr.  Leo  Anderson,  York,  attended  the 
April-meeting  of  the  American  Association 
for  the  Study  of  Bone  and  Joint  Diseases,  in 
Havana,  Cuba. 

Dr.  John  Aita,  Omaha,  was  a guest  speak- 
er at  a recent  meeting  of  the  International 
Council  for  Exceptional  Children  which  was 
held  in  Omaha. 
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Dr.  Collin  B.  Schack,  Omaha,  was  the  prin- 
cipal speaker  at  a recent  meeting  of  the  Oma- 
ha Chapter  of  the  Railway  Business  Wom- 
en’s Association. 

Dr.  Donald  Carter,  Beaver  City,  has  an- 
nounced plans  to  enter  a psychiatry  residen- 
cy at  the  Veterans  hospital  at  Durham, 
North  Carolina. 

Samuel  M.  Fahr,  Professor  of  Law  at  the 
University  of  Iowa,  was  the  guest  speaker 
at  the  April-meeting  of  the  Omaha-Douglas 
County  Medical  Society. 

Dr.  Howard  Yost,  Fremont,  presented  a 
film  and  talk  on  Rheumatic  Fever  at  a re- 
cent meeting  of  the  Young  Homemakers  Ex- 
tension Club  in  that  city. 

The  regular  meeting  of  the  Faculty  Wom- 
en’s Club  of  the  University  of  Nebraska  Col- 
lege of  Medicine  was  held  in  April.  Mr. 
Horace  Giffen  was  in  charge. 

Dr.  Frank  Stone,  Lincoln,  was  a guest 
speaker  at  the  second  annual  convention  of 
the  Nebraska  State  Association  for  Retarded 
Children  held  in  Lincoln  in  April. 

Dr.  and  Mrs.  Chester  Q.  Thompson,  Oma- 
ha, recently  journeyed  to  Boston  where  Dr. 
Thompson  attended  the  annual  meeting  of 
the  American  College  of  Physicians. 

Dr.  Mary  Smith  was  honored  in  her  home 
town  of  North  Bend,  in  April,  while  home  on 
furlough  after  six  and  one-half  years  of 
service  as  a medical  missionary  in  the  Sudan. 

Drs.  Leo  T.  Heywood,  John  F.  Sheehan, 
and  Vincent  Moragues,  Omaha,  have  re- 
ceived a grant  for  cancer  research.  The 
grant,  $13,403,  is  for  the  1957-58  academic 
year. 

Dr.  William  F.  Mengert,  University  of  Il- 
linois College  of  Medicine  at  Chicago,  lec- 
tured at  a one-day  postgraduate  meeting  on 
obstetrics  at  the  Lincoln  General  Hospital, 
in  April. 

Dr.  and  Mrs.  W.  R.  Hamsa,  Omaha,  re- 
turned home  recently  after  a trip  to  Cuba, 
where  Dr.  Hamsa  attended  the  meeting  of 
the  American  Association  of  Bone  and  Joint 
Surgeons. 

Dr.  J.  A.  McMillan,  Hastings,  discussed 
the  need  for  a pre-natal  clinic  as  a commun- 
ity clinic  at  a meeting  of  the  First  Presby- 
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terian  Church  Clipper  Club  held  in  that 
city  in  April. 

Dr.  and  Mrs.  Charles  W.  McLaughlin,  Jr., 
Omaha,  were  hosts  to  the  Surgeons’  Travel 
Club  which  met  in  Omaha  early  in  May.  At- 
tending were  45  surgeons  and  their  wives 
from  the  United  States  and  Canada. 

Drs.  Dwight  Frost,  Delbert  Neis,  Carlyle 
Wilson  and  J.  Harry  Murphy,  Omaha,  were 
guest  speakers  at  tri-state  meeting  in  Oma- 
ha sponsored  by  the  Nebraska  Chapter  of 
the  American  Physical  Therapy  Association 
in  April. 

Dr.  Howard  A.  Rusk,  New  York  City,  was 
the  principal  speaker  at  the  annual  con- 
gratulatory dinner  for  graduating  students 
of  the  University  of  Nebraska  College  of 
Medicine  and  the  Creighton  University 
School  of  Medicine. 

Dr.  Norman  Cromwell,  Lincoln,  professor 
of  chemistry  at  the  University  of  Nebraska, 
has  received  the  Simon  Guggenheim  Fellow- 
ship “granted  to  persons  of  unusual  capacity 
for  scholarly  research.”  This  is  the  second 
time  he  has  received  this  award. 

Blue  Cross-Blue  Shield,  with  the  coopera- 
tion of  the  Omaha-Douglas  County  Medical 
Society,  presented  a surgical  operation  from 
the  Children’s  Memorial  Hospital  to  the  tele- 
vision viewers,  in  April.  The  program  was 
in  support  of  Medical  Education  Week. 


Deaths 

John  A.  Borghoff,  M.D.,  Omaha  — Dr. 
Borghoff  was  60  years  old  at  the  time  of  his 
death.  He  graduated  from  the  University 
of  Nebraska  College  of  Medicine  in  1920,  and 
specialized  in  dermatology.  He  joined  the 
faculty  of  the  Creighton  University  School 
of  Medicine  in  1924,  and  at  the  time  of  his 
death  was  Professor  of  Dermatology  and  co- 
director of  the  department.  He  died  in 
Omaha  February  21st. 

Joy  Clayton  Byers,  M.D.,  formerly  of 
Friend — Dr.  Byers  was  76  years  old  at  the 
time  of  his  death.  He  graduated  from 
Northwestern  University.  He  practiced  in 
Friend,  Nebraska,  from  1920  to  1927.  He 
moved  to  Phoenix,  Arizona  in  1948  where 
death  occurred. 


Cary  G.  Duncan,  M.D.,  Lincoln — Dr.  Dun- 
son  was  85  years  old  at  the  time  of  her 
death.  Dr.  Duncan  was  a native  of  Saunders 
County  and  received  her  medical  degree  from 
Cotner  College  in  1910.  She  died  in  Lincoln, 
January  25th. 

E.  M.  Farquhar,  M.D.,  formerly  of  Mina- 
tare — Dr.  Farquhar  was  88  years  old  at  the 
time  of  his  death.  Dr.  Farquhar  graduated 
from  the  University  of  Illinois  College  of  Med- 
icine in  1897,  and  practiced  in  Nebraska  and 
Iowa  for  a total  of  47  years.  He  left  Mina- 
tare  in  1944,  to  reside  in  Santa  Monica,  Cali- 
fornia, where  death  occurred  January  18th. 

George  J.  Hand,  M.D.,  Alliance — Dr.  Hand 
was  81  years  old  at  the  time  of  his  death 
April  11th.  Born  in  South  Dakota,  Dr.  Hand 
attended  high  school  in  Hay  Springs  and  re- 
ceived his  medical  degree  from  the  Univer- 
sity of  Iowa.  He  began  his  practice  in  Alli- 
ance in  1904,  where  he  evidenced  an  interest 
in  providing  a sports  program  for  the  young 
men  of  the  community.  Dr.  Hand  had  been 
in  retirement  for  three  years  prior  to  his 
death. 

Richard  L.  Ivins,  M.D.,  Crawford  — Dr. 
Ivins  was  71  years  old  at  the  time  of  his 
death.  He  graduated  from  the  Creighton 
Medical  College  in  1908,  and  practiced  in  Har- 
rison prior  to  moving  to  Crawford  in  1911. 
In  1949  he  moved  to  Miles  City,  Montana. 
Death  occurred  in  Rochester,  Minnesota, 
April  14th.  Survivors  include  a son,  Dr. 
John  C.  Ivins  of  Rochester,  Minnesota. 

John  A.  Jelinek,  M.D.,  Bruno — Dr.  Jelinek 
was  80  years  old  at  the  time  of  his  death. 
He  graduated  from  the  Creighton  University 
School  of  Medicine  in  1902,  and  immediately 
established  his  practice  in  Bruno  where  he 
actively  practiced  until  the  time  of  his  death, 
more  than  55  years.  He  was  born  at  Dodge. 
He  died  in  David  City  February  12th. 

Charles  H.  Sheets,  M.D.,  Cozad  — Dr. 
Sheets  was  63  years  old  at  the  time  of  his 
death.  He  graduated  from  the  Creighton 
University  School  of  Medicine  in  1916.  Dr. 
Sheets  began  his  practice  in  Cozad  in  1917 
and  was  active  in  the  Nebraska  State  Medical 
Association  and  had  served  as  the  Associa- 
tion’s president.  He  died  January  31st. 
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Know  Your 
Blue  Shield  Plan 


BLUE  SHIELD  AND  THE 
MEDICAL  SOCIETY 

Every  doctor  has  a personal  responsibility 
for  the  success  of  his  Blue  Shield  Plan  and 
a direct  opportunity  to  take  part  in  its  con- 
trol. The  first,  basic  requisite  of  any  non- 
profit prepayment  plan  that  wishes  to  use 
the  name  and  symbol  “Blue  Shield,”  is  that 
the  plan  be  formally  and  continuously  ap- 
proved by  the  state  and  county  medical  so- 
cieties in  its  area  of  operation. 

Another  requirement,  no  less  basic,  is  that 
a Blue  Shield  Plan’s  medical  policies  and 
schedules  of  payment  be  determined  by  phys- 
icians. 

Blue  Shield  is,  in  fact,  our  own  chosen 
mechanism  for  making  our  services  more 
readily  available,  through  prepayment,  to 
our  patients. 

As  such,  one  would  expect  the  relations 
between  all  Blue  Shield  Plans  and  their 
sponsoring  medical  societies  to  be  as  intim- 
ate and  understanding  as  between  the  mem- 
bers of  any  well  run  family. 

A recent  survey,  conducted  jointly  by  the 
Public  Relations  Department  of  A.M.A.  and 
the  Professional  Relations  staff  of  Blue 
Shield  Medical  Care  Plans,  indicates  that  re- 
lationships between  the  Plans  and  their  lo- 
cal medical  societies  are  generally  excellent 
and  have  improved  most  notably  in  the  last 
few  years. 

Similar  questionnaires  sent  simultaneous- 
ly to  the  Plans  and  medical  societies  brought 
prompt  responses  from  75  per  cent  of  the 
Plans  and  78  per  cent  of  the  societies.  Of 
these  respondents,  94  per  cent  of  the  Plans 
and  89  per  cent  of  the  medical  societies  re- 
ported good  or  excellent  relations  with  one 
another.  The  interesting  fact  that  in  three 
cases  the  Plans  thought  their  relations  with 
the  medical  society  were  excellent  while  the 
society  reported  them  to  be  poor,  and  in  three 
other  cases  the  contrasting  opinions  were 
reversed,  only  proves  that  we  are  dealing 
with  people. 

When  this  questionnaire  probed  a little 
deeper  into  the  specific  character  and  meth- 
ods of  liaison,  however,  it  revealed  some  siz- 


able areas  of  weakness  and  some  attractive 
opportunities  for  improvement. 

For  example,  only  51  per  cent  of  the  re- 
sponding Plans  and  58  per  cent  of  the  med- 
ical societies  reported  that  they  maintain  “a 
specific  liaison  committee”  between  them. 
That  some  of  these  committees  have  not  ren- 
dered conspicuous  service  is  suggested  by 
the  fact  that  in  six  cases  the  Plan  and  the 
medical  society  disagreed  as  to  the  very  ex- 
istence of  a liaison  committee  between  them. 
As  might  be  expected,  there  was  a signifi- 
cantly strong  correlation  between  the  areas 
where  liaison  committees  are  operating  and 
the  areas  where  the  mutual  relations  are 
of  the  best. 

Other  specific  questions  related  to  jointly 
sponsored  meetings  for  doctors’  office  as- 
sistants; the  inclusion  of  Blue  Shield  infor- 
mation in  the  medical  society’s  orientation 
program  for  new  members;  the  setting  up 
of  cooperative  mechanisms  for  the  use  of 
medical  society  mediation  committees  to 
handle  patient-complaints;  and  jointly  spon- 
sored indoctrination  programs  for  medical 
students,  interns  and  residents.  In  each  of 
these  areas  of  potential  cooperation,  a ma- 
jority or  a very  sizable  minority  of  the  re- 
spondents reported  no  action  as  yet. 

If  the  American  doctor  needs  Blue  Shield, 
it  is  equally  true — if  not  more  so — that  Blue 
Shield  needs  the  American  doctor.  With- 
out his  guidance,  Blue  Shield  might  become 
something  quite  different  from  what  the 
profession  wants  it  to  be.  Without  the  doc- 
tor’s support  and  active  participation,  there 
would  not  even  be  a Blue  Shield. 


Variations  and  loss  of  sensitivity  to  tuberculin 
have  been  observed  in  the  course  of  some  diseases. 
These  changes  are  usually  of  a transitory  nature, 
and  tuberculin  hypersensitivity  returns  with  the  im- 
provement or  recovery  of  the  patient.  The  tuber- 
culin reaction  which  may  be  slight  or  absent  in 
those  suffering  from  far  advanced  tuberculosis  or 
tuberculosis  meningitis  may  return  in  those  whose 
condition  improves  under  antimicrobial  treatment. 
(Joseph  D.  Aronson,  Helen  C.  Taylor,  Daniel  L. 
Kirk,  Am.  Rev.  Tuberc.,  July,  1956). 


The  finding  that  7.2  per  cent  of  the  patients  in  a 
tuberculosis  sanatorium  have  “serologically  proved” 
histoplasmosis  and  that  the  actual  presence  of  the 
microorganism  was  demonstrated  in  33  per  cent 
of  the  cases  is  indeed  remarkable.  It  certainly  calls 
for  very  serious  consideration  of  the  importance  of 
histoplasmosis  in  tuberculosis  sanatoriums.  (Michael 
L.  Furcolow  and  Charles  A.  Brasher,  M.D.,  Am.  Rev. 
Tuberc.,  May,  1956). 
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The  Woman's  Auxiliary 

To  the  Members  of  the  Auxiliary  to  the 

Nebraska  State  Medical  Association: 

1 am  very  humble  and  very  proud  as  I ac- 
cept the  responsibilities  of  guiding  our  Aux- 
iliary activities  through  1957-58.  In  behalf 
of  your  other  elective  officers  and  myself, 
may  we  express  to  you  the  pledge  of  our 
every  effort  to  carry  on  the  work  to  the  very 
best  of  our  ability. 

To  maintain  the  standards  of  efficiency 
of  our  retiring  president  is  a large  order. 
She  has  been  untiring,  capable  and  most  of 
all,  aware  and  completely  informed  in  mat- 
ters of  procedure  in  all  phases  of  auxiliary 
activity.  Her  leadership  I shall  strive  to 
emulate,  but  I fear  I can  never  match.  How- 
ever, with  the  help  of  Almighty  God  and  a 
splendid  corps  of  officers,  I shall  try. 

I should  especially  at  this  time  like  to  ex- 
press my  deep  appreciation  to  the  members 
of  my  board  who  will  assume  their  duties 
as  of  Thursday  morning.  Their  readiness 
and  willingness  to  accept  the  various  chair- 
manships have  been  a most  heartwarming 
experience  to  me.  This  only  goes  to 
strengthen  my  belief  that  there  are  many 
doctors’  wives  in  the  state  of  Nebraska  who 
feel  that  auxiliary  membership  is  important. 

I presume  that  each  president  as  she  as- 
sumes her  office  feels  a little  more  enthusi- 
asm toward  one  phase  of  effort  than  an- 
other, and  I believe  my  first  love  is  organ- 
ization. 

If  I may  bring  this  thought  to  you  as  we 
approach  a new  year  of  endeavor — This  I 
believe:  That  every  doctor’s  wife  owes  to 
her  husband’s  profession,  a membership  in 
auxiliary.  Let  me  compare  this  statement, 
if  I may,  to  a similar  responsibility  which 
I am  sure  we  all  feel.  Each  of  us,  no  doubt, 
belongs  to  the  guild  of  the  church  of  our 
choice.  I would  hazard  a guess  that  there 
are  many  women  who  do  not  get  any  par- 
ticular challenge  or  lift  from  attending  a 
meeting  of  their  church  circle.  However, 
we  all  pay  our  dues  and  in  that  way  help 
those  women  who  carry  the  active  leadership 
to  do  a good  job. 

In  my  book,  auxiliary  membership  is  not 
only  a responsibility  — it  is  a privilege. 
When  I became  a doctor’s  wife,  that  was  the 
most  wonderful  thing  that  ever  happened 


to  me,  and  I believe  that  most  doctors’  wives 
share  this  pride.  So,  as  we  begin  another 
year  of  work,  let  us  go  after  the  non-be- 
longing in  our  county  auxiliaries  or  as  mem- 
bers-at-large.  Let  each  of  us  who  is,  make 
known  to  those  who  are  not,  the  wisdom  of 
that  so  true  statement,  “To  the  many  organ- 
izations to  which  the  many  women  may  be- 
long, only  a Doctor’s  wife  may  belong  to  the 
Auxiliary  to  a Medical  Association. 

EXECUTIVE  BOARD,  AUXILIARY 
TO  THE  NEBRASKA  STATE 
MEDICAL  SOCIETY 

President — Mrs.  R.  R.  Brady,  Ainsworth 

President-Elect — Mrs.  George  Covey,  Lin- 
coln 

1st  Vice  President — Mrs.  C.  H.  Farrell,  Oma- 
ha 

2nd  Vice  President — Mrs.  Wayne  Waddell, 
Beatrice 

Treasurer — Mrs.  Robert  Hillyer,  Lincoln 

Recording  Secretary — Mrs.  F.  Schiffermil- 
ler,  Ainsworth 

Corresponding  Secretary — Mrs.  J.  M.  Christ- 
lieb,  Omaha 

Advisor — Mrs.  George  Robertson,  Omaha 
CHAIRMEN 

A.M.E.F. — Mrs.  James  P.  Donelan,  Omaha 
Bulletin — Mrs.  Hiram  Hilton,  Lincoln 
Chaplain — Mrs.  P.  0.  Marvel,  Giltner 
Civil  Defense — Mrs.  Allen  Alderman,  Chad- 
ron 

Finance — Mrs.  Arthur  J.  Offerman,  Omaha 
Historian — Mrs.  J.  P.  Tollman,  Omaha 
Legislation — Mrs.  Warren  G.  Bosley,  Grand 
Island 

Mental  Health  — Mrs.  Kenneth  Muehlig, 
Omaha 

News  Letter — Mrs.  R.  E.  Garlinghouse,  Lin- 
coln 

Nurse  Recruitment — Mrs.  W.  C.  Kenner,  Ne- 
braska City 

Parliamentarian  — Mrs.  J.  M.  Woodward, 
Lincoln 

Program — Mrs.  Victor  Norall,  Lexington 
Publicity — Mrs.  H.  V.  Munger,  Lincoln 
Public  Relations — Mrs.  F.  G.  Travnicek,  Wil- 
ber 

Resolutions  and  Revisions — Mrs.  Lloyd  Mc- 
Neill, Campbell 
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Today’s  Health — Mrs.  James  Ramsay,  At- 
kinson 

Safety — Mrs.  D.  B.  Wengert,  Fremont 
DIRECTORS 

One  Year — 

Mrs.  Fred  Ferciott,  Lincoln 
Mrs.  Clarence  Brott,  Beatrice 

Two  Years — 

Mrs.  Everett  Brillhart,  Columbus 
Mrs.  Dan  Nye,  Kearney 

COUNCILORS 

Mrs.  W.  Howard  Morrison,  Omaha 
Mrs.  Glen  Burbridge,  Nebraska  City 
Mrs.  H.  M.  Hepperlen,  Beatrice 
Mrs.  George  Salter,  Norfolk 
Mrs.  Harry  Jakeman,  Fremont 
Mrs.  James  D.  Bell,  York 
Mrs.  Harvey  D.  Runty,  DeWitt 
Mrs.  W.  E.  Johnson,  Valentine 
Mrs.  Otis  Miller,  Ord 
Mrs.  0.  A.  Kostal,  Hastings 
Mrs.  C.  F.  Heider,  Jr.,  North  Platte 

TUBERCULOSIS  ABSTRACTS 

ACCEPTABLE  STANDARDS  IN  THE  TREAT- 
MENT OF  TUBERCULOSIS 

A Joint  Statement  of  the  Committees  on  Therapy 
and  on  Administrative  Problems  of  the  American 
Trudeau  Society,  American  Review  of  Tuberculosis 
and  Pulmonary  Diseases,  April,  1956. 

This  statement  represents  the  joint  and  consid- 
ered opinion  of  the  American  Trudeau  Society  Com- 
mittees on  Therapy  and  on  Administrative  Prob- 
lems. 

In  recent  years  the  discussion  of  hospital  and 
home  care  of  patients  with  tuberculosis  has  tended 
to  cloud  certain  concepts  which  need  re-emphasis. 

Tuberculosis  remains  a chronic,  infectious  dis- 
ease. It  requires  long  and  continuous  treatment. 
The  physician  should  be  assured  of  the  cooperation 
of  the  patient  and  family.  This  is  necessary  to  be 
sure  that  the  treatment  and  other  recommendations 
made  will  be  followed  in  compliance  with  good  clin- 
ical and  preventive  medical  practices  and  the  regu- 
lations of  the  local  Boards  of  Health. 

Good  medical  practice  requires  the  maximum  fa- 
cilities for  clinical  evaluation  of  a case,  which,  in 
most  instances,  can  be  done  best  in  the  hospital 
where  appropriate  treatment  can  be  started.  Prefer- 
ably it  should  be  continued  until  the  patient’s  con- 
dition is  satisfactorily  stabilized.  Now  with  more 
effective  treatment  methods,  it  may  be  reasonable 
to  modify  the  period  of  hospitalization  for  certain 
selected  cases.  The  treatment  of  tuberculosis  re- 
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mains  difficult  and  the  results  in  individual  cases 
are  frequently  unpredictable.  When  home  care  is 
used,  it  must  be  carefully  coordinated  with  hospital 
care,  particularly  during  treatment  of  the  active 
stages. 

To  secure  the  best  results,  certain  standards  must 
be  met: 

1.  Medical  Care.  The  patient  should  be  under 
the  continuous  supervision  of  a well-trained  physi- 
cian or  group  of  physicians  who  thoroughly  under- 
stand the  care,  management,  and  treatment  of  tu- 
berculosis. As  most  cases  will  involve  both  hos- 
pital and  home  care,  there  must  be  a maximum  co- 
ordination of  inpatient  and  outpatient  services  and 
careful  cooperation  with  the  private  physician  in 
the  approach  to  this  treatment. 

2.  Diagnosis.  Facilities  must  be  available  for 
the  diagnosis  and  subsequent  management  of  all  pa- 
tients. These  would  include  readily  available  roent- 
genographic  examinations  with  facilities  for  special 
examinations,  such  as  stereoscopic  films,  plani- 
graphy, fluoroscopy,  and  other  needed  measures. 
Provisions  must  be  made  for  clinical  laboratory 
examinations,  biopsy,  bronchoscopy,  and  other  nec- 
essary tests  so  frequently  required  to  make  a cor- 
rect diagnosis. 

3.  Isolation.  Tuberculosis  remains  a communi- 
cable disease  and  this  fact  needs  to  be  kept  con- 
tinuously in  mind.  Facilities  must  be  available  for 
the  isolation  of  the  patient  to  protect  the  members 
of  his  family  and  the  public.  It  must  be  remem- 
bered that  sputum  often  does  not  become  negative 
for  M.  tuberculosis  during  the  first  several  months 
of  treatment  and  too  frequently  fails  to  convert  in 
advanced  cases  even  under  the  best  therapy. 

4.  Nursing.  Rest  and  nursing  care  must  be  as- 
sured for  the  patient.  Provisions  for  rest  must  in- 
clude both  physical  relaxation  and  psychological 
rest  with  all  that  this  implies.  Nursing  care  in- 
cludes not  only  the  physical  aid  given  by  the  nurse 
to  the  patient,  but  also  the  assistance  to  the  physi- 
cian in  the  education  of  the  patient  concerning  his 
disease  and  the  necessity  for  treatment. 

5.  Nutrition.  A well-balanced  diet  is  a necessity. 
Assistance  in  the  selection  and  preparation  of  this 
diet  will  be  needed,  particularly  in  the  early  months 
of  therapy. 

G.  Drug  Therapy.  Antimicrobial  therapy  must 
be  available  for  long-term,  continuous  treatment  in 
accordance  with  accepted  regimens.  The  drug  regi- 
men should  be  determined  on  medical  factors  alone, 
and  should  not  be  influenced  by  the  convenience  of 
the  patient,  physician,  or  nurse.  Once  started,  anti- 
microbial treatment  should  be  continued  without 
interruption  as  long  as  medically  indicated. 

7.  Sputum  Examination.  Laboratory  facilities 
must  be  available  to  provide  periodic  examinations 
of  sputum  or  gastric  contents  at  regular  intervals. 
This  will  vary  from  frequent  examinations  at  the 
start  of  treatment  to  at  least  bi-monthly  examina- 
tions after  several  months.  Studies  must  include 
cultures  at  regular  intervals,  especially  when  smears 
are  negative  for  M.  tuberculosis.  Cultures  of  posi- 
tive sputum  are  necessary  for  diagnostic  identifica- 
tion, viability,  and  drug-susceptibility  tests.  It  is 
advisable  to  include  the  studies  of  the  bacilli  for 
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drag  susceptibility,  and  the  results  should  be  evalu- 
ated in  conjunction  with  clinical  data.  Alterations 
in  therapy  should  not  be  made  hastily  on  the  basis 
of  these  results  alone.  Other  laboratory  studies  to 
detect  early  evidences  of  drag  resistance  should  be 
made. 

8.  Surgery.  Surgical  consultations  should  be 
held  early  and  often,  in  view  of  the  large  number 
of  patients  who  require  surgery.  There  must  be 
access  without  delay  to  hospitals  well  equipped  for 
thoracic  surgery. 

9.  Adjunct  Services.  All  auxiliary  services  such 
as  recreation,  occupational  therapy,  education,  med- 
ical social  service,  and  rehabilitation  should  be 
available  from  the  beginning  of  the  treatment  period. 

10.  Follow-up.  Long-term  clinical,  radiographic, 
and  bacteriologic  follow-up  is  essential  after  the  pa- 
tient returns  to  community  life  and  should  be  avail- 
able in  order  to  detect  a possible  relapse. 

11.  Patient  Education.  It  is  essential  for  the  pa- 
tient to  understand  his  disease  for  successful  and 
permanent  recovery.  Patient  education  by  the  physi- 
cian, assisted  by  the  nurse  and  others,  thus  becomes 
of  major  importance  in  treatment. 

The  patient  with  tuberculosis  needs  all  of  the 
above-mentioned  services  during  various  periods  of 
his  disease  and  treatment.  Neither  home  care  nor 
hospital  care  that  fails  to  provide  these  services 
can  be  considered  adequate  at  this  time.  It  has  not 
yet  been  proved  that  even  the  less  destructive  forms 
of  tuberculosis  can  be  treated  adequately  without 
these  aids,  although  many  studies  are  now  in  prog- 
ress. 

Most  patients  would  benefit  and  could  be  assured 
of  better  success  if  treatment  were  initiated  and 
continued  in  a hospital  for  as  long  as  indicated 
before  being  continued  in  the  home.  It  seems  ob- 
vious that  these  necessary  facilities  and  services 
can  best  be  provided  in  a hospital  during  the  active 
stages  of  the  disease.  During  subsequent  phases, 
these  services  should  be  made  available  to  the  pa- 
tient at  home. 

MORRIS  C.  THOMAS,  Chairman, 
Committee  on  Therapy, 

SUMNER  S.  COHEN,  Chairman, 
Committee  on  Adm.  Problems. 


Medicine  and  music  are  universally  conceded  to 
be  international  languages.  Perhaps  there  are  many 
more.  The  experience  of  the  lawyers  compares 
with  our  experience  as  physicians,  in  that  it  reveals 
an  unquenchable  determination  among  men  of  every 
land  and  language  to  assert  the  dignity  of  the  indi- 
vidual, his  inviolable  rights  to  freedom  of  action, 
and  the  subordination  of  government  to  those 
rights.  (World  Med.  J.,  May,  1956). 

With  adequate  and  proper  present-day  manage- 
ment of  tuberculosis,  pregnancy  should  not  be  con- 
sidered as  a complication  nor  should  it  be  looked 
upon  with  concern  as  a cause  of  progression  of 
the  disease.  (Loren  M.  Rosenbach,  M.D.,  Colum- 
bus R.  Gangemi,  M.D.,  J.A.M.A.,  July,  1956). 


Current  Comment 

Marrow  Transplants — 

We  see  in  Scope  the  account  of  the  report 
by  Dr.  Shields  Warren  of  successful  trans- 
plantation of  marrow  in  both  experimental 
animals  and  in  man.  Such  replenishment 
of  normal  bone  marrow  might  permit  the 
body,  exposed  to  overdosage  of  radiation,  to 
manufacture  normal  blood  cells. 

New  Film  on  Treatment  of  Arthritis  Available — 

A new  16  mm.  color  motion  picture  on  the 
use  of  steroids  in  the  treatment  of  rheuma- 
toid arthritis  has  been  released  for  showing 
to  professional  groups  by  the  research  di- 
vision of  Schering  Corporation. 

This  film  reviews  the  chemistry,  physiolo- 
gy, and  clinical  application  of  the  new 
“Meti”  steroid  hormones  in  rheumatoid  ar- 
thritis and  other  collagen  diseases.  It  pre- 
sents the  most  commonly  accepted  theories 
of  adrenal  corticosteroid  therapy  and  re- 
flects the  current  knowledge  of  the  subject. 

This  film  is  available  to  medical  and  al- 
lied professional  groups  on  loan  without 
charge.  “ ‘Meti’  Steroids  in  Rheumatoid  Ar- 
thritis” and  other  Schering  films  may  be 
obtained  by  writing  to  the  Audio-visual  De- 
partment, Schering  Corporation,  Bloomfield, 
N.J. 


World  peace  cannot  be  attained  until  we  build 
peace  into  the  hearts  and  minds  of  men.  Since 
physicians  are  the  most  intimately  acquainted  with 
the  physical  and  mental  needs  of  their  patients, 
the  yare  the  most  logical  engineers  for  this  great 
moral  construction  project.  If  we,  more  than  a half 
million  physicians,  assume  this  task  on  an  individual, 
personal  basis,  we  may  yet  succeed  where  soldiers, 
statesmen  and  politicians  have  previously  failed. 
(Gunnar  Gundersen,  M.D.,  World  Med.  Jr.,  May, 
1956). 


Although  acceptance  of  specific  therapy  is  a pri- 
mary goal  in  the  control  of  tuberculous  disease,  it 
is  not  the  only  one.  In  a broader  sense  modern 
medicine  strives  to  return  to  society  an  individual 
free  from  organic  disease,  capable  of  assuming 
personal,  family,  and  community  responsibilities. 
A concept  such  as  this  implies  that  the  individual 
will  be  physically  able  to  work — that  he  will  have 
been  prepared  for  some  vocation.  Not  every  pa- 
tient, of  course,  will  need  to  acquire  a new  occu- 
pation. There  are  many,  however,  who  never  have 
had  a vocation  and  will  have  to  be  trained  in  one 
compatible  with  physical  status  and  aptitude.  (Sid- 
ney H.  Dressier,  Am.  Rev.  Tuberc.,  August,  1956). 
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IS  sec.  EXPLODES 


S sec.  DENATURES  ; 


lO  sec.  SWELLS 


How  Vagisec  jelly  and  liquid 
explode  trichomonads  in  seconds 


Vaginal  trichomoniasis  quickly  yields  to 
Vagisec®  liquid  and  jelly.1-5  These  unique 
trichomonacides  explode  flagellates  after  15 
seconds’  contact.  Following  a Vagisec  douche. 
Vagisec  jelly  maintains  trichomonacidal  ef- 
fectiveness ’round-the-clock.  With  this  new 
approach,  therapy  succeeds  in  more  than  90 
per  cent  of  cases.4 

Research  proves  effectiveness  — In  hundreds 
of  tests  with  slide  preparations,  mixtures  of 
Vagisec  jelly  and  vigorous  cultures  of  Tricho- 
monas vaginalis  have  been  examined  under  a 
phase-contrast  microscope.3-6  The  trichomon- 
ads explode  and  disperse  within  15  seconds 
after  contact  with  jelly  — exactly  like  those  in 
a Vagisec  douche  solution.3-6 

Explosion  succeeds— Vagisec  liquid  and  jelly 
penetrate  rapidly  to  trichomonads  covered  by 
vaginal  mucus  and  cellular  debris  and  explode 
them,  avoiding  post-treatment  flare-ups.3-5 
Vagisec  therapy  often  rids  stubborn  clinical 
cases  of  “trich”  even  after  other  agents  fail. 

Why  parasites  explode  — A wetting  agent,  a 
detergent  and  a chelating  agent,  combined  in 
balanced  blend  in  Vagisec  liquid  and  jelly,3-5 
act  to  weaken  the  parasites’  cell  membranes, 
remove  waxes  and  lipids,  and  denature  the 
protein.  Then  the  trichomonads  imbibe  water, 
swell  and  explode  into  fragments  ...  all  within 
15  seconds. 

The  Davis  technique^  — Dr.  Carl  Henry  Davis, 
co-discoverer  of  Vagisec,  recommends  a com- 
bination of  office  treatments  with  Vagisec 


liquid  and  ’round-the-clock  home  therapy  with 
the  liquid  and  jelly.3  This  regimen  halts  vagi- 
nal trichomonal  infections  and  ensures  con- 
tinuous control  until  all  trichomonads  are  gone. 
For  a small  percentage  of  women  who  have 
an  involvement  of  cervical,  vestibular  or 
urethral  glands,  other  treatment  will  be  re- 
quired.1,3-5 

Re-infections  can  and  do  occur  from  the  hus- 
band2'5’7 ’8  — Prescribing  RAMSES®,  high  qual- 
ity prophylactics,  as  protection  against  con- 
jugal contagion  ensures  husband  cooperation. 
Most  of  them  know  and  prefer  RAMSES  — 
the  one  with  “built-in”  sensitivity.  RAMSES 
are  superior,  transparent  rubber  prophylactics, 
naturally  smooth,  very  thin,  yet  strong.  At  all 
pharmacies. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene 
nonyl  phenol,  Sodium  ethylene  diamine  tetra-acetate, 
Sodium  dioctyl  sulfosuccinate.  In  addition,  Vagisec 
jelly  contains  Boric  acid,  Alcohol  5%  by  weight. 

References:  1.  Decker,  A.,  and  Decker,  W.  H.:  Practical 
Office  Gynecology,  Philadelphia,  F.  A.  Davis  Company, 
1956.  2.  McGoogan,  L.  S.:  J.  Michigan  M.  Soc.  55:682(June) 
1956.  3.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7, 
pp.  23-33.  4.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 
5.  Davis,  C.  H.:  J.A.M.A.  757:126  (Jan.  8)  1955.  6..  Molo- 
mut,  N„  Port  Washington,  N.  Y.:  Personal  communication 
(Jan.)  1957.  7.  Draper,  J.  W.:  Internat.  Rec.  Med.  763:563 
(Sept).  1955.  8.  Feo,  L.  G.,  et  al.:  J.  Urol.  75:711  (Apr.) 
1956. 

JULIUS  SCHMID,  inc. 

gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec  and  RAMSES  are  registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  app.  for 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


37-A 


GRADATIONS  OF  ANALGESIA 


‘TABLOID’  WIRIN'  COMPOUND® 

Acetophenetidin  gr.  2Vi,  Acetylsalicylic 
Acid  gr.  3V2,  Caffeine  gr.  Vz 


■ ‘TABLOID'  UMPIRIN’  COMPOUND 
with  CODEINE  PHOSPHATE  gr.  14,  No.  1 (nj 


« ...  i — Wmm 

^ .‘TABLOID’  UMPIRIN’  COMPOUND 
^with  CODEINE  PHOSPHATE  gr.  14,  No.  2 (N) 


4*  ■ » 


TABLOID’  ‘EMPIRIN’  COMPOUND 
'with  CODEINE  PHOSPHATE  gr.  V4,  No.  3 <n> 

‘TABLOID’  ‘EMPIRIN’  COMPOUND 
with  CODEINE  PHOSPHATE  gr.  1,  No.  4 ini 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 


Current  Comment 

(Continued  from  page  4-A) 

After  the  Congressional  session  was  well 
under  way,  the  A.T.A.  surveyed  the  political- 
legislative  climate  and  found  it  favorable  for 
Jenkins-Keogh.  Then  in  early  May  the  as- 
sembly asked  its  constituent  associations  to 
go  to  work.  They  were  urged  to  have  all 
members  contact  the  House  Ways  and  Means 
Committee  with  requests  that  the  Jenkins- 
Keogh  bill  be  reported  favorably  to  the  House 
floor.  Assembly  strategists  are  confident 
that  if  the  committee  hears  from  enough  of 
the  people  who  would  be  affected,  it  will  ap- 
prove the  bill  before  adjournment.  Then,  if 
there  isn’t  time  for  House  action  this  year, 
that  step  can  come  next  year. 

Economy  has  been  the  main  obstacle  in  the 
path  of  Jenkins-Keogh — the  fear  on  the  part 
of  the  Treasury  Department  that  passage 
of  the  bill  would  mean  a serious  loss  of  in- 
come tax  revenue.  However,  the  Treasury 
has  never  denied  that  the  bill  is  justified  to 
equalize  tax  status  for  the  self-employed  in 
relation  to  corporation  employees. 

Answering  the  economy  argument,  the 
Assembly  makes  two  points: 

First,  the  set  aside  funds,  invested  in  the 
country’s  economy,  would  stimulate  business 
and  develop  far  more  in  new  income  tax 
payments  than  it  would  cost. 

Second,  because  the  self-employed  who  re- 
tain their  health  rarely  retire  at  any  arbi- 
trary age,  many  of  them  in  the  years  past 
65  would  remain  in  a tax  bracket  not  signifi- 
cantly lower  than  when  they  paid  into  the 
retirement  fund. 

NOTES : 

When  Congress  votes  the  money,  the  new 
home  of  the  National  Library  of  Medicine 
will  be  constructed  at  Bethesda,  Md.,  near 
the  National  Institutes  of  Health  and  the 
Navy  Medical  Center.  This  site  was  selected 
by  the  board  of  regents  at  its  second  meet- 
ing. 

At  the  request  of  Speaker  Rayburn,  the 
House  Interstate  and  Foreign  Commerce 
Committee  has  set  up  a special  subcommit- 
tee with  authority  to  find  out  if  government 
agencies  are  expanding  their  operations  be- 
yond limits  intended  by  Congress.  The  sub- 
committee expects  to  continue  its  investiga- 
tions between  the  sessions  of  Congress. 
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The  continuing  national  health  survey  is 
under  way.  Each  month  from  now  on,  140 
Census  Bureau  interviewers  will  visit  3,000 
homes,  asking  questions  about  illness  and 
disability.  On  the  basis  of  the  data  collect- 
ed, the  Public  Health  Service  will  publish  na- 
tional and  regional  reports  on  morbidity  and 
mortality. 

Because  of  his  achievements  in  the  ad- 
vance of  mental  health,  Dr.  William  C.  Men- 
ninger  has  been  selected  by  the  U.S.  Cham- 
ber of  Commerce  as  “one  of  the  great  living 
Americans.” 

Because  of  widespread  interest  aroused  by 
Senate  hearings,  there  is  considerable  pres- 
sure for  action  before  adjournment  on  legis- 
lation for  some  form  of  federal  control  over 
union  welfare  funds.  One  bill,  by  Senator 
Goldwater,  would  lay  down  strict  proce- 
dures, including  regular  audits. 

Also  before  Congress,  but  not  making 
rapid  progress,  is  a bill  that  would  give  the 
federal  government  control  over  ampheta- 
mines and  barbiturates.  Various  types  of 
bookkeeping  and  registration  would  be  re- 
quired, but  physicians  would  be  exempt  from 
the  requirements.  It  has  administration 
support.  (From  Washington  Office,  A.M.A.) 

A New  Definition  of  General  Practice — 

We  see  by  the  Secretary’s  Letter  No.  396, 
that  the  American  Academy  of  General  Prac- 
tice, meeting  in  St.  Louis  in  March,  ap- 
proved the  following  definition  of  the  term 
general  practice : 

“General  practice  is  that  area  of  medical 
care  performed  by  a doctor  of  medicine  in 
those  fields  of  diagnosis  and  therapy  com- 
mensurate with  his  professional  competence, 
assuming  a total  continuing  responsibility 
for  the  health  of  the  individual  or  the  fam- 
ily as  a unit.” 


Chicks  Used  Instead  of  Monkeys  to 
Test  Potency  of  Polio  Vaccine — 

Doctor  Eugene  A.  Timm,  one  of  the  Parke- 
Davis  virologists,  has  reported  that  baby 
chicks  have  proven  consistent  in  comparison 
with  monkeys  in  testing  the  potency  of  polio- 
myelitis vaccine.  He  said  the  use  of  chicks 
permits  an  accurate  measure  of  the  vaccine’s 
potency,  places  potency-testing  on  a quanti- 
tative rather  than  qualitative  basis,  and 
greatly  reduces  chances  of  error. 


PROVEN 
PAIN  CONTROL 


sedatS 


1 GRADATIONS  OF 

ANALGESIA 

with  light  sedation 

‘EMPIRAL® 

1 Phenobarbital 

gr.  Va 

Acetophenetidin 

gr.  2Vz 

I Acetylsalicylic  Acid 

gr.  3Vz 

1 ‘CODEMPIRAL’®  No  2 "’  # 1 

Codeine  Phosphate 

gr.  Va  mm  j 

Phenobarbital 

gr.  Va  I 

Acetophenetidin 

gr.  2Vz  j 

Acetylsalicylic  Acid 

gr.  IVz 

‘CODEMPIRAL’®  No.  3(W 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.  3V2 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  IU.  S.  A.)  INC. 
Tuckahoe,  N.  Y. 
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A single  dose  of  Kynex  provides  therape 
blood  levels  within  the  hour.  Blood  cone 
tration  peaks  are  reached  within  2 houi 
10  mg.  per  cent  blood  levels  persist  bey 
24  hours.1 

For  greater  safety:  low  dosage,  high  solub 
and  slow  excretion  help  avoid  crystalli 
For  broad  antibacterial  effectiveness:  KY 
is  particularly  efficient  in  urinary  tract  in 
tions  due  to  sulfonamide-sensitive  oa 
isms,  including  E.  coli,  Aerobacter  aerogel 
paracolon  bacilli,  streptococci,  staphyloco 
Gram-negative  rods,  diphtheroids  and  Gr; 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  colmun  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  §2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 


FOR  SALE — General  practice — Eastern  Nebras- 
ka. Established  30  years.  Excellent  hospital  fa- 
cilities, well  equipped  office  with  complete  files — 
reasonable  rent  and  desirable  ground  floor  location. 
Gross  income  over  $26,000  each  of  last  5 years. 
Terms  arranged.  Moving  out  of  state.  Write  Box 
6,  Nebraska  State  Medical  Journal,  1315  Sharp 
Bldg.,  Lincoln  8. 


WANTED — An  E.E.N.T.  physician  to  take  over 
my  long  established  practice  in  a fast  growing  town 
of  12,000  in  Eastern  Nebraska.  Nothing  to  sell 
except  some  office  equipment  at  a very  low  price. 
Want  to  retire.  Write  C.  H.  Campbell,  M.D.,  Colum- 
bus, Nebraska. 


COMPLETE  CLINIC— Will  lease  or  sell;  expand- 
ing practice  at  rate  of  $4,000  a year,  current  rate 
$24,000  a year.  Ten  minutes  to  hospital.  Leaving 
to  specialize.  Contact  H.  C.  Henderson,  M.D.,  St. 
Edward,  Nebraska. 


PHYSICIANS  AND  PSYCHIATRISTS 
FOR  CALIFORNIA 

State  hospitals,  correctional  facilities  and  veterans 
home.  No  written  exam  required. 

Three  salary  groups: 

$10,860  to  $12,000; 

$11,400  to  $12,600; 

$12,600  to  $13,800; 

Increases  being  considered  effective  July. 

U.S.  citizenship  and  possession  of,  or  eligibility  for 
California  license  required 

Write: 

Medical  Recruit  Unit,  Box  A, 

State  Personnel  Board,  801  Capitol  Ave. 
Sacramento,  California 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

A * * 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


Visit  the  • PAX  ROOM 
• COFFEE  SHOP 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Famam  is  your  choice  for  good  living. 

• TAVERN  GRILL 
MURAL  LOUNGE 


J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  Russell  Best,  Omaha President 

Fay  Smith,  Imperial President  Elect 

George  Salter,  Norfolk Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OS  TRUSTEES 

A.  A.  Ashby,  Chairman Geneva 

G.  E.  Peters Randolph 

C.  N.  Sorensen Scottsbluff 

M.  E.  Grier Omaha 

R.  B.  Adams Lincoln 


Delegates — J.  D.  McCarthy,  Omaha;  Earl  F.  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  D.  B.  Steenburg,  Aurora 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

Clarence  Minnick Cambridge 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

Blood  Products 

J.  R.  Schenken,  Chm Omaha 

D.  H.  Morgan,  Sr McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

F.  A.  Mountford Davenport 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

R.  B.  Adams Lincoln 

C.  R.  Brott Beatrice 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

General  Education  Committee 

John  Thomas,  Chm Omaha 

D.  B.  Steenburg Aurora 

E.  B.  Reed Lincoln 

Hospital  and 
Professional  Relations 

John  Schenken,  Chm Omaha 

Howard  B.  Hunt Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

Fay  Smith Imperial 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publications 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

P.  J.  Huber Crete 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


Earle  G.  Johnson Grand  Island 

Max  Gentry Gering 

Fay  Smith Imperial 

M.  A.  Johnson Plainview 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

Horace  Munger Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm. Nebr.  City 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

H.  D.  Kuper Columbus 

Prepayment  Medical  Care 

John  Brush,  Chm. Omaha 

John  T.  McGreer,  Jr Lincoln 

B.  R.  Farner Norfolk 

Public  Relations 

Houghton  F.  Elias,  Chm. -Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebr.  City 

Geo.  Hoffmeister Hastings 

D.  B.  Wengert Fremont 

LeRoy  Lee Omaha 

Rural  Medical  Service 

Charles  Ashby,  Chm Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Scientific  Assembly 

Lee  Stover,  Chm Lincoln 

John  L.  Batty : McCook 

A.  C.  Johnson Omaha 

R.  B.  Adams Lincoln 

E.  L.  MacQuiddv,  Jr Omaha 

Paul  Peterson Lincoln 

H.  D.  Runty - DeWitt 

Speakers  Bureau 
Robert  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neil Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
Paul  Maxwell,  Chm Lincoln 

A.  J.  Schwedhelm Norfolk 

Ralph  Moore Omaha 

B.  R.  Bancroft Kearney 

L.  S.  Campbell Omaha 

R.  E.  Garlinghouse Lincoln 


Veteran  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

Horace  Munger Lincoln 

R.  0.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

Isaiah  Lukens Tekamah 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

0.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Diabetes 

Morris  Margolin,  Chm Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

L.  E.  Dickinson,  Jr McCock 

Fracture 

Chester  Waters,  Jr.,  Chm.  .Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Donald  Vroman Omaha 

Harold  Harvey Lincoln 

Mental  Hygiene 

Robert  J.  Stein,  Chm Lincoln 

Charles  G.  Ingham Norfolk 

J.  Whitney  Kelley Omaha 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm Omaha 

M.  C.  Howard Omaha 

John  M.  Thomas Omaha 

Public  Health 

H.  C.  Stewart,  Chm. .Pawnee  City 

E.  A.  Rogers Lincoln 

0.  R.  Hayes Kearney 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Donald  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

William  F.  Novak Omaha 
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ST.  JOSEPH  S HOSPITAL 

DENVER,  COLORADO 

4th  ANNUAL  CLINICS 

AUGUST  1,  2 and  3,  1957 


YOU'LL 

ENJOY 

COOL 

COLORADO 

IN 

AUGUST 


OR  DETAILED  PROGRAM  WRITE 

ARS.  HOGUE,  Secretary  to  the  Administrator 

t.  Joseph's  Hospital 

818  Humboldt  Street 

•enver  18,  Colorado 

linic  Registration  Fee:  $5.00 


These  clinics  have  been  ap- 
proved for  20  hours  of  Cate- 
gory I credit  by  the  American 
Academy  of  General  Practice. 


The  staff  of  St.  Joseph's  Hospital  will  present  a postgraduate  review  of 
practical  approaches  to  general  medicine,  obstetrics  and  surgery  . . . 
and  a presentation  of  recent  advances.  The  inclusion  of 
various  specialties  will  make  the  clinic  attractive  to 
men  in  general  practice. 


Current  Comment 

The  Nation  Needs  More  Professional  Nurses — 

The  National  League  for  Nursing  has  is- 
sued the  results  of  a study  of  the  Nation’s 
need  for  professional  nurses.  The  gist  of  the 
conclusions  is  as  follows : 

“From  a present  430,000  professional 
nurses — or  a ratio  of  258  to  every  100,000 
people — the  nation  will  need  600,000  nurses 
by  1970  to  increase  the  ratio  to  300  for  this 
population  segment,  and  700,000  nurses  to 
raise  the  ratio  to  350.  The  study  assumes 
that  the  ratio  should  be  bettered  nationally 
in  view  of  the  many  nursing  positions  that 
remain  vacant,  the  hospital  services  cur- 
tailed for  lack  of  professional  nurses  and  the 
needs  to  expand  nursing  service  in  public 
health,  industry  and  other  fields.” 

Second  Film  in  New  A.M.A.  Series  on 
Doctor-Lawyer  Relations — 

The  second  film  in  the  A.M.A.-American 
Bar  Association  series  on  Medicine  and  the 
Law  will  deal  with  prevention  of  profession- 
al liability  action.  The  title  is  “The  Doctor 
Defendant,”  and  the  film  will  be  available 
from  the  A. MIA.  Film  Library  for  medical 


society  or  association  showing,  beginning 
July  1st.  This  new  film  dramatically  pre- 
sents four  case  reports  of  situations  which 
caused  legal  action  against  physicians.  “The 
Doctor  Defendant”  is  a companion  film  to 
“The  Medical  Witness”  in  the  series  pro- 
duced by  The  Wm.  S.  Merrell  Company,  in 
cooperation  with  the  A.M.A.  and  the  A.B.A. 
as  a service  to  the  medical  and  legal  profes- 
sions. 

Three  Hundred  Thousand  Babies  Saved — 

A news  release  from  the  Health  Informa- 
tion Foundation  dated  March  21,  states  that 
medical  advances  of  the  last  half  century 
meant  the  difference  between  life  and  death 
to  300,000  of  the  four  million  babies  born 
last  year  in  the  United  States.  Once  the 
first  week  of  life  is  past,  the  death  rate  dur- 
ing the  next  51  weeks  is  only  one-seventh 
the  rate  in  1915.  The  improvement  has  been 
due  in  part  to  better  sanitation,  better  hy- 
giene, less  poverty,  higher  standards  of  liv- 
ing and  to  improved  medical  care.  The  pub- 
lic’s acceptance  of  better  medical  care  has 
also  been  a large  factor.  The  release  points 
out  that  there  is  still  room  for  improvement 
all  along  the  line. 
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SENSITIVITY  OF  3 SEROTYPES  OF  E.  GOLI  TO  CHLOROMYCETIN 
AND  THREE  OTHER  MAJOR  BROAD-SPECTRUM  ANTIBIOTICS* 


ANTIBIOTIC  A 
ANTIBIOTIC  B 
ANTIBIOTIC  C 


CHLOROMYCETIN  100% 
85% 

85% 

85% 


*This  graph  is  adapted  from  Metzger  & Jenkins.1 
Inhibitory  concentrations  were  12.5  meg.  or  less. 
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Current  Comment 

Basic  Principles  for  Insurance — 

Dr.  Carll  S.  Mundy,  Vice  Chairman  of  the 
American  Medical  Association’s  Council  on 
Rural  Health,  at  the  12th  National  Confer- 
ence on  Rural  Health  noted  a dangerous 
trend  in  health  insurance  today.  He  attrib- 
utes the  rising  cost  of  health  insurance  to 
the  public’s  demand  for  too  many  benefits 
which  cannot  be  properly  included  in  an  in- 
surance policy. 

Dr.  Mundy  explained  that  in  insurance 
there  is  a basic  law  which  provides  that  the 
event  covered  by  insurance,  while  it  must  be 
“predictable”  for  large  groups  or  areas, 
must  be  “unpredictable”  for  the  individual; 
it  cannot  be  an  event  that  recurrs  at  a given 
frequency  or  at  regular  intervals. 

An  example  cited  by  Dr.  Mundy  was  the 
well-known  fact  that  our  automobile  will 
wear  out  in  a certain  number  of  years.  We 


make  no  attempt  to  carry  insurance  against 
such  an  expected  event. 

He  pointed  out  that  home  and  office 
calls,  the  annual  health  examination  and 
routine  vaccination  are  events  which  we 
know  will  happen  and  should  be  provided 
for  in  our  budgets  rather  than  on  an  insur- 
ance principle.  To  attempt  to  cover  them  by 
insurance  not  only  increases  premium  costs 
but  is  contrary  to  the  basic  rule  for  insur- 
ance. 

If  we  expect  modern  hospital  and  medical 
services  with  all  that  they  involve,  we  must 
expect  when  these  services  are  covered  by 
insurance,  to  have  a premium  proportional 
to  the  cost  of  such  services.  As  an  alterna- 
tive, if  we  are  willing  to  restrict  our  use  of 
insurance  to  those  items  that  are  truly  insur- 
able and  to  take  care  of  the  small  and  fre- 
quently recurring  items  ourselves,  we  will 
find  our  premium  to  be  materially  less  and 
much  more  stable,  according  to  Dr.  Mundy. 
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EDITORIAL 

SECURITY 

Definitions  are  of  small  value  in  attempt- 
ing to  analyze  the  mental  processes  that 
came  into  play  with  the  magic  word  security. 
There  is  a temptation  to  refer  to  this  ear- 
catching  political  bait,  security,  as  a philoso- 
phy. Because  the  word  philosophy  refers  to 
“The  love  of  wisdom  as  leading  to  search 
for,  hence  knowledge  of  general  principles — 
elements,  powers,  or  causes  and  laws,  as  ex- 
plaining facts  and  existences,”  (The  College 
Standard  Dictionary,  Funk  and  Wagnalls, 
1943)  the  philosophical  approach  would,  in 
the  mind  of  any  reasonable  person,  quickly 
dissipate  the  chimera  that  the  security  re- 
ferred to  as  “social  security”  is  the  godsend 
that  has  been  claimed  for  it  by  its  propon- 
ents. 

While  this  scheme,  social  security,  offers 
but  little  to  a very  few  people,  so  little  that 
it  can  not  be  said  to  give  them  security; 
while  this  little  to  a few  has  been  misnamed 
“insurance” ; and  while  it  is,  in  fact,  merely 
an  added  system  of  taxation,  the  idea  that 
we  (the  Government)  are  engaged  in  pro- 
viding for  our  old  age  has  taken  the  public’s 
fancy  like  bindweed  takes  over  a field. 
There  has  been  no  general  philosophical  ap- 
proach to  the  problem.  There  has  been  con- 
stant misrepresentation  of  what  is  actually 
taking  place  in  our  social-security-system, 
by  those  who  favor  the  socialistic  approach 
in  government.  The  magic  letters,  OASI 
(Old  Age  and  Survivors’  Insurance)  spell  a 
falsehood;  it  is  not  insurance.  Moreover, 
this  system  of  taxation  has  become  a politi- 
cal football.  Each  Congress  manages  to 
salve  the  hurts  of  the  public  by  providing 
more  or  greater  “benefits,”  and  what  Con- 
gressman would  dare  tell  his  public  exactly 
what  is  taking  place  or  to  stand  up  and  offer 
firm  opposition  to  these  “increased  bene- 
fits” ! Fear  of  losing  this  political  salve  ap- 
pears, even,  to  have  deterred  action  on  the 
sensible  suggestion  to  thoroughly  investigate 
the  social-security-system,  to  determine  the 
goals  beyond  which  the  economy  of  our  so- 
ciety can  not  afford  to  go,  and  to  plan  an 
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orderly  approach  to  these  goals  by  way  of 
further  legislation. 

The  so-called  “Trust  Fund”  set  up  to  meet 
the  obligations  of  the  social-security-system 
is  a phantom-fund.  The  only  money  in  it 
consists  of  government-I.O.U.s.  The  money 
flows  back  into  the  general  fund  and  is  used 
for  any  purpose  authorized  by  Congress. 
The  billions  of  dollars  paid  by  the  Govern- 
ment as  interest  on  the  phantom-fund  is 
purely  a paper  transaction.  It  simply  adds 
another  I.O.U. 

So  long,  therefore,  as  the  tax  withheld 
from  the  salary  of  the  employee  and  that 
paid  by  the  employer  comes  in  sufficient 
amount  to  meet  the  current  obligations  to  re- 
cipients of  the  benefits,  there  is  apparent 
solvency.  When  the  time  comes  that  the 
Government  must  redeem  its  I.O.U.s  in  or- 
der that  the  social-security-system  may  re- 
main solvent  it  is  almost  a certainty  that 
the  income  will  be  increased  by  raising  the 
rate  of  taxation  on  the  employee’s  salary  and 
his  employer’s  contribution.  Can  you  see 
the  end  of  this  see-saw  proposition?  How 
much  more  taxation  can  the  people  stand  and 
still  maintain  and  expand  the  production  of 
goods  and  capital? 

HEALTH  INSURANCE:  FULL 

COVERAGE  OR  CO-INSURANCE 

It  has  been  suggested  that  the  Ameri- 
can people  would  prefer  “full  coverage”  by 
their  health  insurance.  This  statement  has 
been  supported  by  the  arguments  that  the 
great  majority  of  Americans  are  committed 
to  monthly-payment-buying;  that  they  are 
not  disturbed  by  the  cost  of  things  so  long 
as  the  partial  payment  can  be  squeezed  out 
of  the  pay-check;  and  that  such  mortgaging 
of  the  income  does  not  leave  “ a thin  dime” 
with  which  to  pay  unexpected  expenses. 

On  the  basis  of  such  an  outlook  on  buying, 
the  great  added  cost  of  full  medical  cover- 
age would  not  deter  the  prospective  buyer 
so  long  as  an  aliquot  part  of  the  premium 
were  deducted  from  the  income  each  month. 
The  present  sensible  method  of  insuring 
against  catastrophic  illness,  it  is  said,  often 


July.  1957 


317 


leaves  a residue  of  medical  expenses  to  be 
paid  for  by  the  policy  holder  who  often  finds 
himself  destitute  of  funds  because  his  par- 
tial payments  already  committed  leave  a 
balance  of  zero  dollars.  For  these  people, 
under  the  present  co-insurance  type  of  pay- 
ment, almost  any  illness  becomes  “catastro- 
phic” 

The  fallacy  of  the  above  reasoning  is  so 
obvious  that  it  needs  no  exposition.  The  cost 
of  trading  dollars  with  an  insurance  com- 
pany should  effectively  prevent  even  a trial 
run. 

CONCOMITANT  MEDICAL  CARE 

The  following  editorial  from  Illinois 
Medical  Journal,  Volume  111,  Number 
4,  April,  1957,  is  reprinted  by  permis- 
sion. 

The  need  for  medical  attention  by  a physi- 
cian, other  than  the  surgeon,  during  serious 
surgical  procedures  has  been  adequately  dem- 
onstrated. The  payment  for  such  care  to  a 
physician  other  than  the  surgeon  has,  how- 
ever, not  been  adequately  provided  for.  Oc- 
casionally, Blue  Shield  will  make  payment  to 
the  family  physician,  internist  or  pediatri- 
cian for  assisting  in  the  care  of  the  patient 
during  and  after  surgery,  but  no  provision 
has  ordinarily  been  made  by  contract  for 
this  service. 

It  should  not  be  difficult  to  provide  that  in 
specific  serious  surgical  procedures,  a cer- 
tain definite  amount  be  paid  for  concomitant 
medical  care.  This  should  be  a welcome  solu- 
tion to  many  of  the  problems  that  arise. 
Many  complaints  received  by  Grievances 
Committees  arise  because  a second  doctor 
has  asked  to  be  paid  for  service  that  the 
patient  has  not  fully  understood.  Many 
complaints  that  come  to  insurance  companies 
are  based  on  the  fact  that  when  surgery  is 
done,  only  the  surgeon  is  paid. 

If  this  type  of  coverage  is  to  be  provided, 
the  impetus  must  come  from  the  medical  pro- 
fession. The  purchaser  of  coverage  is  usual- 
ly interested  mostly  in  getting  protection 
against  a surgical  fee.  The  people  who  ne- 
gotiate contracts  for  group  coverage  have 
been  measuring  coverage  by  the  size  of  the 
surgical  fees  paid.  The  insurance  companies 
evidently  have  felt  that  the  surgical  fees  are 
easier  to  calculate,  so  have  avoided  the  head- 
aches of  evaluating  the  medical  care  and 


particularly  medical  care  concomitant  with 
surgical  procedures. 

Perhaps  some  day  concomitant  medical 
care  will  be  deemed  necessary  with  all  sur- 
gical procedures,  but  at  present  it  should  be 
well  to  provide  this  payment  only  for  a speci- 
fied group  of  procedures.  These  should  in- 
clude abdomino-perineal  resection,  partial  or 
total  gastrectomy,  surgery  of  the  pancreas, 
major  blood  vessels,  heart,  lung  where  an 
entire  lobe  or  portion  of  a lobe  is  removed, 
surgery  of  the  brain,  nephrectomy,  cystec- 
tomy, ureteral  transplants,  surgery  of  the 
spine,  extensive  dissection  of  the  pelvis  and 
major  surgery  on  children.  Diabetics  and 
patients  receiving  cortisone  require  special 
care.  A committee  with  representatives  of 
all  the  doctors  concerned  could  decide  exact- 
ly what  procedures  to  include.  After  this 
the  American  Medical  Association  should 
request  all  insurance  companies  writing  med- 
ical-surgical coverage  to  provide  this  medi- 
cal payment  for  concomitant  medical  care. 

WALTER  C.  BORNEMEIER,  M.D.. 

Chicago 

Current  Comment 

U.S.-Employee-Health  Insurance  Urged — 

We  see  by  “A.M.A.  Washington  Letter” 
85-21,  that  Blue  Shield  Medical  Care  Plans, 
Blue  Cross  Association,  and  the  American 
Hospital  Association  officially  endorsed  the 
measure  introduced  by  Rep.  Chet  Holifield 
(H.R.  7034)  for  a federal  employees’  health 
insurance  program.  In  making  their  en- 
dorsement they  emphasize  the  following 
points : 

“1.  The  U.S.  government,  the  nation’s 
largest  employer,  is  lagging  behind  other 
major  private  employers  when  it  fails  to  pro- 
vide a health  plan  for  its  workers.  2.  Basic 
coverage  is  an  essential  in  any  program,  the 
groups  believe,  and  the  Holifield  plan  pro- 
vides this.  However,  the  associations  add 
that  ‘we  have  agreed  as  well  to  the  import- 
ance of  providing  extended  coverage  to  ap- 
ply against  the  expenses  of  complicated  and 
long-term  illnesses,’  which  is  part  of  the 
Holifield  bill.  3.  The  Holifield  bill  provides 
payroll  deductions,  without  which  federal 
employees  would  not  be  able  to  qualify  ‘for 
the  best  coverage  offered.’  Up  to  this  point 
the  administration  has  resisted  payroll  de- 
ductions for  U.S.  employee  health  insur- 
ance. . .” 
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Idealism  Is  Not  Old-Fashioned * 


ITH  the  end  of  my  term  of  of- 
fice now  in  sight,  I feel  a little 
like  the  fellow  in  the  mile  run. 
The  race  has  been  a long  and  grueling  one, 
but  now  there  is  only  the  home  stretch  left. 
The  tape  is  just  ahead.  After  the  race  is 
finished  there  will  be  time  to  catch  a breath, 
watch  the  next  race,  and  lend  support  to  the 
new  standard-bearer. 

My  own  race  undoubtedly  will  not  find 
its  way  into  the  record  books;  my  running 
time  probably  will  not  come  close  to  a four- 
minute  mile.  But  I have  tried  earnestly  to 
run  a good,  hard  race.  I believe  that  is  im- 
portant, for  as  the  famous  physician,  Sir 
William  Osier,  once  said: 

“To  have  striven,  to  have  made  an 

effort,  to  have  been  true  to  certain 

ideals — this  alone  is  worth  the  strug- 
gle.” 

To  leave  medicine  no  less  free  than  when 
I found  it. 

This  is  a principle  that  I wish  every 
physician  would  embrace  during  his  career 
and  during  his  daily  practice  of  his  pro- 
fession. 

Thousands  of  physicians,  I know,  already 
have  adopted  this  ideal.  Others  should. 
For,  if  we  all  follow  this  principle  we  will 
maintain  and  preserve  the  medical  freedom 
that  is  ours  today.  And  we  will  leave  our 
medical  successors  with  the  same  privileges 
and  opportunities  that  we  have  in  medicine 
now. 

At  the  A.M.A.  clinical  session  and  upon 
other  occasions  I have  called  for  individual 
and  group  action  to  support  the  freedoms  of 
both  doctor  and  patient.  I say  here  again: 

Guard  our  freedoms  and  strengthen  them. 

Sacrifice  for  them. 

Fight  for  them. 

And  do  not  allow  anyone  to  substitute 
fancy  schemes  for  them.  As  both  citizen  and 
doctor,  I say  there  is  no  substitute  for  free- 
dom. 

*Delivered  before  The  Nebraska  State  Medical  Association, 
Wednesday  evening,  8 p.m..  May  15,  Hotel  Paxton,  Omaha, 
Nebraska.  . 


DWIGHT  H.  MURRAY,  M.D. 

President,  American  Medical  Association 
Napa,  California 

My  forty  years  in  medicine  and  my  many 
years  of  service  to  the  A.M.A.  and  state 
and  county  medical  societies  have  taught 
me  that  just  as  we  must  have  freedoms  in 
our  profession  we  also  must  have  medical 
idealism. 

I know  that  the  idealistic  aproach  to  life 
and  to  medicine  often  is  regarded  as  an 
immature  or  old-fashioned.  The  idealist  is 
scorned,  he  is  called  a dreamer.  Conse- 
quently, in  our  modern  society,  and  some 
times  in  medicine,  ideals  too  frequently  are 
ignored,  forgotten,  or  lost  completely.  But 
for  me  idealism  represents  the  'perfection 
we  all  hope  to  attain.  We  cannot  abandon  it ; 
we  cannot  live  without  it. 

Perhaps  there  is  little  possibility  of  us  at- 
taining the  perfect  in  life  or  in  medicine, 
but  is  this  any  reason  for  us  not  to  make 
the  attempt? 

As  a physician,  I have  seen  tension,  un- 
certainty, and  confusion  growing  daily  in 
the  lives  of  many  persons  — doctors  in- 
cluded. 

I do  not  like  this  trend;  it  worries  me, 
for  it  means  there  are  too  many  persons  lead- 
ing shallow  or  empty  lives.  And,  as  I watch 
anxiety  increase,  I wonder  why  all  the  em- 
phasis is  placed  upon  material  things 
such  as  commercialization,  industrialization, 
mechanization,  urbanization,  and  all  the 
rest. 

What  happened  to  the  good,  old-fashioned 
principle  of  the  Golden  Rule?  Is  there  real- 
ly any  reason  why  a modern  society  cannot 
follow  basic  rules  of  wise  conduct  even  in 
the  age  of  the  atom,  automation,  and  the 
automobile  ? 

My  conclusion  is:  We  not  .only  can,  but 
we  must.  This  is  the  time  for  idealism.  It 
is  the  time  to  return  to  our  religious  ideals, 
patriotic  ideals,  ethical  and  moral  standards. 
It  is  time  to  ease  our  society’s  anxieties  and 
to  lighten  our  daily  burdens. 

I firmly  believe  that  every  man  and  wom- 
an would  lead  a more  satisfying  life  if  each 
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one  would  give  more  emphasis  in  his  daily 
living  to  love,  honesty,  truth,  friendship, 
courtesy  and  faith  — faith  in  God,  faith  in 
ourselves,  faith  in  our  fellowmen  and  faith 
in  freedom. 

No,  idealism  is  not  immature  or  old- 
fashioned.  It  is  applicable  and  necessary 
to  modern  life.  As  the  well-known  states- 
man and  orator  Carl  Schurz  said: 

‘‘Ideals  are  like  stars;  you  will  not 
succeed  in  touching  them  with  your 
hands.  But  like  the  seafaring  man  on 
the  desert  of  waters,  you  choose  them 
as  your  guides,  and  following  them  you 
will  reach  your  destiny.” 

Instead  of  considering  idealism  as  a dim- 
witted,  get-you-nowhere  way  of  American 
life,  I choose  to  believe  that  idealism  — in 
medicine  or  anything  else — is  the  only  ma- 
ture, sensible  attitude  for  every  citizen  and 
every  doctor.  It  is  a sound,  long-range  ap- 
proach that  can  lead  to  a good  life  and  to 
good  medicine. 

As  doctors  of  medicine  we  are  devoted  to 
our  science  and  our  art,  and  to  the  better- 
ment of  public  health.  Our  profession  from 
its  beginning  demanded  that  service  was 
more  important  than  self.  Traditionally, 
and  in  reality,  the  doctor  has  been  mankind’s 
finest  servant. 

But  lately,  I am  beginning  to  wonder  if 
some  physicians  haven’t  forgotten  this  ideal. 
Let  me  be  specific. 

Medical  service  does  not  mean  office  hours 
only  from  9 to  5,  five  days  a week.  It  means 
medical  service  at  any  time  of  the  day  or 
night.  It  means  making  house  calls  in  the 
middle  of  the  night,  on  Saturdays  and  on 
Sundays.  Some  consider  that  an  old- 
fashioned  idea.  I do  not.  Patients  get  sick 
at  2 a.m.  just  as  they  do  at  2 p.m. — some- 
times more  often.  They  get  sick  on  Satur- 
days and  Sundays  as  well  as  on  Tuesdays 
and  Wednesdays.  Again,  perhaps  more 
often.  But  in  any  case,  they  want  a doctor ; 
they  need  their  doctor,  and  they  should  be 
able  to  get  him. 

I know  you  cannot  be  a Superman.  There 
are  limits  to  your  endurance.  And  I recog- 
nize that  some  patients  think  the  M.D.  after 
a physician’s  name  stands  for  “Midnight  to 
Dawn.” 

On  the  other  hand,  there  is  a small  seg- 


ment within  the  profession  that  thinks  M.D. 
stands  for  “Mid-morning  to  Dinner-hour.” 

I firmly  believe  that  all  of  us  can  pattern 
ourselves  to  a certain  extent  after  the  ideal 
of  the  old  country  doctor.  Certainly,  let’s 
keep  our  modern  skills,  techniques  and 
knowledge,  but  let’s  also  practice  more  of 
the  humility  and  tender  loving-care  of  the 
old-time  practitioner.  Let’s  make  the  doc- 
tor-patient relationship  really  mean  some- 
thing to  our  patients  and  to  ourselves. 

Another  ideal  of  mine,  not  an  old-fash- 
ioned one  either,  is  that  medicine  is  a calling 
not  a business. 

There  are  some  persons — laymen  and  doc- 
tors— who  disagree.  They  think  medicine 
is  definitely  like  a business  or  industry,  and 
they  believe  medical  care  is  just  merchandise 
to  be  sold  or  a product  to  be  run  off  on  the 
assembly  line.  And  in  medicine  there  are  a 
few  doctors  who  worry  more  about  what  is 
going  into  the  cash  box  than  what  is  being 
put  out  as  medical  care. 

Medical  care  is  not  merchandise.  It  is  a 
service  and  consequently  it  cannot  be  mass 
produced  by  assembly-line  methods. 

Nor  can  there  be  any  grading  of  medical 
care  by  the  physician.  As  a provider  of  a 
service,  the  doctor  cannot  ask  the  patient 
what  quality  care  he  wants — good,  choice  or 
prime.  All  physicians  must  give  only  the 
best  — the  most  excellent  care.  Nothing 
less  should  be  good  enough ; nothing  less  can 
be  considered  good  medical  performance. 

I believe  that  the  man  or  woman  who  ac- 
cepts the  call  of  medicine  has  to  put  a great 
many  things  in  his  heart  as  well  as  in  his 
head.  From  the  beginning  he  must  feel 
that  his  sole  purpose  in  medicine  is  to  help 
people.  He  cannot  enter  the  profession  just 
to  make  a living.  It  is  only  the  dedicated 
physician  who  can  practice  year  after  year 
without  forsaking  the  profession’s  high 
ideals  and  principles. 

In  the  calling  of  medicine  it  is  difficult  at 
times  to  measure  our  professional  success. 
We  cannot  count  the  number  of  refrigerators 
sold,  the  number  of  houses  built,  or  the  num- 
ber of  television  sets  repaired.  If  we  try  to 
rate  ourselves  by  the  number  of  patients 
seen,  babies  delivered,  or  operations  per- 
formed, we  run  into  trouble. 

What  good,  for  example,  would  it  be  to 
see  a great  many  patients  in  a day,  but  fail 
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to  give  enough  time  to  each  one  and  fail 
to  understand  the  real  problems  of  each  pa- 
tient. Or  suppose  we  spend  an  entire  day 
with  one  patient  at  the  hospital  or  in  the 
home;  is  that  day  to  be  considered  an  un- 
productive one? 

Of  course,  the  worst  indicator  of  medical 
success  by  far  is  the  daily  cash  intake. 
While  every  doctor  needs  an  adequate  in- 
come, he  does  his  patients,  himself,  and  his 
profession  an  injustice  by  measuring  his 
medical  success  in  terms  of  dollars.  Each 
of  us  must  be  concerned  to  some  extent  with 
money,  I know,  but  when  this  self  concern 
begins  to  overshadow  service,  there  is  bound 
to  be  less  emphasis  on  the  quality  of  medical 
care. 

So,  if  we  are  going  to  be  guided  by  the 
principle  of  service  to  mankind,  we  cannot 
allow  self-interests  to  block  our  path. 

Just  as  the  physician  must  have  an  inner 
agreement  with  himself  as  to  how  he  will 
practice  in  his  medical  calling,  so  he  must 
have  a religious  ideal.  He  must  have  faith 
in  Power  greater  than  all  the  instruments 
of  science  at  his  command.  As  Bishop  Sheen 
has  said,  medicine  is  a profession  that  deals 
with  God’s  noblest  creatures.  How  then 
can  any  physician  enter  into  the  great 
calling  of  medicine  without  reverence  for 
life  and  for  the  dignity  of  man?  How  can 
he  practice  without  certain  spiritual  convic- 
tions ? 

I personally  do  not  consider  it  old-fash- 
ioned to  seek  aid  beyond  that  of  medical 
science.  It  is  not  unrealistic  to  have  spir- 
itual ideals  in  medicine,  or  in  any  other 
walk  of  life.  I sincerely  believe  the  profes- 
sional man  who  walks  with  his  God  enriches 
his  own  life  and  the  lives  of  those  he  serves. 

There  are  any  number  of  ideals  that  can 
be  considered  golden  rules  of  life,  but  one 
of  the  most  vital  today,  or  any  other  time, 
is  the  virtue  of  honesty. 

It  would  be  unfair  to  single  out  any  one 
group  as  more  dishonest  than  another.  Like- 
wise, it  would  be  unfair  to  call  one  group 
more  honest  than  another.  But  it  does 
seem  that  the  virtue  of  honesty  is  having 
its  troubles  in  society  today.  Occasional 
cheating  or  a little  deviation  from  the  ideal 
may  not  be  condoned  by  everyone,  but  too 
often  it  is  acceptable  in  many  circles. 

I am  old-fashioned  enough  to  believe  that 
little  wrongful  acts  are  just  as  dishonest  as 


the  larger  ones.  I am  old-fashioned  enough, 
too,  to  believe  that  dishonest  acts  in  every 
sphere  of  our  society  can  be  just  as  dis- 
honest and  as  detrimental  to  our  good  life 
as  those  at  only  the  top  levels.  And  I am 
old-fashioned  enough  to  believe  that  the  un- 
detected dishonesty  is  just  as  wrong  as  the 
discovered  sin. 

I think  it  would  be  correct  to  say  that 
each  of  us — no  matter  what  our  role  in  so- 
ciety— knows  how  he  is  expected  to  behave. 
Why  then  should  there  be  any  reason  to 
act  otherwise?  I wonder  how  long  our  so- 
ciety, or  a group,  would  last  if  everyone 
suddenly  were  to  engage  in  small  hishon- 
esties,  small  shady  practices,  and  small  un- 
ethical policies. 

In  medicine,  as  in  any  other  profession, 
business,  or  trade,  we  can  ill  afford  to  have 
little  malpractices  or  large  ones.  The  dis- 
honest few  do  great  harm  to  the  great  honest 
majority  and  to  a profession  so  highly  as- 
sociated with  integrity.  Whenever  I have 
seen  or  heard  of  a dishonest  medical  prac- 
tice, I cannot  help  thinking  that  the  total 
damage  to  the  profession  is  far  greater  than 
that  actually  done  by  the  individual  to  him- 
self. 

I had  no  intention  tonight  of  preaching 
a sermon,  but  it  appears  that  I have.  And 
as  long  as  I am  sermonizing,  let  me  make 
one  final  plea  to  you  and  to  all  our  col- 
leagues. Keep  organized  medicine  strong 
by  maintaining  our  unity  and  our  high  pur- 
poses. Only  in  this  way  can  we  provide 
the  medical  leadership  so  necessary  in  our 
communities,  in  our  states,  and  in  the  na- 
tion. Remember,  if  we  are  divided,  we  will 
speak  out  in  a score  of  voices  and  the  result 
will  be  confusion  and  ineffective  leadership, 
or  no  leadership  at  all. 


Current  Comment 

Professional  Publications  and  Films 
Available  From  Ciba — 

Ciba  Pharmaceutical  Products,  Inc.,  re- 
cently published  a catalog  of  its  professional 
publications  and  films,  all  available  to  physi- 
cians. Those  interested  in  this  fine  collec- 
tion should  address  a request  for  the  catalog 
to  the  Publications  Dept,  of  this  company 
at  P.O.  Box  195,  Summit,  N.J. 
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The 

Management  of  Hemiplegics* 


THE  purpose  of  our  discussion 
is  to  emphasize  the  importance 
of  and  need  for  a more  active 
and  aggressive  therapeutic  approach  to  the 
patient  with  residual  hemiplegia  following 
a cerebral  vascular  accident. 

Cerebral  vascular  diseases  remain  one  of 
the  large  unexplored  frontiers  of  medicine. 
Three  times  as  many  people  died,  in  1952, 
from  vascular  diseases  affecting  the  central 
nervous  system  as  died  from  diabetes  and 
tuberculosis  combined.7  It  is  further  esti- 
mated that  there  are  at  least  1,800,000  vic- 
tims of  cerebral  vascular  diseases  in  the 
United  States  at  present.  Some  concept  of 
the  economic  magnitude  of  this  problem  can 
be  gained  from  the  $46,500,000  spent  each 
year  in  the  care  of  patients  with  cerebral  ar- 
teriosclerosis in  state  mental  hospitals.  The 
amount  required  for  the  care  of  other  pa- 
tients with  cerebral  lesions  of  vascular  ori- 
gin, although  unavailable,  must  be  astro- 
nomical.6 Although  73  per  cent  of  the  deaths 
from  cerebral  lesions  of  vascular  origin  oc- 
curred in  patients  65  years  of  age  or  older, 
the  remaining  44,000  deaths  occurred  in  pa- 
tients within  the  productive  age  group  be- 
tween twenty-five  and  sixty-four  years. 

In  spite  of  its  enormous  impact  on  our  na- 
tional economy,  little  interest  or  improve- 
ment in  managing  the  ordinary  patient  who 
has  had  a stroke  has  been  evident  outside 
certain  of  the  larger  centers.  This  in  itself 
is  extremely  unfortunate  and  represents  a 
serious  hiatus  in  modern  medicine’s  thera- 
peutic philosophy.  All  too  frequently  the 
patient  survives  a “stroke”  only  to  face  a 
future  without  adequate  medical  manage- 
ment, understanding,  or  interest  in  his  ever 
increasing  economic  and  psychosocial  prob- 
lems. This  is  all  the  more  unfortunate  be- 
cause the  solution  for  many  of  these  pa- 
tient’s physical  and  psychologic  problems  lies 
within  the  capabilities  of  their  private 
physicians.  Since  it  is  generally  recognized 
that,  in  view  of  improved  life  expectancy 
and  basic  medical  management,  these  pa- 
tients who  survive  a prelminary  vascular  ac- 
cident have  prospects  of  a considerably  long- 
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er  life  at  present  than  would  have  been  true 
a decade  or  two  ago,  a review  of  basic  prin- 
cipals as  to  their  management  is  imperative. 

CLINICAL  MANIFESTATIONS 

There  appears  to  be  considerable  differ- 
ence in  the  percentage  of  survival,  initial 
symptoms  and  residual  damage  depending  on 
the  basic  pathogenetic  lesion  (cerebral  hem- 
orrhage, thrombosis,  embolism,  or  subarach- 
noid hemorrhage)4;  however,  basic  clinical 
picture  and  therapeutic  regimen  is  for  all 
practical  purposes  identical.  Although  the 
residual  physical  impairment  varies  between 
individual  patients  the  most  common  pattern 
involves  impaired  motor  function  of  homo- 
lateral upper  and  lower  extremities  with 
hyperactive  reflexes,  increased  muscle  tone, 
impaired  balance  and  varying  degrees  of 
bowel  or  bladder  incontinence.  In  addition, 
varying  degrees  of  altered  mental  faculties 
and  speech  difficulties  are  frequently  asso- 
ciated. Although  the  function  of  the  upper 
extremity  is  usually  more  severely  impaired, 
the  more  pressing  concern  of  both  patient 
and  family  is  the  inability  to  walk.  This  is 
true  because  of  two  factors : first,  the  oppo- 
site hand  is  capable  of  taking  over  many  ac- 
tivities for  the  involved  extremity;  and,  sec- 
ond, adults  require  two  legs  for  transporta- 
tion, especially  when  an  impaired  upper  ex- 
tremity prevents  effective  use  of  crutches. 

NEUROMUSCULAR  REHABILITATION 

After  a variable  initial  stage  of  flaccidity 
the  involved  extremities  exhibit  hypertoni- 
city of  the  muscles  and  are  spastic,  although 
some  muscle  groups  may  remain  hypotonic 
or  flaccid. 

The  upper  extremity  usually  exhibits  loss 
of  abduction  and  rotation  of  the  shoulder 
and  varying  degrees  of  associated  paralysis 
of  the  elbow,  forearm,  and  hand.  Although 
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spontaneous  improvement  might  be  expected 
over  a period  of  six  to  twelve  months,  active 
measures  must  be  initiated  early  to  prevent 
deformity  and  insure  as  complete  improve- 
ment as  possible. 

The  lower  extremity  usually  exhibits  vary- 
ing degrees  of  paralysis  about  the  hip  asso- 
ciated with  paralysis  of  the  knee  extensors 
and  dor  si  flexors  of  the  ankle. 

The  importance  of  early  initiation  of  a 
program  of  rehabilitation  based  on  a posi- 
tive approach  cannot  be  stressed  too  much. 
Within  the  first  week  passive  stretching  of 
all  joints  of  the  arm,  especially  the  shoulder 
into  abduction,  and  passive  movement  of  all 
joints  of  the  lower  extremity  must  be  ini- 
tiated. This  may  be  a nursing  responsibility 
or  carried  out  by  the  physiotherapist,  family, 
or  friend.  This  phase  of  muscle  re-educa- 
tion must  be  accompanied  by  appropriate 
splinting  to  prevent  deformity,  especially  of 
the  ankle  and  wrist.  When  tone  increases  in 
the  muscles  and  flaccidity  disappears  at- 
tempts at  muscle  re-education  and  coordinate 
motion  can  be  initiated.  If  the  patient  has 
sufficient  power  in  quadriceps  and  hip  flex- 
ors to  lift  his  heel  off  the  table  he  will  prob- 
ably be  able  to  stand  and  ambulate  without 
support  if  ataxia  is  not  too  severe.1  If  the 
patient  is  not  able  to  pass  this  test,  support 
with  a long  leg  brace  will  be  necessary  to 
supplement  weak  knee  extensors.  Within 
the  first  week  after  regaining  consciousness 
the  patient  should  sit  up  in  bed,  as  soon  as 
the  knee  can  be  kept  extended  and  the  ankle 
dorsiflexed  to  a right  angle  standing  with 
support,  to  obtain  training  of  the  righting 
reflexes  and  balance,  should  be  instituted. 
The  sooner  this  is  accomplished  the  better. 
Stationary  parallel  bars  are  more  efficient 
than  walkers  because  of  their  stability.  Fab- 
rication of  bars  adequate  for  training  can 
be  improvised  from  stair  banisters  attached 
to  the  wall  in  the  patient’s  home.  Once 
standing  balance  has  been  achieved,  training 
in  ambulation  can  be  started  with  assistance. 
The  patient  may  graduate  from  the  bars  to 
a cane  but  a cane  may  prove  undesirable  be- 
cause it  must  be  used  in  the  unimpaired  op- 
posite hand,  thus  interfering  with  hand 
function. 

The  advantage  of  starting  this  program 
as  early  as  feasible  is  obvious.  If  the  pa- 
tient defers  this  rehabilitation  for  several 
months  or  years  the  problems  of  contrac- 
tures, reduction  of  excess  weight,  restora- 


tion of  muscles  weakened  by  atrophy  of  dis- 
use, and  restoration  of  the  patient’s  confi- 
dence as  to  his  ability  to  walk  may  be  insur- 
mountable obstacles.  The  program  should 
be  started  as  soon  as  the  general  medical 
condition  permits.  The  patient  and  his  fam- 
ily should  be  prepared  for  realistic  achieve- 
ments and  should  realize  early  in  the  con- 
valescence that  complete  recovery  may  not 
be  attainable.  Since  recovery  is  largely  de- 
pendent upon  the  amount  of  brain  damage  it 
is  obvious  that  it  is  not  directly  related  to 
the  adequacy  of  the  medical  management. 

Much  of  the  degree  of  success  depends  di- 
rectly on  the  stimulation,  fortification,  and 
encouragement  afforded  the  patient  by  his 
physician.  To  achieve  this  the  physician 
must  discuss  the  problem  presented  and  ex- 
plain the  clinical  manifestations  as  well  as 
their  solution.  It  is  of  utmost  importance 
that  at  least  the  family,  and  if  possible  the 
patient,  have  a realistic  prognosis  and 
achievement  goal.  Nothing  is  worse  than 
the  patient  who  is  disillusioned  by  failure 
to  achieve  unrealistic  goals  except  one  who 
has  never  been  stimulated  towards  achieving 
any  goal.  The  problem  of  aphasia  needs  ex- 
pert evaluation  and  assistance  no  matter  how 
difficult  to  obtain.  Results  of  proper  train- 
ing are  frequently  phenomenal  although  oth- 
er patients  may  be  most  disappointing. 

The  amount  of  time  which  should  be  de- 
voted to  attempting  to  teach  the  patient  to 
use  a partially  crippled  hand,  and  to  speech 
therapy,  which  is  quite  important  in  some  of 
these  patients,  will  vary  with  the  needs  and 
goals  of  the  individual  patient.  Some  perma- 
nent impairment  of  the  hand  insofar  as 
highly  skilled  coordinated  movements  are 
concerned  is  likely.  Some  of  these  patients 
will  voluntarily  discontinue  the  program 
when  they  have  learned  to  walk.  This  is 
particularly  true  of  those  in  the  older  age 
group  who  have  no  particular  desire  to  re- 
sume economic  competition.  The  opposite 
hand  may  be  trained  to  take  over  functions 
of  the  impaired  extremity  such  as  writing, 
tying  shoes,  brushing  teeth,  and,  with  as- 
sistance, may  become  quite  proficient. 
Teaching  the  patient  to  write  again  does 
much  to  retrain  impaired  memory  and  speech 
mechanisms. 

One  point  in  gait  training  warrants  em- 
phasis, that  of  Strumpell’s  phenomenon2. 
When  in  the  standing  position,  the  knee  is 
flexed,  the  ankle  dorsiflexes  and  the  foot 
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supinates.  This  is  valuable  in  breaking  the 
hemiplegic  of  the  stiff-legged  gait.  When 
the  patient  steps  forward  with  the  unaffect- 
ed foot  if  the  affected  knee  is  pushed  for- 
ward it  flexes  and  the  ankle  dorsiflexes,  al- 
lowing the  foot  to  clear  the  floor  and  to 
swing  forward.  One  can  and  should  expect 
an  increase  in  the  hypertensive’s  blood  pres- 
sure with  increase  in  activities.  This,  in  it- 
self, is  not  a contraindication  to  continued 
training.  We  agree  with  Rusk’s  conclusions 
that  the  only  patients  in  which  therapy  is 
contraindicated  are  those  with  severe  malig- 
nant hypertension  with  a limited  life  ex- 
pectancy; those  with  so  much  cerebral  ar- 
teriosclerosis they  are  incapable  of  suffi- 
cient memory  to  be  trained  and  those  with 
such  impaired  cardiac  function  that  they  do 
not  have  the  reserve  to  tolerate  increased  ac- 
tivity. 

OCCUPATIONAL  THERAPY  AND 
VOCATIONAL  TRAINING 

Every  possible  means  to  increase  motiva- 
tion and  secure  greater  effort  on  the  part 
of  the  patient  must  be  used.  Occupational 
therapy  is  often  of  inestimable  value  espe- 
cially in  those  patients  whose  interest-span 
and  ability  to  concentrate  are  limited.  Oc- 
cupational therapy  also  may  be  useful  as  a 
means  of  vocational  training  or  prevocation- 
al  experience.3  This  introduces  our  final 
phase  of  rehabilitation,  that  of  return  to 
gainful  work.  Approximately  40  per  cent 
of  cerebral  vascular  hemiplegics  will  be  able 
to  regain  a significant  degree  of  employ- 
ability  and  work  capacity.  Those  who  can- 
not again  compete  on  the  labor  market  may 
contribute  sufficiently  to  household  activ- 
ities to  free  others  in  the  home  so  that  they 
may  seek  employment.  Although  the  office 
of  Vocational  Rehabilitation  and  its  role  in 
assisting  the  handicapped  are  well  publi- 
cized, its  services  are  too  infrequently  sought 
or  utilized  by  the  physicians  in  caring  for 
their  private  patients.  Unfortunately,  vo- 
cational counselors,  trained  in  the  difficult 
task  of  placing  the  handicapped  worker  in 
his  proper  economic  niche  in  society,  the  one 
phase  most  difficult  to  achieve  for  the  physi- 
cian and  family,  are  seldom  considered  a 
part  of  the  team  in  caring  for  the  private 
patient.  Early  referral  may  save  months  of 
training  and  offer  the  patient  realistic  goals 
and  immeasurable  stimulation  and  motiva- 
tion. There  is  no  excuse  for  the  physician’s 
failure  to  utilize  these  nationwide  available 
facilities  in  offering  his  patient  total  care. 


SUMMARY 

The  basic  principles  of  caring  for  the 
hemiplegic  have  been  discussed. 

The  importance  of  revising  our  present 
concepts  and  assuming  a positive  approach 
with  active  physical  therapy,  initiated  early, 
and  carried  out  for  a protracted  period  to- 
ward realistic  goals  has  been  emphasized. 

If  the  cerebral  vascular  hemiplegic  is  of- 
fered such  an  aggressive  positive  program, 
over  forty  per  cent  will  be  capable  of  return- 
ing to  some  type  of  gainful  employment. 

The  failure  of  physicians  to  utilize  avail- 
able vocational  counselors  and  the  role  they 
play  in  total  care  of  the  patient  is  lamented. 
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Current  Comment 

Hypnosis,  Redbook  Magazine  and  Childbirth — 

The  May  issue  of  Redbook  Magazine  whose 
subtitle  is,  “The  Magazine  for  Young 
Adults,”  carries  an  article  entitled,  “Child- 
birth Under  Hypnosis.”  The  article  carries 
a commendation  by  Dwight  Murray,  M.D., 
President,  American  Medical  Association. 

While  dramatizing  the  advantages  of  hyp- 
nosis, the  article  points  out  some  of  the  prob- 
lems attendant  upon  the  use  of  this  type  of 
obstetrical  management.  In  some  cases,  the 
hypnosis  does  not  work  and  in  others  it 
must  be  supplemented  by  conventional  anes- 
thetic drugs. 
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URINARY 

Stress  Incontinence  » fhe  Female 

I.  Preliminary  Diagnostic  Investigation* 


EFFORTS  to  study  urinary  stress 
incontinence  in  the  female  have 
resulted  in  a maze  of  conflict- 
ing alleged  facts  and  opinions.  Opinions  dif- 
fer about  the  anatomy,  the  physiology,  the 
etiology,  and  the  cure.  Specious  theories, 
based  upon  semiscientific,  investigative  en- 
deavor provide  material  for  contentious  con- 
troversy. An  increasing  number  of  “cura- 
tive” procedures  is  an  index  of  the  degree 
of  inadequacy  of  treatment. 

Various  investigators  have  attempted 
physio-anatomical  studies.  From  these  sci- 
entific efforts  major  discrepancies  in  opin- 
ion have  evolved  as  emphasis  has  been  placed 
upon  the  position,  size,  mobility,  or  anatomic 
relationships  of  the  urethra  and  bladder. 
Yet  practically  every  gynecologist  has  had 
the  sad  experience  of  restoring  acceptable 
anatomical  relationships  for  a continent  pa- 
tient suffering  from  cystocele  or  prolapse, 
only  to  have  her  plagued  thereafter  by  in- 
continence of  urine  upon  physical  stress. 

Gynecologists,  inclined  to  emphasize  anato- 
my, continue  to  reinforce  allegorically  their 
arguments  by  the  pictorial  demonstration  of 
the  male  perineum,  the  male  urogenital  dia- 
phragm, and  the  deep  transverse  perineal 
muscle.  Yet  in  the  dissection  of  the  cysto- 
urethrocele,  just  how  frequently  are  recog- 
nizable muscle  fibers  of  any  description  en- 
countered let  alone  that  which  can  be  identi- 
fied as  deep  transverse  perineal  muscle? 

Then,  the  champions  of  certain  operative 
procedures  make  various  claims.  The  “sling- 
ers”  compress,  support,  and  tighten  fascial 
planes;  the  “plicators”  decrease  urethral  size 
and  tighten  fascial  planes ; the  “lengtheners” 
decrease  urethral  calibre,  increase  length, 
and  tighten  fascial  planes;  and  the  “restor- 
ers to  normal”  claim  to  replace  the  urethral 
neck  to  the  so-called  “normal”  position,  high 
behind  the  symphysis,  (a  position,  incident- 
ally, that  it  never  occupied  in  the  normal  pa- 
tient), and  they  lengthen  the  urethra,  and 
tighten  the  fascial  planes. 

*Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1956. 


C.  PAUL  HODGKINSON.  M.D. 

Department  Gynecology  and  Obstetrics, 

Henry  Ford  Hospital 
Detroit,  Michigan 

All  this  leaves  the  student  of  urinary 
stress-incontinence  with  a medley  of  facts, 
theories  and  empiric  procedures  whose  only 
claim  to  distinction  is  that  they  “sometimes 
work.”  If  fact  is  to  be  sifted  from  fancy, 
sophism  differentiated  from  aphorism,  and 
planned  deliberate,  rational  therapy  substi- 
tuted for  the  hit-or-miss  methods  now  in 
vogue,  easily  performed,  informative,  diag- 
nostic studies  to  differentiate  the  normal 
from  the  abnormal  must  be  integrated  into 
the  gynecological  survey  for  patients  who 
suffer  from  urinary  stress-incontinence. 
More  than  a simple  history  of  the  involun- 
tary loss  of  urine  on  sudden  exertion  and 
the  finding  of  a cystocele  are  necessary  to 
answer  such  questions  as: 

1.  What  is  the  basic  pathologic  condi- 
tion? 

2.  Is  the  loss  of  urine  secondary  or  func- 
tional, neurological  or  anatomical  de- 
ficiency ? 

3.  If  previous  surgery  was  performed, 
why  did  it  induce  or  fail  to  correct  the 
affliction  ? 

4.  Is  conservative  or  surgical  treatment 
now  indicated? 

5.  If  surgical  treatment  is  indicated, 
what  operation  should  be  selected? 

Currently  our  knowledge  is  incomplete, 
and  unequivocal  answers  to  these  questions 
cannot  be  given.  The  routine  studies  for 
patients  complaining  of  urinary  stress-in- 
continence are  a detailed  history,  complete 
physical  examination,  gynecologic  and  some- 
times a urologic  examination,  routine  labora- 
tory studies  including  a culture  of  the  urine. 
The  results  will  generally  eliminate  from 
consideration  such  conditions  as  bladder  cal- 
culi, congenital  anomalies,  “false”  inconti- 
nence or  extreme  urgency  resulting  from 
acute  trigonitis,  fistula,  and  chronic  infec- 
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Diagnosis:  Norma!  bladder 


Figure  1 


CYSTOMETRIC  EXAMINATION 


Sensation  to  Heat  -4- Total  Capacity  I 50  C C 
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Name  D ■ D. Case  45  I 279 Date  I - I 0 - 5_6. 

Diagnosis:  Neurogenic  Bladder , Hypertonic  type. 

Small  capacity  bladder , apparent 
uninhi bited  contractions. 

Figure  2 
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tion  of  the  urological  tract.  This  leaves  the 
purely  functional,  the  neurogenic,  and  the 
anatomic  causes  for  further  investigation. 

Over  the  past  10  years  all  patients  admit- 
ted for  vaginal  plastic  surgery,  irrespective 
of  their  symptomatic  complaints,  were  sub- 
jected to  the  additional  investigation  of  cys- 
tometric  evaluation  and  determination  of  the 
urethrovesicopubic  relationships  by  the  me- 
tallic bead  chain  technic.  Through  these  ef- 
forts information  pertaining  to  normal 
standards  of  bladder  function  as  well  as 
pathological  deviations  were  obtained. 


pressure.  The  third  property  is  its  ability 
to  maintain  rhythmic  contraction.  This 
property  is  evident  in  the  infant,  before  the 
establishment  of  socially  acceptable  bladder 
control,  and  in  adult  patients  who  suffer 
certain  types  of  neurogenic  disturbances. 

It  is  important  to  recall  that  the  dictates 
of  modern  acceptable  social  micturitional 
behavior  require  that  the  basic  bladder  re- 
flex of  the  infant  be  modified.  This  is  ap- 
parently achieved  through  both  maturation 
and  training  of  the  infant2.  The  cystometro- 
gram  of  the  infant  is  characterized,  as  the 


Figure  3 


As  Talbot1  emphasized,  the  bladder  has 
two  functions:  the  retention  of  urine  and 
the  expulsion  of  urine,  and  both  functions 
are  under  neuromuscular  control.  The  blad- 
der muscle,  the  detrusor,  has  certain  inher- 
ent characteristics  or  properties  which  per- 
sist when  deprived  of  all  nerve  supply.  Even 
in  the  absence  of  nerve  control  the  detrusor 
muscle  has  the  property  to  retain  tonicity 
or  the  ability  to  resist  the  force  of  extension. 
It  becomes  flacid  only  when  over  stretched 
and  fatigued.  Thus,  it  is  necessary  to  pre- 
vent chronic  over  distention.  The  next  in- 
herent property  is  its  ability  to  maintain 
constant  intravesical  pressure  with  increas- 
ing volumes  of  urine.  Within  the  limits  of 
its  volume-capacity  the  bladder  pressure  re- 
mains about  constant,  below  25  cm.  of  water 


bladder  fills,  by  a series  of  anachrotic  sub- 
functional contractions  of  the  detrusor 
muscle  until  the  point  of  capacity  is  reached 
when  automatic,  complete  evacuation  oc- 
curs. The  normal  adult  cystometrogram 
varies  from  this  basic  pattern  in  several 
ways.  As  adult  control  is  attained,  the  in- 
voluntary bladder  contractions  cease,  and 
the  capacity-volume  increases.  Continence 
and  urine  retention  appear  to  be  intimately 
associated  with  the  inherent  property  of  the 
detrusor  muscle  to  relax  in  anticipation  of 
increasing  urine-volume  as  well  as  depending 
upon  the  internal  sphincter  muscle  to  main- 
tain closure  tone.  In  achieving  this  func- 
tion the  dominance  of  cerebral  control  over 
the  basic  lower  spinal  reflex  arc  appears  to 
be  most  important. 
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Cystometric  study  (Figure  1)  shows  that 
the  normal  bladder  has  a capacity  of  350 
to  450  cc.,  the  ability  to  maintain  a rela- 
tively uniform  pressure  between  1 and  25 
cm.  of  water,  an  appreciation  of  sensitivity 
to  pain,  temperature  and  tactility,  a freedom 
of  uninhibited  involuntary  contractions,  the 
ability  of  complete  evacuation,  and  has  cere- 
bral control  to  voluntarily  start  and  stop  the 
act  of  urination. 


erations  for  urinary  stress-incontinence,  it  is 
highly  necessary,  if  overall  results  are  to  be 
improved,  that  they  be  detected  preopera- 
tively. 

The  cystometrogram  of  patient  D.D.  (Fig- 
ure 2)  shows  evidence  of  hypertonic  blad- 
der dysfunction  which  resulted  from  a spinal 
injury.  She  was  admitted  to  the  hospital  for 
surgical  treatment  of  urinary  incontinence 


GROUP  31 

Prolapsed  Bladder 
Without  Urinary  Stress  Incontinence 

PREOPERATIVE 


Figure  4 


Cystometrometry 

With  the  above  in  mind,  neurogenic  blad- 
der dysfunction  may  be  exhibited  clinically 
in  either  excessive  retention  or  excessive 
elimination.  Either  extreme  may  be  asso- 
ciated with  the  involuntary  loss  of  urine, 
which,  in  some  patients,  highly  resembles 
urinary  stress-incontinence.  The  results  of 
routine  use  of  cystometric  evaluation,  sug- 
gested a higher  than  expected  incidence  of 
unsuspected  neurogenic  bladder  dysfunction. 
Because  patients  with  either  overactive  or 
underactive  bladder  dysfunction  of  neuro- 
genic origin  respond  poorly  to  surgical  op- 


and  the  true  nature  of  etiology  was  previous- 
ly unsuspected.  She  was  improved  after  be- 
ing placed  upon  a program  of  controlled 
fluid  intake,  clock-like  habit  training,  elim- 
ination of  acid-excretion  foods,  and  methan- 
theline  bromide  (Banthine)  50  mg.  four 
times  daily. 

UrethroveSicopubic  Relationships 

Although  the  symptoms  of  urinary  stress- 
incontinence  are  in  some  way  related  to  par- 
turition, gynecologists  have  found  it  diffi- 
cult to  recognize  the  precise  pattern  of 
altered  urethrovesicopubic  relationships. 
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The  metallic-bead  chain  technic  has  been 
found  to  offer  the  advantages  of  simplicity 
and  accuracy  of  detail3. 

Urethrocystopubic  relationships  of  the 
normal  virginal  patient  in  the  anteroposter- 
ior position  (Figure  3)  showed  the  bladder 
to  be  ovoid  in  shape,  with  its  inferior  border 
midpublic.  Straining  caused  slight  flatten- 


bladder  with  assimilation  of  the  urethra  in- 
to the  anterior  bladder  wall.  By  this  action 
the  internal  urinary  meatus  was  removed 
above  the  lowermost  bladder  level.  These 
findings  were  in  contrast  to  patients  who 
complained  of  urinary  stress-incontinence, 
whose  urethrocystograms  (Figure  5)  dem- 
onstrated downward  vertical  thrust  without 
rotation  during  the  straining  effort  with  dis- 


ing of  the  dome,  descent  of  the  floor  to  the 
lower  third  of  the  symphysis,  and  lateral  ex- 
tension of  the  sides.  In  the  lateral  position 
the  anterior  one-third  was  suprapubic  and 
the  urethra  joined  the  bladder  base  posterior 
to  the  midcoronal  plane  making  an  acute 
anterior  angle  and  an  obtuse  posterior  angle. 

In  patients  with  uterovaginal  prolapse, 
symptoms  of  urinary  stress-incontinence 
are  generally  asbent.  In  fact  they  are 
usually  overly  continent  unless  the  displaced 
organs  are  reposited.  Urethrocystograms  of 
this  group  of  patients  (Figure  4)  showed 
downward  and  backward  rotation  of  the 


placement  of  the  urinary  meatus  to  the  low- 
ermost bladder  level.  Although  this  feature 
varied  in  degree,  the  degree  of  variability 
bore  no  relationship  to  the  severity  of  symp- 
toms of  incontinence. 

Postoperative  urethrocystographic  investi- 
gation4 disclosed  opposite  principles  utilized 
by  the  vaginal  plastic  procedures  (Kelley- 
Kennedy  operation)  and  the  fascial  sling 
operations  (Marshall-Marchetti  operation) 
(Figure  6).  In  the  vaginal  plastic  operation 
the  urethrovesical  studies  indicated  that  the 
objective  was  to  restore  normal  anatomical 
relationships  with  tightening  the  vesical 
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sphincter  as  an  additional  feature.  The  Mar- 
shall-Marchetti  operation  caused  the  blad- 
der to  be  rotated  backward  with  elevation 
of  the  urethrovesical  junction  to  a point 
higher  than  the  most  dependent  level  of  the 
bladder.  Thus  the  relationships  of  a retro- 
pubic vesical  prolapse  were  created. 

Subsequent  studies  have  indicated  that 
bladder  support  is  of  two  orders.  The  first 
order  support  comes  from  the  fibrous  in- 
vestment of  the  bladder  and  shows  evidence 
of  weakening  as  the  result  of  coitus,  meno- 
pause, and  parturition.  The  second  order  of 
support  comes  from  the  symphysis  pubis  and 
the  pubococcygeal  muscles.  Between  the 
pubococcygeal  muscles  is  a potential  hiatus 
which  appears  to  be  protected  by  support  of 


nostic  survey.  With  the  newer  methods 
available,  a means  is  at  hand  whereby  the 
final  results  may  be  predicted  with  greater 
accuracy. 
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the  first  order.  With  deficiency  of  first 
order  support  there  is  a tendency  for  partial 
prolapse  of  the  uterus  and  bladder.  When 
second  order  support  is  deficient,  the  pro- 
lapse may  be  complete. 

CONCLUSIONS 

The  importunate  affliction  of  urinary 
stress-incontinence  in  the  female  is  a multi- 
complicated,  neurophysical  disability  that  is 
highly  deserving  of  the  most  detailed  and 
meticulously  conducted  preoperaftive  diag- 


Current  Comment 

Citation  to  Parke,  Davis  & Company 
By  A.M.A. — 

On  the  opening  day  of  the  New  York 
meeting  of  the  A.M.A. , the  Association 
awarded  a citation  to  Parke,  Davis  & Com- 
pany “for  the  service  it  has  performed  to 
the  public  and  to  the  nation  through  its 
continuing  series  of  institutional  messages 
published  in  national  magazines,  which  ac- 
curately and  dramatically  tell  the  story  of 
medicine  and  medical  progress.” 
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The  Care  of  the  Patient * 


SOME  of  you  in  the  audience 
today  may  have  been  present 
last  year  when  I participated 
in  a panel  before  the  Nebraska  Hospital 
Association.  I spent  most  of  the  allotted 
time  discussing-  with  you  a recent  inno- 
vation at  the  Lincoln  General  Hospital — 
the  formation  of  a Committte  for  the  Im- 
provement of  Patient  Care.  In  closing  I 
said,  in  effect,  that  the  program  this  Com- 
mittee was  embarking  upon  constituted  a 
challenge  and  was  perhaps  the  most  exciting 
assignment  that  had  fallen  to  me  during  my 
term  as  Chief  of  Staff  of  that  institution. 
Finally,  I spoke  of  a possible  report  on  the 
results  of  the  committee’s  activities  a year 
hence.  So  it  is  with  a mixed  feeling  of 
pleasure  and  regret  that  I meet  with  you 
again  today.  Pleasure  that  I was  asked  to 
participate  in  your  Twentieth  Annual  Ses- 
sion, and  regret  that  in  the  time  allotted  I 
cannot  give  you  a verbatim  account  of  the 
many  sessions  that  the  committee  has  held 
during  the  past  eighteen  months.  Were  I 
able  to  do  this,  I could  best  illustrate  the 
fundamental  problem  that  we — all  of  us,  ad- 
ministrators, nursing  groups  and  medical 
staff  alike — face ; that  is  the  care  of  the  pa- 
tient!! It  is  through  these  lively  uninhibit- 
ed weekly  discussions,  that  a general  aware- 
ness has  been  built  up  in  our  hospital  of  the 
fact  that  the  patient  is  the  only  important 
individual  in  the  hospital. 

To  convey  to  you  our  concept  of  such  a 
committee,  and  I shall  refer  to  it  from  now 
on  by  the  term  that  we  have  adopted, 
C.I.P.C.,  let  me  state  that  from  the  begin- 
ning we  felt  that  all  areas  of  hospital-pa- 
tient relationship  must  be  represented.  To 
that  end  medical  staff,  administration  and 
nursing  were  asked  to  be  represented  by 
three  members  from  each  group,  and  the 
Board  of  Trustees  by  one  member  who 
would  be  chairman.  The  group  from  nurs- 
ing consisted  of  the  Director  of  Nursing, 
the  Nursing  Service  Director,  and  the  Nurs- 
ing Education  Director.  Administration  was 
represented  by  the  Administrator,  the  Comp- 
troller and  the  Assistant  Administrator. 
The  representatives  of  the  medical  staff 
were  chosen  because  of  their  interest  in  the 
hospital  and  to  present,  as  closely  as  pos- 

*Address  delivered  at  the  Nebraska  Hospital  Association 
Convention,  October  25-26,  1956,  Omaha,  Nebraska. 


HAROLD  S.  MORGAN,  M.D. 

Lincoln,  Nebraska 

sible,  the  views  of  the  staff  responsible  for 
the  largest  patient  population,  the  Depart- 
ments of  Medicine,  Surgery,  and  Obstetrics 
and  Gynecology.  The  Hospital  Board  then 
selected  one  of  its  members  to  represent 
them,  and  therein,  I believe,  lies  one  of  the 
secrets  of  success  in  this  type  of  procedure. 
Discussions  of  C.I.P.C.  will  invariably  bring 
out  needs  for  changes  or  for  certain  budget- 
ary readjustments  or  both.  In  other  areas, 
in  which  the  board  alone  is  responsible,  it 
has  proven  to  be  of  benefit  to  the  commit- 
tee to  have  a trustee’s  thinking  on  the  sub- 
ject as  well  as  his  understanding  of  the 
problem  at  hand  in  order  that  he  may  give 
his  colleagues  on  the  board  a first-hand  ac- 
count of  the  reasons  behind  requests  for  new 
equipment,  personnel,  or  policy-changes. 

I feel  that  it  is  most  important  that  the 
medical  staff  be  adequately  and  well  repre- 
sented and  that  the  Board  of  Trustees  select 
one  or  more  of  its  membership  who,  not  un- 
like the  Chief  of  Staff,  will  serve  in  the 
dual  capacity  of  committee  member  and  liai- 
son officer  to  his  particular  group. 

After  the  committee  is  established,  what 
then  becomes  its  function?  Our  C.I.P.C.  at 
once  decided  that  it  must,  if  it  were  to  do 
the  job  for  which  it  was  conceived,  explore 
every  facet  of  hospital-patient  relationship. 
It  must  delve  into  inviolable  hospital  tradi- 
tions and  ask  the  “why”  of  them.  There 
was  to  be  only  one  yardstick  and  that  was — 
Is  such  and  such  designed  for  the  patient’s 
benefit  or  did  it  grow  out  of  expediency? 
Was  this  or  that  rule  adopted  for  adminis- 
tration’s benefit,  or  did  this  order  stem  from 
nursing’s  trials  and  tribulations? 

To  state  the  principle  that  has  motivated 
the  committee’s  activities  in  a slightly  dif- 
ferent form — C.I.P.C.  has  placed  the  patient 
at  the  top  of  a pyramid  with  the  medical 
staff,  nursing  and  administration  becoming 
the  broad  secure  base  of  that  pyramid,  thus 
focusing  the  attention  of  the  entire  hospital 
family  on  the  primacy  of  the  patient  during 
his  or  her  stay  in  the  institution. 

For  an  entire  year  the  committee  met  at 
weekly  intervals  and,  starting  with  admin- 
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istration,  interviewed  all  department  heads 
as  to  the  workings  of  their  departments. 

The  comptroller  was  asked  concerning  the 
admission  of  patients,  and  out  of  this  dis- 
cussion came  the  concept  of  bedside  admis- 
sions. It  also  brought  us  face-to-face  with 
the  fact  that  many  problems  cannot  be 
solved  with  a simple  “that’s  a good  idea, 
let’s  do  it.”  It  was  well  agreed  that  bedside 
admission  would  be  a boon  to  a nervous,  ap- 
prehensive patient;  that,  if  a patient  could 
be  escorted  to  his  room  or  bed  and  be  spared 
the  wait  and  the  questioning  at  the  registra- 
tion desk,  then  his  induction  into  hospital 
life  would  be  smoother  and  less  frustrating. 
However,  the  mechanics  of  such  a transition 
involved  other  departments,  namely,  nurs- 
ing and  housekeeping.  In  addition,  a new 
system  would  need  to  be  developed  entailing 
the  purchase  of  additional  equipment  and 
the  training  of  personnel. 

The  next  department  to  feel  the  impact 
of  the  patient’s  arrival  was  nursing.  Here, 
again,  we  found  that  other  departments 
were  brought  into  the  picture.  Did  the 
physician’s  orders  accompany  the  patient? 
Was  it  permissible  to  allow  the  patient 
fluids  by  mouth?  Was  the  unit  ready  for 
the  patient?  Was  central  supply  geared  to 
the  rapid  delivery  of  the  standard  equipment 
necessary  for  completing  the  fresh  unit  (bed- 
pans,  basins,  etc.)  ? Out  of  these  questions 
and  answers  came  the  decision  that  house- 
keeping and  not  nursing  would  be  respon- 
sible for  the  preparation  of  a unit  for  a 
new  patient.  This,  in  effect,  saved  nurses’ 
time  for  the  more  important  role  of  provid- 
ing nursing  care  for  the  patients  on  the 
floor. 

Dietary  procedures  were  explored,  and 
after  several  conferences  it  was  determined 
that  selective  menus  were  feasible  and  worth 
trying,  on  a trial  basis,  at  least.  This  pro- 
gram met  instantaneous  acclaim  on  the  part 
of  the  patients,  but  was  not  accomplished 
without  considerable  adjustment  of  the 
work  load.  Finally,  it  was  found  that  nurs- 
ing could  better  handle  the  presentation  of 
the  menus  to  the  patient  with  the  accom- 
panying explanations.  I mention  again,  to 
emphasize  the  fact,  that  all  hospital  proce- 
dures, departmentally  speaking,  are  inter- 
related. Adjustments  of  duties  and  sched- 
ules in  one  department  will  invariably  call 
for  changes  in  another.  Selective  menus 
have  become  standard  now,  and  the  latest 
information  that  I have  been  able  to  obtain 


from  the  comptroller  is  that  there  is  a direct 
and  noticeable  lowering  of  food  costs,  but, 
above  and  beyond  that,  the  patients  are  tre- 
mendously pleased  with  the  idea.  As  one 
said,  “I  never  eat  cereal  at  home,  and  I do 
not  know  why  I should  have  it  thrown  at  me 
in  the  hospital.” 

Along  with  the  menu-changes,  C.I.P.C. 
also  suggested  a night-time  snack  and  bev- 
erage service  to  patients  who  were  on  gen- 
eral diets.  This  service  is  provided  by  food 
carts  and  consists  of  sandwiches  and  choice 
of  beverage.  The  entire  hospital,  with  ex- 
ception of  the  obstetrical  and  pediatric 
areas  is  covered  in  an  hour’s  time.  The  ob- 
stetrical department  has  had  this  service 
for  some  time.  An  interesting  sidelight  on 
this  phase  of  extra  service  to  the  patient 
presented  itself  to  the  committee  when  it 
was  found  that  the  patient’s  visitors  liked 
the  sandwiches,  too.  However,  it  was  felt 
that  from  the  standpoint  of  public  relations 
restrictions  would  be  more  costly  than  the 
food  consumed. 

Every  hospital  administrator  is  concerned 
about  costs.  Exploration  of  the  pharmacy 
operations  brought  to  the  committee’s  atten- 
tion the  fact  that  drug  charges  were  some- 
times slow  in  being  reported  from  the  floors 
to  the  business  office  thus  necessitating,  at 
times,  a supplementary  bill  to  the  patient 
after  dismissal.  Inaccuracies  were  another 
problem  that  often  caused  patient-irritation. 
In  order  to  find  a solution  to  the  problem 
our  director  of  nursing  personally  under- 
took a research  into  the  time  spent  by  the 
floor  nurses  in  collecting  drug-charges  from 
the  charts.  You  might  be  interested  in  the 
figures.  A study  was  done  on  a 41-bed  floor 
for  8 weeks,  or  56  days. 

524  charts  checked 
2,028  drugs  checked 
6,410  drugs  charged 

48  new  drug  cards  made 

Two  thousand  two  hundred  and  10  min- 
utes, or  36  hours  and  7 minutes,  of  a regis- 
tered nurses’  time  was  spent  out  of  the  8 
weeks,  or  nearly  one-eight  of  her  time  on 
the  basis  of  a 40-hour  week. 

This  information  was  digested  by  C.I.P.C. 
and  solutions  were  attempted.  Finally,  a 
carefully  selected  nurse-aid  was  transferred 
from  central  supply  and  made  a ward  clerk. 
One-half  of  her  time  is  spent  checking  drug 
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charges  from  the  charts  in  all  patient  areas, 
the  other  half  of  her  time  is  spent  handling 
the  preparation  of  birth  certificates  on  the 
obstetrical  service.  You  may  be  interested 
in  the  results.  First  and  foremost,  we  have 
increased  the  nursing  time  available  to  the 
patient  by  reducing  the  paper-work  required 
of  a nurse.  Cost-wise,  we  were  amazed  to 
find  that  the  new  procedure  was  saving  be- 
tween eight  and  nine  hundred  dollars  a 
month  to  the  hospital.  Pharmacy,  admin- 
istration, and  nursing  have  benefited  and 
the  patients  are  not  annoyed  by  having  to 
fuss  over  inaccuracies  in  their  bills. 

The  clinical  laboratories  were  subjected 
to  scrutiny  as  was  the  X-ray  Department. 
Out  of  these  sessions  came  certain  recom- 
mendations having  to  do  with  multiple  vene- 
punctures when  one  properly  planned  pro- 
cedure would  obviate  unnecessary  “stick- 
ings”  of  the  patient.  Prolonged  waits  in  the 
X-ray  Department  were  also  discussed,  and 
measures  were  suggested  to  circumvent  such 
waits.  The  medical  staff,  upon  being  in- 
formed of  the  committee’s  recommendations, 
gave  their  whole-hearted  support  to  the  sug- 
gested changes. 

I have  mentioned  several  of  the  major 
changes  in  our  hospital  brought  about  as 
the  result  of  the  deliberations  of  C.I.P.C. 
Many  lesser  changes  have  also  been  insti- 
tuted, all  of  which  merited  considerable  dis- 
cussion and  rediscussion  after  institution. 
Here  I might  add,  parenthetically,  that  the 
committee  feels  that  any  change  must  be  re- 
evaluated after  a variable  period  of  time  to 
see  whether,  in  the  final  analysis,  the  change 
benefited  the  patient.  As  an  example  of  a 
change  that  apparently  did  not  benefit  the 
patient,  I might  cite  the  paging  system  rec- 
ommended by  the  group.  Somewhat  be- 
guiled by  the  prospect  of  soothing  music  be- 
ing piped  through  the  system  into  the  cor- 
ridors of  the  hospital,  we  gave  it  a trial. 
While  there  were  some  patients  who  thought 
it  nice,  there  were  more  that  found  it  ob- 
noxious— so,  out  it  went. 

Among  the  lesser  changes,  but  contribut- 
ing, we  feel,  a considerable  amount  to  the 
patient’s  peace  of  mind  is  an  information 
card  that  is  presented  to  a patient  prior  to 
special  examinations.  New  intake  and  out- 
put tabulating  sheets  were  devised  that 
could  be  easily  understood  and  filled  out  by 
the  patient  if  circumstances  dictated.  The 
serving  of  breakfast  was  delayed  fifteen 


minutes  in  order  that  no  patient  need  be 
awakened  before  7 :00  a.m.  unless  scheduled 
for  early  surgery. 

Since  the  committee  has  been  actively  in- 
teresting itself  in  its  avowed  objective,  many 
suggestions  have  come  to  it  from  members 
of  the  medical  staff,  from  student  nurses 
and  graduates,  and  not  a few,  as  could  be 
expected,  from  the  patients  themselves. 
Sensing  that  the  patient  might  hesitate  to 
complain  to  a nurse  on  the  floor,  our  Admin- 
istrator and  Director  of  Nurses  make  peri- 
odic, but  unannounced,  visits  to  patients  on 
the  several  floors  to  inquire  directly  from 
the  patient  as  to  their  care.  In  this  way  a 
whole  host  of  major  and  minor  suggestions, 
complaints,  and  not  a few  commendations 
are  brought  back  for  committee  review. 

Of  late  we  have  found  that  meetings  of  the 
committee  can  be  spaced  at  two-week  inter- 
vals rather  than  the  once-a-week  routine 
practiced  at  the  inception  of  the  program. 
One  half  of  this  hour  is  spent  in  reviewing 
policies  previously  decided  upon  while  the 
other  half  is  devoted  to  what  we,  on  the  com- 
mittee, call  “dreaming.”  This  is  really  an 
idea-session  in  which  new  ideas  are  devel- 
oped and  considered.  If  they  seem  to  merit 
further  consideration  and  are  related  direct- 
ly or  indirectly  to  improved  patient  care, 
they  are  scheduled  for  further  exploration. 
Two  such  projects  are  on  the  agenda  for  the 
next  meeting  and  will  receive  a full  airing, 
having  previously  been  subjected  to  the 
yardstick  of  patient  welfare  and  found  to 
have  possibilities. 

In  discussing  the  work  of  the  committee, 
I would  not  have  you  believe  for  one  minute 
that  we  feel  we  have  all  of  the  answers. 
Many  hospital  problems  can  be  s o lv  e d 
through  discussions  and  proper  planning. 
However,  in  the  area  of  personal  relation- 
ships, the  committee  feels  that  its  objective 
of  improved  patient  care  will  not  be  fully 
met  until  every  person  coming  in  contact 
with  a patient  becomes  conscious  of  his  or 
her  share  of  the  responsibility  for  that  pa- 
tient’s welfare. 

I have  been  asked  on  several  occasions  as 
to  the  advisability  of  all  hospitals  developing 
a similar  committee.  In  answering  this 
question  let  me  give  you  my  impression  of 
the  value  of  this  particular  group  insofar 
as  our  hospital  is  concerned  and  permit  you 
to  draw  your  own  conclusions  as  to  whether 
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or  not  a similar  committee  would  have  the 
same  effect  in  the  institution  that  you  repre- 
sent. 

First,  our  numerous  meetings  have  helped 
us  to  recognize  the  fact  that  each  hospital 
department  is  dependent  on  all  the  other  de- 
partments if  the  hospital  is  to  function  prop- 
erly. 

Secondly,  we,  in  our  small  group,  have  un- 
consciously come  to  think  of  the  patient 
first,  and  as  we  report  back  to  our  various 
points  of  origin  we  convey  that  thinking 
to  other  members  of  the  hospital  family,  un- 
til they  are  steeped  in  that  philosophy. 


Thirdly,  I feel  that  we  have  created  a feel- 
ing of  unity  between  hospital  trustees,  med- 
ical staff,  hospital  administration,  and  the 
nursing  departments,  which,  if  continued, 
will  preclude  such  vicious  squabbles  as  we 
have  witnessed  in  other  states. 

Finally,  and  I hope  that  you  will  bear  with 
me,  for  I am  aware  of  the  fact  that  I have 
made  this  statement  to  your  group  before, 
if  it  were  not  for  a patient,  there  would  be 
no  need  for  the  services  of  a doctor,  a nurse, 
a hospital,  or  a hospital  administrator,  and 
that  because  there  is  a patient,  we  are  all 
gathered  together  with  but  one  purpose  and 
that  is  to  serve. 


Dwarfism* 

Children's  Memorial  Hospital  Staff  Conference 


Doctor  Kenneth  Dorner,  UNH  intern: 

This  six-year-old  Negro  female  en- 
tered the  University  of  Nebraska  Hos- 
pital on  September  24,  1956,  with  the 
complaint  of  small  stature  since  birth. 
The  child  was  born  at  the  University 
Hospital  on  August  11,  1950,  weighing 

2.2  kg.  (5  lbs.)  as  compared  with  an  av- 
erage weight  of  the  other  siblings  of 

3.2  kg.  The  mother’s  pregnancy  was  un- 
eventful with  the  exception  of  hospital- 
ization for  vaginal  bleeding  at  the  Uni- 
versity Hospital  at  about  the  fifth  month. 
The  delivery  was  normal  and  spontan- 
eous. The  baby  had  no  cyanosis  and  there 
were  no  noted  birth  injuries.  The  child 
was  not  dismissed  from  the  hospital  for 
17  days  after  birth  because  of  small  size 
and  skin  rash.  The  skin  rash,  diagnosed 
as  seborrheic  dermatitis,  persisted  on 
and  off  until  one  year  of  age,  at  which 
time  it  disappeared  and  since  that  time 
has  not  recurred.  The  child  was  a fas- 
tidious eater,  taking  an  average  of  about 
two  ounces  as  compared  with  an  average 
feeding  of  four  ounces  for  the  other  sib- 
lings. Development  was  also  slow  as 
compared  with  the  other  siblings.  She 
sat  up  at  11  months  and  walked  at  ap- 
proximately two  years,  while  the  other 
siblings  in  the  family  walked  at  about 

*From  the  Children’s  Memorial  Hospital,  Omaha,  and  the 
Departments  of  Pediatrics  of  the  Creighton  University  School 
of  Medicine  and  the  University  of  Nebraska  College  of  Medi- 
cine. 


GORDON  E.  GIBBS.  M.D..  and 
CAROL  R.  ANGLE.  M.D. 

Omaha,  Nebraska 

11  or  12  months.  She  talked  at  age  3 
years. 

The  parents  do  believe  that  the  child 
has  a good  vocabulary,  reasoning  pow- 
er, and  ability  to  converse.  The  child 
however  is  quick  to  temper,  has  never 
learned  to  read,  and  resists  all  attempts 
to  teach  her  the  alphabet.  The  parents 
state  that  the  child’s  attention  is  hard 
to  maintain.  The  patient  insists  on  sev- 
eral blankets  to  cover  her,  summer  and 
winter,  but  otherwise  never  complains 
of  the  cold.  The  parents  have  noticed 
an  inability  to  focus  upon  objects  with- 
out bringing  them  very  close  to  her 
face.  There  is  no  family  history  of 
smallness  of  stature;  all  other  siblings 
are  of  normal  size  and  are  well.  The 
siblings’  ages  are  7,  12,  13,  18  and  20. 

Physical  examination  was  within  nor- 
mal limits  except  for  small  stature  and 
weight.  At  birth,  the  child  weighed 
2,270  grams  (5  lbs.)  and  now  weighs 

8.2  kg.  (18  lbs.).  At  birth  the  child  was 
43  cm.  (18  in.)  in  length,  and  now  is  84 
cm.  (331/2  in.).  Head  circumference  at 
birth  was  28.75  cm.  and  now  measures 
38  cm.  Chest  circumference  at  birth 
was  also  28.75  cm.  and  now  measures 
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42  cm.  The  abdomen  is  38  cm.  in  cir- 
cumference and  the  span  is  88  cm. 
Iliac  diameter  of  the  pelvis  is  11  cm. 
The  upper  and  lower  segment  ratio  is 
40 :44  or  0.909  indicating  disproportion- 
ately long  extremities  for  any  age. 

Laboratory  data  reveals  a hemoglobin 
of  11.9  gm. ; erythrocytes,  4.51  million 
and  leukocytes,  6,200  per  cu.  mm.  Of 
these,  23  per  cent  were  segmented;  12, 
staff  forms;  3,  eosinophils;  56,  lym- 
phocytes ; and  6,  monocytes.  Slight  ani- 
socytosis  and  slight  hypochromasia  were 
noted.  Urine  analysis  showed  a spe- 
cific gravity  ranging  from  1.014  to 
1.022  and  a reaction  of  4.5  to  5.0.  The 
urine  was  otherwise  normal.  Blood 
sugar  was  69  mg.  per  100  cc. ; nonpro- 
tein nitrogen,  15.3;  sodium,  138  mEq  L; 
potassium,  4.2  mEq  L;  inorganic  phos- 
phate, 7.7  mg.  per  100  cc. ; calcium,  10 
mg. ; cholesterol,  283  mg. ; protein-bound 
iodine,  5 micrograms;  urinary  17  hy- 
droxysteroids,  1.05  mg.  per  24  hours. 
Serology  was  negative.  Neutrophils  in 
the  blood  smear  were  read  as  being  char- 
acteristic of  female.  Fasting,  total 
eosinophil  count  was  63/c.mm.  She  was 
given  0.12  cc.  of  1 :1000  epinephrine 
s.c.  (0.3cc/M2).  At  1/2  hour,  eosino- 
phil count  was  88/c.mm.,  at  3 hours 
38/c.mm.,  at  4 hours  38/c.mm. 

The  electrocardiogram  was  read  as 
showing  sinus  arrhythmia  with  a pos- 
sible right  ventricular  hypertrophy. 
The  ophthalmological  consultant  felt 
that  there  was  a possibility  of  subluxa- 
tion of  the  right  lens  and  that  there 
was  some  myopia. 

X rays:  Her  skull  film  was  noted  by 
the  radiologists  to  show  a remarkably 
small  skull  for  a person  six  years  of  age. 
The  anteroposterior  diameter  is  13.3 
cm.;  the  transverse  diameter,  10.5  cm. 
The  sella  turica  is  of  proportionate  con- 
figuration and  appears  normal;  the  su- 
ture lines  are  closed;  and  there  is  no 
evidence  of  increased  intracranial  pres- 
sure. In  films  of  the  tibia  and  fibula, 
the  right  and  left  tibia  are  19.9  and  19.8 
cm.  in  length,  respectively,  and  the 
right  and  left  fibula  are  17.5  and  17.6 
cm.  in  length,  respectively.  This  places 
the  bone  development  age  at  slightly  less 
than  5 years.  There  is  normal  mineral- 
ization of  the  bones  with  no  bony  ab- 


Figure  1.  Patient  at  age  6 years.  Height : 84  cm.  (33*4 

in.).  Weight:  8.2  kg.  (18  lbs.).  U/L  ratio:  0.909. 


normalities  or  evidence  of  chondrodys- 
plasia. Both  wrists  were  X-rayed  for 
determination  of  bone  age.  The  bone 
age  placed  in  the  lower  tenth  percentile 
for  4 years. 


This  child  apparently  has  some  difficulty 
in  seeing  very  far  away,  and  a number  of  the 
items  are  too  involved  for  optimal  perform- 
ance in  a child  who  cannot  see  at  the  average 
level.  However,  the  highest  level  of  this 
test  is  graded  according  to  age  which  makes 
it  convenient  to  give  a few  items  and  find 
out  at  about  what  level  she  is  performing.  It 
seemed  that  she  performed  at  around  a 3- 
year  level  and  not  much  above.  She  got  one 
thing  at  a 314-year  level  and  nothing  above 
that.  She  did  quite  a few  at  levels  below 
that,  too,  so  it  is  difficult  to  really  say  any 
more  than  that  she  is  quite  retarded  intellec- 
tually. To  make  it  a little  more  concrete,  the 
average  three  year  old  can  repeat  three  dig- 
its, but  in  response  she  would  start  count- 
ing “one,  two,  three.”  She  could  say  num- 
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bers  but  she  only  knew  them  in  one  order, 
apparently,  and  she  stuck  to  that  order.  She 
had  a vague  idea  of  what  she  was  supposed 
to  do  but  couldn’t  carry  it  through  accord- 
ing to  instructions. 

We  have  what  we  call  a form  board  which 
consists  of  a short  board  with  three  indenta- 
tions— one  circular,  one  triangular,  and  one 
square — and  pieces  which  fit  these  indenta- 
tions. These  are  removed  and  the  child  is 
asked  to  replace  them.  She  could  do  this 
when  we  simply  put  each  figure  by  its  inset 
or  by  its  recess.  If  one  rotated  the  board 
so  that  the  forms  you  would  have  to  be  ac- 
tually manipulated,  she  could  not  do  that; 
She  could  not  get  the  idea  of  trying  one  form 
in  a recess  which  was  not  immediately  adja- 
cent to  it.  She  couldn’t  draw  a major  ele- 
mentary figure  of  a man.  All  she  could  do 
with  a pencil  was  to  scribble  at  about  a 2V2 
or  3-year  level.  The  ordinary  4-year-old  can 
make  a rough  drawing  of  a man,  can  draw, 
usually,  a big  circle  for  his  head  and  put  in 
a feature  or  two,  but  this  girl  could  only 
scribble  with  a pencil.  In  playing  with 
blocks  at  the  2-year  level  we  ask  the  child 
to  make  a simple  bridge,  two  blocks  any- 
where from  one-quarter  to  three-quarters  of 
an  inch  apart  and  one  block  on  top  spanning 
these  two.  She  could  pile  up  blocks  which 
is  a step  simpler,  but  she  could  not  make 
this  bridge.  So,  I think  that  we  could  con- 
clude in  general  that  this  girl  is  quite  retard- 
ed intellectually. 

Doctor  Gibbs: 

Because  of  the  possibility  that  this  child 
might  have  the  manifestations  of  gonadal 
dysgenesis,  Dr.  Fitch  examined  the  white 
cells  for  determination  of  the  genetic  sex. 

Doctor  D.  Max  Fitch: 

Barr  and  Bertram,  working  in  London, 
Ontario,  wondered  how  the  Nissl  substance 
in  injured  neurons  regenerated.  Using  cats 
as  experimental  animals,  they  first  injured 
motor  neurons  by  electrical  stimulation  of 
the  hypoglossal  nerve,  then  sacrificed  the 
cats  at  varying  intervals  and  examined  brain 
sections.  In  the  nuclei  of  some  of  the  neu- 
rons they  found  discrete  nuclear  satellites. 
This  observation  had  no  apparent  relation  to 
their  immediate  project,  but  still  they  won- 
dered what  it  meant.  They  then  discovered 
that  only  neurons  from  female  cats  contained 
this  small  structure.  Could  this  be  a means 


of  sex  differentiation  of  neurons?  They  fi- 
nally decided  it  was. 

Continuing  on  this  new  line  of  investiga- 
tion, Mbore,  Bertram  and  Barr  wondered  if 
similar  structures  could  be  demonstrated  in 
other  tissues — ones  which  were  accessible 
for  biopsy  examination.  They  found  that  the 
nuclei  of  many  cells  from  females  contain 
small  chromatin  masses  distinct  from  the 
nucleolus.  In  squamous  cells  from  females 
they  found  small  masses  of  chromatin  quite 
consistently  located  on  the  nuclear  mem- 
brane. These  they  believed  were  formed  of 
sex  chromatin.  The  possibility  of  sexing 
skin  biopsies  was  published  in  1953.  David- 
son and  Smith,  working  in  London,  England, 
wondered  if  such  a chromatin  mass  could  be 
identified  in  blood  smears.  On  close  exam- 
ination of  neutrophils  from  females  they 
found  occasional  characteristic  “drumstick” 
shapes,  1.5  mu.  in  diameter,  which  are  con- 
nected to  the  segments  of  the  nucleus  by  a 
strand  of  chromatin.  There  are  also  small 
tags  and  club  forms  which  are  not  diagnostic, 
although  they  seem  to  occur  more  frequently 
in  female  blood.  In  male  neutrophils  there 
occasionally  can  be  identified  “racke t” 
shapes,  quite  similar  to  the  female  “drum- 
stick” except  that  the  center  of  the  “racket” 
is  hollow. 

In  the  report  of  this  study,  published  in 
1954,  the  authors  set  up  what  appear  to  be 
peculiar  statistical  requirements  for  sexing 
blood  smears.  If  they  were  able  to  demon- 
strate 6 “drumsticks”  as  they  examined  at 
least  585  neutrophils,  they  were  convinced 
that  the  blood  came  from  a female. 

All  this  I didn’t  quite  believe,  I must  ad- 
mit, until  I tried  sexing  blood  smears  my- 
self. The  “drumsticks”  are  present  on  fe- 
male neutrophils.  I have  the  impression  that 
frequently  “drumsticks”  are  much  more  nu- 
merous than  Davidson  and  Smith  imply.  I 
usually  find  5 to  10  “drumsticks”  per  100 
neutrophils  in  female  blood.  My  count  on 
this  child  was  11  “drumsticks”  per  200  neu- 
trophils examined. 

Doctor  Carol  R.  Angle: 

In  the  classification  of  dwarfism  there  are 
four  general  types: 

1.  Defective  nutrition  or  tissue  metabo- 
lism. — This  includes  any  number  of  extrin- 
sic factors  which  affect  expression  of  the 
genotype  through  alterations  in  tissue  metab- 
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olism.  Among  these  are  starvation  due  to 
dietary  inadequacy,  severe  anorexia  secon- 
dary to  emotional  disturbances  or  systemic 
disease,  the  malabsorption  syndromes,  and 
defective  metabolism  due  to  anomalies  of  the 
cardiovascular,  pulmonary,  gastrointestinal 
and  renal  systems  and  intrinsic  metabolic  de- 
fects such  as  galactosemia,  glycogen  storage 
disease  and  progeria.  In  all  of  these  bone 
age  is  normal  for  height  age  although  re- 
tarded in  relation  to  chronological  age. 


4.  Genetic.  This  includes  the  primordial 
dwarf  who  is  normal  in  all  respects  except 
for  sature  as  well  as  the  varying  genetic  ab- 
normalities associated  with  dwarfism  such  as 
the  Fanconi  syndrome  in  which  there  is 
amino  aciduria  and  other  renal  tubular  dys- 
function associated  with  dwarfism;  mon- 
golism ; and  the  syndrome  of  congenital  heart 
disease;  dwarfism,  and  pseudoepiphyses.  It 
has  been  suggested  that  the  primordial  dwarf 
represents  a deficiency  of  growth  hormone 


MOTOR  NEURON  EPIDERMAL  CELL  NEUTROPHIL 


FEMALE  CELLS 


Figure  2.  Diagram  of  location  of  the  female  sex  chromatin  in  motor  neuron,  epidermal  cell, 

and  neutrophil. 


2.  Skeletal  malformations  (other  than 
those  secondary  to  endocrine  dysfunction). — 
These  may  be  genetic  as  in  the  various  chon- 
drodystrophies or  pseudohypoparathyroid- 
ism or  acquired  as  in  severe  rickets. 

3.  Endocrine — 

a.  Hypothyroidsm. 

b.  Adrenal  insufficiency  or  segmental 
adrenal  insufficiency  as  in  adreno- 
genital syndrome  where  there  is  ex- 
cessive stimulation  of  bone  growth 
but  premature  closure  of  the  epi- 
physes. 

c.  Gonadal  dysgenesis  which  may  be 
ovarian  or  testicular  agenesis. 
Bone  age  is  usually  accelerated  for 
the  height-age,  but  slow  for  chrono- 
logical age. 

d.  Parathyroid  dysfunction,  either  hy- 
per- or  hypoparathyroidism. 

e.  Diabetes  insipidus,  if  a congenital 
defect,  is  frequently  associated  with 
shortening  of  stature. 

f.  Anterior  pituitary  deficiency. 

1.  Panhypotuitarism. 

2.  “Pituitary  dwarf”  in  which  there 
is  a presumed  deficiency  of  gon- 
adotrophic hormone  and  growth 
hormone. 


without  alteration  of  the  gonadotrophins  or 
many  of  the  other  metabolic  activities  asso- 
ciated with  growth  hormone.  In  discussing 
this  possibility  it  is  well  to  remember  that 
genetic  type  may  directly  affect  the  end- 
organ  or  may  indirectly  affect  the  end-organ 
through  alterations  in  either  endocrine  func- 
tion or  hypothalamic  control  of  endocrine 
function.  There  is,  as  yet,  no  evidence  that 
the  primordial  dwarf  represents  a deficiency 
of  growth  hormone  as  it  is  known  in  the  lab- 
oratory. “Pituitary  dwarfs”  have  marked 
shortening  of  stature  with  infantile  propor- 
tions, relative  shortening  of  the  arms  and 
legs,  and  a relatively  large  head  with  infan- 
tile facies.  There  is  an  excessive  distribu- 
tion of  fat  for  their  size  and  they  are  slight- 
ly obese.  Defective  carbohydrate  metabo- 
lism is  expressed  in  occasional  hypoglycemic 
reactions  and  insulin  sensitivity.  Defective 
protein  metabolism  is  seen  in  negative  nitro- 
gen balance,  increased  plasma  animo  acids, 
altered  fat  metabolism  as  noted  in  their  in- 
creased fat  stores  and  low  serum  lipid,  alter- 
ation of  calcium  and  phosphorus  metabolism 
and  bone  growth  with  moderately  delayed 
bone  age,  elevated  serum  calcium  and  low 
serum  phosphorus.  I think  we  might  review 
some  of  these  known  actions  of  hypophyseal 
growth  hormone  and  see  if  they  may  be  re- 
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lated  to  the  clinical  syndrome  presented  in 
this  patient. 

1.  Somatotropic.  — With  the  administra- 
tion of  growth  hormone  there  is  a relative  in- 
crease in  the  weight  of  liver,  kidney,  heart, 
lungs,  stomach  and  intestines  disproportion- 
ate to  the  bone  growth.  I have  been  inter- 
ested in  the  effect  of  growth  hormones  on 
renal  function.  Following  hypophysectomy 
there  is  a decrease  in  glomerular  filtration 
rate,  renal  blood  flow — and  tubular  excretory 
capacity  as  well  as  slower  excretion  of  a wa- 
ter load,  although  salt  and  ammonia  excre- 
tion are  unchanged.  It  has  been  shown  that 
these  alterations  are  due  to  principles  in  ad- 
dition to  adrenocorticotrophin,  thyotrophin, 
and  gonadotrophin  and  that  normal  func- 
tion is  restored  by  growth  hormones.  We 
investigated  the  renal  clearances  of  this  pa- 
tient and  found  that  they  were  actually 
above  normal.  Her  glomerular  filtration 
rate  as  determined  by  inulin  clearance  was 
116ml/min/1.73M®,  E R P F,  625ml/min/ 
1.73M2  TmPAH,  102mg/min.  In  growth 
hormone  deficiency  the  maximal  tubular  ex- 
cretion is  the  renal  function  test  showing 
the  most  dimunition;  here  it  was  greater 
than  the  usual  value  of  79±16mg/min. 

2.  Bone  metabolism. — Somatotrophin  has 
a marked  effect  on  bone  growth,  less  on 
bony  maturation,  and  with  overproduction 
of  STH  there  is  an  increased  serum  phos- 
phate and  alkaline  phosphatase  and  de- 
creased calcium.  In  this  patient  we  do  have 
retardation  of  bone  growth  and  maturation 
but  also  a high  serum  phosphate. 

3.  Carbohydrate  metabolism. — A lipopro- 
tein of  the  anterior  pituitary  has  been  shown 
to  inhibit  tissue  utilization  of  glucose,  pre- 
sumably through  antagonism  of  hexokinase. 
In  the  intact  animal  one  other  factor  from 
the  adrenal  cortex  is  also  essential  for  full 
inhibition  of  glucose  utilization.  This  pitui- 
tary factor  is  associated  with  decreased  oxi- 
dation of  glucose  but  no  decrease  in  oxida- 
tion of  pyruvic  acid,  and,  therefore,  it  prob- 
ably blocks  metabolism  between  hexosemono- 
phosphate  and  pyruvic  acid.  In  the  admin- 
istration of  growth  hormone  there  is  initially 
increased  production  of  insulin,  later  there 
are  degenerative  changes  in  the  islets  and 
in  both  alpha  and  beta  cells.  The  presence 
of  the  alpha  cells  or  glucagon-producing 
cells  is  not  necessary  for  the  production  of 
hyperglycemia. 

4.  Protein  metabolism. — Growth  hormone 


stimulates  anabolism  with  increased  protein 
storage,  decreased  breakdown  of  protein, 
positive  nitrogen  balance,  elevated  serum 
proteins,  lowered  plasma  amino  acids,  de- 
creased urea  formation,  decreased  liver 
ariginase,  and  decreased  liver  glutamic  trans- 
aminase activity.  There  is  increased  ribose 
nucleic  acid  in  the  liver  and  increased  nucleic 
acid  turnover  in  the  thymus.  In  this  pa- 
tient the  nonprotein  nitrogen  is  low,  unlike 
that  of  pituitary  dwarfs.  (Determination  of 
the  patient’s  plasma  amino  acids  was  later 
reported  by  Mr.  Hobart  Wiltse  as  normal). 

5.  Fat  metabolism.  — With  the  adminis- 
tration of  growth  hormone,  since  there  is  an 
antagonism  to  the  utilization  of  protein  and 
carbohydrate  there  is  an  increased  oxidation 
of  fat  with  a lipemia  and  increased  ketone 
production  and  decreased  total  body  fat,  as 
well  as  inhibition  of  the  conversion  of  ace- 
tate to  fatty  acids.  This  child  showed  a 
marked  decrease  in  subcutaneous  fat  that  ap- 
pears very  unlike  the  pituitary  dwarf.  The 
fact  that  this  child  has  no  clinical  or  bio- 
chemical resemblance  to  “true  pituitary 
dwarf”  does  not  exclude  the  possibility  that 
the  primordial  dwarf  represents  a segmental 
alteration  in  growth  hormones,  although  it 
is  not  necessary  to  assume  that  all  growth 
must  be  a quantitative  manifestation  of 
growth  hormone.  Primordial  dwarfism  has 
been  studied  genetically  and  pathologically  in 
dwarf  mice,  and  I believe  Mr.  Rosenquist  has 
some  data  concerning  this. 

Glenn  Rosenquist,  U.  of  Nebr.  student: 

Torben  Francis,  in  a monograph  published 
in  Copenhagen  in  19441,  reported  his  exten- 
sive study  of  a strain  of  dwarf  mice  which 
had  been  discovered,  in  1929,  in  this  country 
by  a man  named  Snell.  If  mice  of  this 
strain,  heterozygotes  for  dwarfism,  are  mat- 
ed, approximately  25  per  cent  of  the  off- 
spring are  dwarfs.  His  hypothesis  was  that 
perhaps  some  of  the  pituitary  dwarfs  occur- 
ring in  human  beings  are  due  to  similar 
mechanisms  of  a hereditary  factor.  There- 
fore he  studied  the  pituitaries  obtained  at 
certain  days  during  fetal  life.  He  showed 
that  up  until  nearly  the  date  of  delivery 
there  was  very  little  change  in  the  anterior 
pituitary  cells,  but  that  from  the  twentieth 
day  of  fetal  life  up  until  the  12th  day  after 
birth,  the  pituitary  glands  of  the  dwarf  mice 
have  pyknotic  chromophobes  and  pyknotic 
chromophiles  considerably  decreased  in  num- 
ber and  that  this  relationship  continues 
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throughout  the  life  of  the  dwarf  mouse.  La- 
ter on  in  their  life,  when  the  mouse  was  sac- 
rificed and  one  looked  at  the  pituitary,  near- 
ly all  of  the  cells  were  found  to  be  pyknotic 
and  reduced  in  number.  There  are  very 
few  reported  autopsied  cases  of  hereditary 
dwarfism  in  man,  and  most  of  those  were 
shown  to  have  either  a colloid  cyst  of  the 
pituitary  or  a tumor  of  the  hypothalamus. 
There  are  a few  reports  of  changes  similar 
to  those  seen  in  the  dwarf  mice,  and,  there- 
fore, Frances  believes  that  at  least  some  of 
the  human  pituitary  dwarfs  may  be  heredi- 
tary. 

Doctor  Gordon  E.  Gibbs: 

This  retarded  bone  age  is  of  considerable 
interest.  Now  this  doesn’t  mean  that  the 
girl  has  a bone  age  of  4 years  but  rather  that 
her  bone  age  would  be  compatible  with  the 
lowest  possible  level  for  4 years ; but  in  this 
sort  of  a case  it  should  not  be  expressed  that 
way.  It  should  be  expressed  as  what  is  her 
bone  age.  That  is,  worked  out  as  the  most 
probable  bone  age  to  which  her  bony  matur- 
ation applies  and  it  looks  to  me  as  though  it 
would  be  somewhere  down  around  one  year. 
It  is  helpful  to  express  this  as  a ratio  between 
the  actual  bone  age  and  chronological  age, 
and  in  this  case  it  would  probably  be  one 
year  over  six  years.  Concerning  the  level  of 
17-hydroxysteroids  in  the  urine,  we  should 
express  that  not  as  excretion  for  24  hours, 
but  rather  as  excretion  for  24  hours  per 
square  meter.  In  contrast  to  the  17-ketos- 
teroids  which  are  low  in  infancy  because  of 
lack  of  sexual  maturation,  the  17-hydroxy- 
steroid  excretion  is  not  a function  of  sex  at 
all  and  is  expressed  in  the  quantity  square 
meter,  that  is,  expressed  in  amount  of  proto- 
plasm. It  normally  has  the  same  level  in 
an  infant  as  it  has  in  an  adult. 

Doctor  Angle: 

Using  the  child’s  surface  area  of  0.31M2, 
the  24  hour  excretion  is  3.4mg/M2/24  hrs. 
which  is  within  the  range  of  normal  for 
adult  females. 

Doctor  Gibbs: 

Because  of  the  retarded  bone  age  we  are 
not  entirely  free  of  some  question  as  to  the 
thyroid  function.  We  do  have  the  protein 
bound  iodine  in  the  lower  normal  range,  and 
so  I think  that  we  are  going  to  have  to  do 
a radioactive  iodine  pick-up  in  this  case. 


Doctor  E.  Omer  Burgert,  Jr.: 

What  about  the  use  of  growth  hormone  in 
this  patient? 

Doctor  Angle: 

There  have  been  many  studies  of  the  clin- 
ical use  of  growth  hormone  in  dwarfism  and 
they  may  be  summarized  by  the  observation 
that  there  is  a temporary  increase  in  nitro- 
gen retention  but  no  growth  stimulating 
properties  have  been  detected. 

Doctor  Burgert: 

Do  you  think  any  other  therapy  is  indi- 
cated such  as  the  use  of  thyroid  hormone  ? 

Doctor  Gibbs: 

I think  first  you  must  better  evaluate  the 
possibility  of  adrenal  insufficiency  since  if 
this  is  present  the  use  of  thyroid  too  often 
can  precipitate  an  adrenal  crisis. 

Doctor  Angle: 

It  has  been  suggested  that  the  pituitary 
dwarf  be  given  a trial  of  low  dosages  of  thy- 
roid extract  and  observed  for  symptomatic 
improvement  even  though  thyroid  function 
may  be  intact.  Another  suggestion  has  been 
the  use  of  testosterone  in  doses  no  higher 
than  5 mg/M2/day  in  an  effort  to  induce 
masculinization  after  growth  appears  maxi- 
mal, but  the  doses  should  be  kept  low  to  pre- 
vent closure  of  the  epiphyses  and  would  not 
be  indicated  in  this  female  child. 

Doctor  Charles  A.  Tompkins: 

Are  there  any  explanations  why  growth  is 
normal  for  the  first  year  in  the  pituitary 
dwarf  following  which  they  fall  out  of  their 
normal  channel  into  that  much  lower? 

Doctor  Angle: 

It  has  been  suggested  that  maternal 
growth  hormone  is  responsible  for  the  nor- 
mal birth  weight  and  normal  growth  that 
is  frequently  observed  in  these  patients  dur- 
ing the  first  six  months  to  two  or  three  years 
of  life.  The  other  possibility  is  that  if  the 
etiology  of  pituitary  failure  is  tumor  or  cal- 
cification this  may  have  developed  sometime 
after  birth. 

Doctor  Donald  C.  Nilsson: 

I think  it  is  worth  saying  that  the  pitui- 
tary dwarf  may  continue  to  grow  very  slowly 
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and  for  as  long  as  35  years.  There  is  an  old  luxation  of  the  lens.  The  possibility  of  Mar- 
adage  about  pituitary  dwarfs  frequently  fan’s  syndrome  was  suggested,  especially  in 
outgrowing  their  jobs.  view  of  her  extremely  long  extremities.  No 

therapy  was  advised  at  the  present  time. 


Doctor  Gibbs: 

Possibly  if  you  have  a true  pituitary  dwarf 
it  is  better  not  to  treat  them  with  anything 
to  cause  bone  maturation.  However,  I would 
consider  the  use  of  thyroid  extract  in  this 
patient  because  of  her  severely  retarded  bone 
age. 

Question : 

What  about  the  possibility  of  improving 
vision  in  this  child  ? 

Doctor  Dorner: 

According  to  the  ophthalmologist  this  child 
has  quite  severe  myopia  and  probable  sub- 


Henry  J.  Quising,  U.  of  Nebr.  student: 

There  has  been  a description  of  genetic 
inheritance  of  dwarfism  and  subluxation  of 
the  lens  in  which  some  members  of  the  fam- 
ilies may  have  both  entities  and  one  have 
either  subluxation  or  dwarfism  suggesting 
that  these  two  may  be  carried  on  the  same 
genes2. 
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The 

Cesarean  Section  Baby 


Doctor  Schnabel  stresses  the  need  for  promptly 
establishing  respiratory  function  in  any  newborn 
baby.  He  states  his  belief  that  the  operative  de- 
livery is  not  responsible,  in  itself,  for  greater  dif- 
ficulty in  establishing  respiration,  but  that  in  all 
babies,  no  matter  what  the  route  of  birth,  the 
common  denominator  is  immaturity.  He  discusses, 
critically,  methods  recommended  for  promoting 
establishment  of  breathing;  he  categorizes  the  de- 
grees and  stages  of  asphyxiation;  and  he  outlines 
recommended  procedures  useful  in  caring  for 
babies  born  by  cesarean  section. 

—EDITOR 


HEN  one  examines  the  causes 
of  death  among  newborn  in- 
fants, regardless  of  the  type  of 
delivery,  the  easily  recognized  fact  is  that  a 
large  proportion  of  infants  die  because  of 
respiratory  insufficiency.  (Table  1).  As 
Potter  and  others1  have  demonstrated,  hya- 
line membrane  disease  and  anoxia  (not  sec- 
ondary to  primary  pulmonary  diseases  of  the 
infant)  account  for  approximately  one  half 
of  all  newborn  deaths.  The  importance  of 
this  becomes  apparent  when  one  realizes  that 
“Diseases  of  Early  Infancy”  is  listed  as  one 
of  the  ten  leading  causes  of  death  in  this 
country,  and  that  the  majority  of  these  in- 
fant deaths  occur  during  the  first  day  and 
week  of  life.  This  is  the  period  during 
which  anoxia  and  hyaline  membrane  take 
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the  greatest  toll.  One  might  further  empha- 
size the  importance  of  this  information  by 
noting  that  from  1915  to  1950,  the  number 
of  infant  deaths  during  the  latter  half  of  the 
first  year  of  life  declined  85  per  cent,  where- 
as deaths  occurring  during  the  first  24  hours 
of  life  declined  only  about  30  per  cent2. 

TABLE  1 

CAUSES  OF  NEWBORN  DEATHS  AT 
CHICAGO  LYING-IN  HOSPITAL 
1951  - 1954 


1. 

Anoxia  j 

Trauma  }■ 

Number 
....  60 

Percent 

37.0 

2. 

Immaturity  J 
Malformations  

....  33 

20.3 

3. 

Hyaline  Membrane 

....  46 

28.4 

4. 

Ervthroblastosis  .... 

....  5 

3.0 

5. 

Other  Causes  

....  11 

6.7 

6. 

Infections  

....  7 

4.3 

162 


Such  data  stress  the  need  for  a greater 
understanding  of  respiratory  insufficiency 
in  the  newborn  infant.  The  theoretical 
knowledge  of  this  subject  leaves  much  to  be 
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desired  since  the  practical  application  of  this 
knowledge  is,  at  best,  difficult  and  relative- 
ly ineffective. 

How  does  this  concern  the  cesarean-sec- 
tion-baby? The  major  problems  surround- 
ing the  section-baby  is  that  of  respiratory  in- 
sufficiency. It  includes  hyaline  membrane 
disease,  intra-uterine  anoxia,  central  nervous 
system  depression,  and  narcosis,  and  those 
primary  insults  to  the  infant  in  so  far  as 
they  may  produce  anoxia  and  narcosis.  In 
considering  the  causes  of  death,  of  asphyxia- 
tion, or  of  depression  in  the  section-baby  one 
must  give  thought  to  the  increased  incidence 
of  immaturity,  maternal  disease,  placental 
and  cord  complications,  the  anesthetic  and 
the  section  itself. 

There  are  two  major  questions  to  be  an- 
swered concerning  the  section-baby:  (1) 

Does  this  type  of  delivery  have  a direct  effect 
on  the  increased  morbidity  and  mortality  of 
section-babies?  (2)  Why  do  section-babies 
run  an  increased  risk  of  developing  hyaline 
membrane  disease?  It  is  probably  true  that 
cesarean  section  does  not  in  itself  increase 
the  risk  of  obtaining  a live,  healthy  baby, 
and  also  cesarean  section  may  not  in  itself 
influence  the  development  of  hyaline  mem- 
brane disease3-4.  Both  an  increased  mortal- 
ity rate  and  an  increased  incidence  of  hya- 
line membrane  are  associated  with  prema- 
turity. Because  of  the  more  frequent  oc- 
currence of  prematurity  among  section-in- 
fants, it  is  quite  possible  that  prematurity 
may  be  the  contributing  factor  in  the  in- 
creased incidence  of  hyaline  membrane 
among  section-babies. 

Because  hyaline  membrane  disease  offers 
an  ever  constant  threat  to  the  section-baby, 
it  would  be  well  to  say  a few  words  about 
the  disease  itself.  This  disease  cannot  be  di- 
agnosed definitely  except  by  pathological  ex- 
amination of  the  lung.  It  is  possible,  how- 
ever, to  render  a presumptive  diagnosis  be- 
fore death  when  an  infant  has  unimpaired 
respirations  immediately  following  birth,  but 
later  (usually  an  hour  or  two)  begins  to  show 
signs  of  progressive  respiratory  distress. 
The  cause  of  hyaline  membrane  is  not  known, 
nor  is  it  known  why  more  premature  babies 
and  more  babies  delivered  by  cesarean  sec- 
tion succumb  to  it.  It  is  not  simply  the  re- 
sult of  aspiration  of  amniotic  fluid,  mucus, 
or  foreign  material.  It  is  on  the  basis  of  this 
belief  that  a recommendation  has  been  made 
to  perform  a gastric  lavage  on  every  section- 


baby  immediately  following  birth5.  While 
this  procedure  probably  is  being  carried  out 
generally  by  pediatricians,  actually  there  is 
no  sound  basis  for  doing  it.  Gastric  lavage 
has  not  been  proven  to  effect  a reduction  in 
the  incidence  of  hyaline  membrane  nor  in 
the  mortality  of  section-infants3. 

The  onset  of  intra-uterine  anoxia,  asphyxi- 
ation, or  narcosis  means  that  a normal 
amount  of  oxygen  has  been  denied  the  baby. 
If  anoxia  occurs  in  utero,  or  during  the  de- 
livery, one  may  expect  an  interruption  in  the 
vascular  life-line  of  the  baby,  such  as  oc- 
curs with  premature  separation,  placenta 
previa,  or  cord-abnormalities.  Prematurity 
may  add  an  even  greater  burden  on  the  as- 
phyxiated infant’s  already  depressed  central 
nervous  system.  Although  an  infant  may 
be  so  immature  that  his  respiratory  center 
is  not  fully  developed,  probably  more  often 
other  factors  associated  with  prematurity 
strongly  influence  the  respiratory  difficulty. 
The  softness  of  the  thoracic  cage,  the  ineffec- 
tiveness of  the  cough  and  gag  reflexes,  and 
the  general  lack  of  muscular  tone  all  tend  to 
promote  poor  aeration  of  the  lungs  in  the 
premature,  whether  he  be  section-baby  or 
not. 

A narcotized  baby  is  not  necessarly,  but 
usually  also  asphyxiated.  A narcotized  baby 
in  utero  will  not  become  anoxic  unless  the 
oxygen  tension  of  the  mother’s  blood  is  re- 
duced. Such  may  occur  with  any  of  the 
volatile  or  non-volatile  anesthetics.  The  non- 
volatile anesthetics  and  analgesics  are  poten- 
tially the  most  harmful  because  they  are 
more  slowly  eliminated  by  the  baby  through 
the  process  of  detoxification.  Conduction 
anesthesia  is  the  safest,  as  far  as  the  baby 
is  concerned,  although  even  here  fetal  anoxia 
may  result  following  a complicating  ma- 
ternal hypotension.  A narcotized  baby  at 
birth,  if  not  already  anoxic,  may  rapidly  be- 
come further  depressed  and  asphyxiated  un- 
less something  be  done  to  make  him  begin 
breathing. 

The  higher  frequency  of  complications  of 
pregnancy  among  women  delivered  by  sec- 
tion tends  to  increase  the  frequency  of  as- 
phyxiation and  depression  among  newborn 
section-infants.  With  regard  to  treatment, 
however,  the  asphyxiated  section-baby  de- 
mands no  different  care  than  the  asphyxiat- 
ed baby  born  by  the  normal  route.  The  sug- 
gestion has  been  made  that  delivery  through 
the  vaginal  canal  in  some  way  prepares  the 
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baby  for  establishment  of  normal  respira- 
tions6. In  conjunction  with  this  belief,  an 
increased  amount  of  amniotic  fluid  and  mu- 
cus has  been  found  in  the  trachea  of  section- 
babies  immediately  following  birth7.  Be- 
cause of  this,  some  clinics  recommend  that 
laryngoscopy  and  tracheal  intubation  be  done 
on  every  section-baby  routinely7*8.  This  is 
certainly  a radical  procedure,  and  the  reason 
for  which  it  is  done  does  not  seem  strong 
enough  to  outweigh  the  dangers  of  the  pro- 
cedure itself.  Every  baby  who  breathes  spon- 
taneously and  immediately  after  birth  has  a 
certain  amount  of  mucus  and  amniotic  fluid 
in  the  lower  respiratory  passages,  and  these 
babies  apparently  deal  with  this  fluid  quite 
adequately.  It  is  possible  that  too  much  em- 
phasis has  been  placed  on  the  necessity  of 
aspirating  at  least  the  lower  respiratory 
passages  of  mucus  and  fluid.  If  the  baby 
has  the  ability  to  respire  — breathe  in  and 
breathe  out — and  if  he  has  normal  lungs,  his 
lungs  should  expand  and  the  small  amount 
of  amniotic  fluid  sucked  into  the  alveoli  will 
be  absorbed9. 

This,  then,  is  a somewhat  sketchy  picture 
of  the  problems  and  importance  of  the  sec- 
tion-baby. As  practitioners  we  are  interest- 
ed in  securing  live,  healthy  babies,  conse- 
quently our  interests  are  more  with  the  prac- 
tical aspects  of  the  subject.  That  is,  what 
are  the  recommended  procedures  in  caring 
for  a section-infant?  In  a subject  which  has 
so  many  unanswered  questions,  what  are  the 
wisest  techniques  that  we  can  use  that  will 
ensure  a successful  outcome  in  the  largest 
percentage  of  cases? 

TECHNIQUES  OF  CARE 

The  life  of  every  newborn  infant  ultimate- 
ly is  dependent  upon  an  adequately  func- 
tioning respiratory  tract.  Without  an  effec- 
tive respiratory  mechanism,  life-sustaining 
oxygen  cannot  be  made  available  to  the  rest 
of  the  body — particularly  the  brain — for  gen- 
eral cellular  respiration.  Whether  the  new- 
born infant  is  depressed  or  not,  first  and 
foremost  is  to  establish  or  provide  an  open 
and  free  pathway  to  the  infant’s  lungs.  The 
type  of  procedure  used  to  clear  the  baby’s 
airway  will  depend,  of  course,  on  the  condi- 
tion of  the  baby,  and  also  on  the  ability  and 
experience  of  the  operator.  At  the  moment 
of  birth  every  infant  should  have  the  mouth, 
pharynx  and  nasal  passages  suctioned  with 
a soft  rubber  bulb  syringe.  After  the  cord  is 
severed  the  infant’s  upper  respiratory  pass- 


ages should  be  further  suctioned  with  a soft 
rubber  catheter.  This  in  itself  will  stimulate 
most  babies  to  begin  breathing  if  breathing 
has  not  already  begun. 

Breathing  should  begin  within  10  to  20 
seconds  following  birth8.  If  breathing  is  de- 
layed longer  than  30  seconds  then  the  infant 
should  be  considered  asphyxiated  or  de- 
pressed. If  breathing  is  delayed,  some  clin- 
ics recommend  either  direct  laryngoscopy 
with  tracheal  intubation,  or  intubation  by  in- 
direct means.  While  this  procedure  undoubt- 
edly is  the  most  effective  in  establishing  a 
patent  airway,  it  is  not  without  danger.  Un- 
less the  physician  is  experienced  or  trained 
in  the  technique  of  intubation,  it  would  seem 
unwise  to  do  more  than  clear  the  upper  air 
passages  of  mucus  and  fluid  as  described 
above. 

It  almost  goes  without  saying  that  the  as- 
phyxiated baby  should  be  placed  in  an  oxy- 
gen-rich atmosphere.  There  is  evidence  for 
and  against  the  use  of  100  per  cent  oxygen, 
or  oxygen  with  5 or  10  per  cent  carbon  di- 
oxide, as  an  aid  in  stimulating  respira- 
tions10* u* 12.  The  physiology  of  respiration 
of  the  fetus  and  newborn  is  relatively  poor- 
ly understood  at  the  present  time;  however, 
because  there  is  good  reason  to  believe  that 
carbon  dioxide  tension  and  blood  pH  changes 
are  not  important  factors  in  stimulating 
newborn  respirations,  it  would  seem  wiser  to 
use  oxygen  without  carbon  dioxide12. 

The  administration  of  oxygen  without  the 
use  of  positive  pressure  may  be  accomplished 
by  nasal  catheter,  face  mask,  or  by  use  of  an 
incubator.  These  methods  probably  have  no 
value  if  the  infant  is  not  breathing.  It  is 
debatable  whether  or  not  oxygen  is  absorbed 
through  the  skin  and  mucous  membranes  of 
the  upper  respiratory  passages.  The  admin- 
istration of  oxygen  through  a gastric  tube 
with  the  intent  of  absorption  by  the  gastric 
mucosa  is  also  of  questionable  value.  If  the 
infant  benefits  at  all  from  this  method  of 
administration,  it  is  probably  not  due  to  ab- 
sorption through  the  gastric  mucosa  but 
rather  by  the  escape  of  oxygen  from  the 
stomach  and  esophagus  into  the  trachea  and 
bronchial  tree. 

When  should  more  vigorous  resuscitative 
methods  be  instituted  ? It  is  well  known  that 
the  fetus  and  newborn  can  withstand  longer 
periods  of  anoxemia  than  can  the  adult 
without  suffering  irreversible  brain  damage. 
It  has  been  suggested  that  three  to  five  min- 
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utes  after  birth  may  represent  the  upper  lim- 
its of  safety8.  Others  have  set  the  limit  at 
15  minutes15.  This  would  seem  to  be  falla- 
cious reasoning,  however;  it  is  not  always 
possible  to  determine  how  long  an  infant 
may  have  sustained  anoxia  while  in  the 
uterus.  Whether  or  not  one  attempts  more 
vigorous  techniques  is  more  reliably  deter- 
mined by  the  degree  of  asphyxia  or  depres- 
sion. Even  the  mildly  depressed  infant  may 
quickly  sink  to  a state  of  severe  asphyxiation 
if  his  respiratory  mechanism  is  not  brought 
into  function  rapidly.  A clinical  description 
of  the  several  stages  of  asphyxia  may  be 
helpful  in  evaluating  the  extent  to  which  re- 
suscitative  efforts  need  be  carried  out.  One 
may  classify  the  stages  of  asphyxiation  as 
follows : 

1.  The  mildly  depressed  baby  who  has 
good  muscle  tone,  who  may  be 
aroused,  and  responds  to  cutaneous 
stimulation. 

2.  The  baby  who  cannot  be  aroused, 
whose  muscle  tone  is  poor,  and 
whose  respirations  are  shallow  or 
gasping. 

3.  The  baby  who  does  not  breathe, 
who  has  no  muscle  tone,  and  whose 
pharyngeal  and  glottic  structures 
exhibit  no  reflex  spasm  when  stimu- 
lated. 

The  infants  falling  under  the  first  stage 
need  only  simple  suctioning  and  an  oxygen- 
rich  atmosphere.  It  is  the  last  two  categories 
in  which  more  vigorous  methods  need  be 
used.  The  baby  who  is  moderately  or  se- 
verely depressed,  and  who  is  not  breathing, 
or  perhaps  breathing  only  irregularly,  re- 
quires help  to  expand  his  lungs.  In  such  pa- 
tients positive  pressure  oxygen  therapy  may 
be  life-saving. 

Many  types  of  positive  pressure  gas  ma- 
chines are  in  use  today.  While  some  of 
these  have  proven  to  be  beneficial,  the  suc- 
cess of  any  one  machine  is  determined  not 
so  much  by  the  type  of  machine  but  by  the 
operator’s  experience  in  handling  it.  Ma- 
chines such  as  the  Kreiselman  and  the  Flagg 
insufflator  have  the  drawback  of  being  cum- 
bersome and  difficult  to  transport.  The  E. 
and  J.  Resuscitator,  which  probably  is  in 
widest  general  use  today,  is  an  excellent  ma- 
chine for  adult  therapy,  but  it  does  not  satis- 
fy the  requirements  of  an  infant  who  has 
never  breathed.  The  E.  and  J.  Resuscitator 


has  an  alternating  positive-negative  pressure 
mechanism.  Atelectatic  lungs  which  have 
never  been  expanded  cannot  respond  to  a 
negative  pressure,  and  the  negative  pressure 
exerted  by  the  machine  may  even  help  to  in- 
crease the  normal  cohesive  force  which  ex- 
ists between  the  alveolar  walls.  The  major 
danger  related  to  the  use  of  any  of  the  posi- 
tive pressure  machines  is  that  of  rupture  of 
the  infant's  lungs  with  resultant  emphysema, 
pneumothorax,  and  hemorrhage.  This  oc- 
curs because  the  relatively  high  pressures 
which  are  necessary  to  expand  the  lung  will 
frequently  over-distend  it.  The  normal  new- 
born will  exert  a pressure  of  40  centimeters 
of  water  in  taking  his  first  breath.  When 
an  attempt  is  made  to  distend  an  infant’s 
lungs  by  artificial  positive  pressure,  a pres- 
sure of  40  centimeters  often  causes  rupture10. 
Recently  it  has  been  shown  that  high  levels 
of  positive  pressure  may  be  used  safely  if  the 
pressure  is  applied  for  only  a brief  period 
of  time.  In  other  words,  the  distensibility 
of  the  infant’s  lung  is  a function  of  not  only 
the  amount  of  pressure  applied,  but  also  the 
length  of  time  over  which  the  pressure  is 
applied10*13.  The  GLB  Infant  Hand  Resus- 
citator is  the  latest  innovation  in  positive 
pressure  devices  for  infant  resuscitation  and 
it  utilizes  this  principle14. 

A word  should  be  said  about  mouth  to 
mouth  breathing.  While  this  is  a time  hon- 
ored method  of  getting  air  into  the  baby’s 
respiratory  passages,  it  is  not  without  dan- 
ger. The  amount  of  pressure  is  difficult  to 
control  and  may  rupture  the  lung.  Also, 
there  is  the  disadvantage  of  infecting  the 
baby.  Probably  this  method  of  positive  pres- 
sure should  not  be  used  unless  there  is  noth- 
ing else  available. 

With  regard  to  analeptic  and  stimulant 
drugs,  the  consensus  is  that  these  are  of  no 
value  and  may  further  endanger  the  infant9. 
The  use  of  stimulant  drugs  in  a depressed  or 
asphyxiated  infant  has  been  likened  to  that 
of  “whipping  a tired  horse.”  There  are 
those,  however,  who  feel  that  some  infants 
may  be  stimulated  to  inspire  or  gasp  (at 
least  once)  and  one  strong  inspiratory  effort 
may  expand  the  atelectatic  lung  and  thereby 
open  the  door  to  life7’8’10.  The  main  objec- 
tion to  the  analeptic  drugs  is  that  there  is  a 
very  narrow  margin  between  the  effective 
dose  and  the  convulsant  dose.  Also,  analeptic 
drugs  further  increase  the  oxygen  require- 
ment of  the  medulla  and  in  a hypoxic  infant 
may  cause  further  depression10. 
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The  drugs  which  have  been  used  most  com- 
monly are  picrotoxin,  Metrazol,  caffeine,  and 
Coramine,  all  of  which  have  a direct  stimu- 
lating effect  on  the  medulla.  Nalline  is  the 
only  drug  which  exerts  a direct  antagonistic 
action  against  the  narcotizing  agents,  and 
will  effectively  antagonize  morphine,  Dem- 
erol, heroin,  Methadon,  and  dilaudid. 

A word  of  caution  about  cutaneous  stimu- 
lation. Many  babies  have  received  ruptured 
abdominal  viscera  from  over-vigorous  spank- 
ing or  slapping.  Remember  that  a baby  who 
is  too  depressed  to  respond  to  mild  cutaneous 
stimulation  will  never  respond  to  more  se- 
vere procedures  such  as  swinging,  spanking, 
thumping,  and  hot  and  cold  water  baths. 
Any  type  of  cutaneous  stimulation  cannot 
hope  to  stimulate  a severely  depressed  cen- 
tral nervous  system.  Minutes  spent  at  cu- 
taneous stimulation  of  a depressed  infant — 
minutes  which  are  not  directed  at  getting 
oxygen  to  the  infant’s  respiratory  center — 
are  minutes  wasted  and  may  spell  catas- 
trophe for  that  child. 

Lastly,  do  not  attempt  artificial  respira- 
tion by  applying  pressure  over  the  chest  cage. 
Such  maneuvering  will  never  expand  unex- 
panded lungs,  but  only  add  the  risk  of  frac- 
turing ribs. 

The  following  is  an  outline  of  recommend- 
ed procedures  that  may  be  used  in  caring  for 
the  section-infant. 

A.  If  the  baby  breathes  spontaneously — 
is  not  depressed : 

1.  Gentle  suctioning  of  upper  respira- 
tory passages  withxa  nasal  catheter. 

2.  Postural  drainage. 

3.  Warmth. 

4.  Gastric  lavage  (?). 

5.  Nothing  by  mouth  for  24  hours  or 
until  respirations  are  stable. 

6.  Close  observation  for  development 
of  respiratory  distress. 

B.  If  the  infant  is  mildly  depressed — 
good  muscle  tone,  and  so  forth : 

1.  Same  as  above  plus 

2.  Oxygen  by  incubator  or  mask. 

3.  Incubator  care  with  oxygen  and 
mist,  12-24  hours  or  until  respira- 
tions are  stabilized. 

C.  The  asphyxiated  infant — poor  to  no 
muscle  tone,  shallow  respirations  to 
apnea,  no  response  to  stimulation: 


1.  Gentle,  thorough  nasal  and  phar- 
yngeal suctioning  with  nasal  cathe- 
ter. 

2.  Tracheal  intubation  (direct  or  in- 
direct) if  physician  is  experienced 
or  trained  at  this. 

3.  Intermittent  oxygen  under  pres- 
sure (not  greater  than  20  to  25 
centimeters  of  water). 

a.  Through  tube  if  intubated. 

b.  By  mask  with  mouthpiece. 

c.  Mouth  to  tube  or  mouth  to 
mouth  if  no  positive  pressure  ap- 
paratus available. 

4.  Stimulants? 

a.  Nalline  (if  narcotized)  0.25  mg. 
I.V.  or  I.M.  Repeat  dose  0.35- 
0.50  mg.  No  more. 

b.  Picrotoxin  (?)  if  barbiturate  de- 
pression, 0.25  mg.  I.M. 

c.  Caffeine  sodium  benzoate,  I.M. 

d.  Alpha-lobeline  ( ?),  in  apneic  ba- 
by only,  3 mg. 

5.  After-care  of  depressed  baby. 

a.  Close  observation — asphyxiated 
infants  have  excessive  mucus 
and  may  easily  aspirate. 

b.  Oxygen  with  incubator  care  un- 
til respirations  are  stabilized. 

c.  Nothing  by  mouth  for  24  to  36 
hours. 

d.  Prophylactic  antibiotics. 

The  problem  of  the  diabetic  mother  and 
the  section-baby  was  not  discussed  because 
that  is  essentially  the  problem  of  hyaline 
membrane  disease.  Also,  it  should  be  empha- 
sized that  the  asphyxiated  infant  was  dis- 
cussed from  the  standpoint  of  maternal  dis- 
ease and  complications  of  pregnancy  as  fac- 
tors responsible  for  the  production  of  anoxia 
and  depression.  Except  for  hyaline  mem- 
brane disease,  the  respiratory  distress  and 
asphyxiation  that  may  result  from  any  ab- 
normality or  primary  disease  of  the  infant’s 
respiratory  system  was  not  considered. 
Those  mechanisms  are  not  necessarily  relat- 
ed to,  or  a part  of,  the  cesarean  section- 
problem. 

SUMMARY 

Respiratory  distress,  in  the  form  of  hya- 
line membrane  disease  and  intra-uterine 
anoxia,  accounts  for  the  greatest  percentage 
of  infant  deaths  which  occur  during  the  first 
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day  and  week  of  life.  The  importance  of 
paying  close  attention  to  the  care  of  the  baby 
born  by  cesarean  section  rests  on  the  fact 
that  the  section-baby  has  a greater  chance  of 
suffering  some  degree  of  respiratory  diffi- 
culty. This  increased  risk  probably  is  not 
conditioned  by  the  section  itself,  but  rather 
by  the  complications  accompanying  cesarean 
section  delivery  and  for  which  the  section  is 
performed.  Whether  the  respiratory  diffi- 
culty is  in  the  form  of  hyaline  membrane  dis- 
ease or  atelectasis  secondary  to  intra-uterine 
anoxia  or  narcosis,  the  real  criminals  are 
prematurity,  maternal  disease,  complications 
involving  the  placenta  and  cord,  and  the  anes- 
thetic. 

Several  of  the  more  controversial  tech- 
niques of  care  of  the  cesarean  section-infant 
have  been  discussed  and  a detailed  outline  of 
care  of  the  non-depressed  and  depressed  baby 
has  been  presented. 
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Current  Comment 

Tranquilizers — 

At  a time  when  the  scientific  aspect  of 
the  tranquilizing  drugs  is  a frequent  topic 
for  discussion,  Fortune  for  May  1957  assess- 
es the  impact  of  these  drugs  upon  the  busi- 
ness side  of  the  pharmaceutical  industry. 
In  sales,  the  tranquilizers  are  the  fastest 
growing  drugs  in  history.  They  are  de- 
scribed as  the  hottest  commercial  opportun- 
ity since  antibiotics  were  introduced.  It  is 
estimated  that  20  million  Americans  have 
taken  tranquilizers  since  they  first  appeared 
commercially,  so  that  these  drugs  outsell 
such  major  drug  categories  as  sulfonamides 
and  the  corticosteroids.  This  figure  ex- 
cludes drugs  prescribed  chiefly  for  hyperten- 
sion but  having  some  tranquilizing  action. 

The  drug  industry,  in  assessing  the  poten- 
tial of  this  market,  visualizes  use  extending 
from  the  cradle  to  the  grave. 

Fortune  magazine  also  mentions  the  ef- 
fort of  the  pharmaceutical  companies  to  pro- 
mote tranquilizers  by  direct  mail  literature. 

At  the  same  time  a University  of  Michigan 
project  at  the  Mental  Health  Research  In- 
stitute of  the  university  referred  to  the  tran- 
quilizers as  “one  of  the  most  exciting  and  im- 
portant kinds  of  development  in  medicine.” 

Several  testing  procedures  applicable  to 
both  animals  and  to  humans  are  reported  to 
minimize  concern  regarding  ill  effects  from 
the  use  of  tranquilizers. 

Farm  Leader  Raps  Socialism — 

Charles  B.  Shuman,  president  of  Ameri- 
can Farm  Labor  Federation,  speaking  be- 
fore the  Conference  of  State  Presidents  and 
Other  Officers  of  State  Medical  Associa- 
tions, June  2,  at  New  York,  protested  vigor- 
ously the  socialistic  trends  in  our  govern- 
ment and  said  medicine  and  agriculture  must 
align  themselves  against  government-con- 
trolled  programs. 


July.  1957 


345 


Neurologic  Briefs: 

CEREBRAL  VASCULAR  DISEASE 

JOHN  A.  AITA,  M.D. 
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College  of  Medicine,  Omaha,  Nebraska 


PATHOLOGY 

I.  ARTERIAL  WALL 
Arteriosclerosis 

Dissecting  aortic  aneurisms  involving 
origin  of  carotid  artery 
Hypertensive  arterial  and  arteriolar  dis- 
ease (essential  and  secondary  forms). 
Vasospasm 
Diabetes  mellitus 

Congenital  aneurism  and  other  wall- 
defects  (may  be  accompanied  by  co- 
arctation of  aorta,  anomalies  in  for- 
mation of  Circle  of  Willis,  polycystic 
kidneys) 

Angiomatous  and  angiovenous  malfor- 
mations 

Arteritis, — luetic,  tuberculous, — infect- 
ed embolism  (e.g.  with  bacterial  endo- 
carditis), acute  infectious  diseases 
Toxic  necrosis, — lead,  arsenic,  phospho- 
rus, carbon  monoxide 
Toxemia  of  pregnancy 
Trauma 

Collagen  disease  (e.g.  periarteritis  no- 
dosa, systemic  lupus) 
Thrombo-angiitis  obliterans  (Buerger’s) 
Neoplasm  (causing  erosion  or  necrosis) 

II.  BLOODSTREAM 

1.  Constituents 

Dehydration 

Emboli 

Lipoid  and  cholesterol  factors 

Pregnancy  and  toxemia  of  preg- 
nancy 

Anemia 

Blood  dyscrasias  (polycythemia, 
sicklemia,  leukemia,  thrombo- 
penia) 

Parasites  (e.g.  malaria) 

2.  Dynamics 

Rate  of  flow,  pulse  rate 


Hypotension,  hypertension,  pulse 
pressure 

Cardiac  arrest,  Stokes-Adams  syn- 
drome, aortic  valve  stenosis,  my- 
ocardial failure,  fibrillation ; anes- 
thetization, excessive  sedation  or 
alcohol  use,  postural  and  vaso- 
depressor effects,  hypotensive 
drugs,  surgical  or  traumatic 
shock,  donating  blood  or  hemor- 
rhage. 

SOURCES  OF  CEREBRAL 
EMBOLISM 

1.  Heart 

Endocarditis  (vegetative) 

Auricular  stagnation  (as  with  fibrilla- 
tion or  mitral  stenosis) 

Coronary  thrombosis  (endomural  throm- 
bus) 

Trauma  or  surgery 

2.  Pleuro-pulmonary  (into  left  ventricle  via 
pulmonary  vein) 

Trauma  or  surgery 

Infectious 

Neoplastic 

3.  Aorta,  carotid,  vertebral  or  basilar  ar- 
teries 

Arteriosclerotic  plaques 
Trauma 

4.  General  sources 

Fat  embolism 
Air  embolism 

Paradoxical  embolism  (patent  foramen 
ovale) 

ACUTE  CLINICAL  PICTURE 

Acute  clinical  picture  of  disrupted  cerebral 
function  is  determined  by: 

1.  Extent  of: 

a.  Insufficiency  (ischemia)  or  thrombo- 
sis (large,  intermediate,  or  small  ves- 
sel involvement) 
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b.  Efficacy  of  collateral  circulation 

c.  Secondary  and  progressive  effects  of 
hemorrhage  (hematoma)  and  cerebral 
edema  on  vital  hypothalamic  and 
medullary  centers 

2.  Suddenness  of  onset  (which  may  preclude 
physiologic  compensation,  opening  of  col- 
laterals or  accommodation) : 

3.  Location  of  involvement: 

a.  Which  functions  disrupted 

b.  Focal  (single,  multiple) ; diffuse, 
widespread  (arteriolar) 

4.  Prior  cerebral  disease: 

a.  Previous  infarction 

b.  Senile  neuronal  deterioration 

VARIETIES  AND 
MAJOR  INSULT 
Pathology 

1.  Considerable  or  multiple 
cerebral  involvement  and 
disruption. 

2.  Sudden  onset 

3.  Critical  cerebral  site(s) 
involved. 

Clinical  Picture 

Deep  and  prolonged  stupor 
Convulsions 
Marked  mental  deficits 
Gross  neurologic  deficits 
High  mortality 


POSSIBLE  COURSES 

Initial  Course 

1.  Single,  non-progressive  insult  (throm- 
bosis or  hemorrhage) . 

2.  Progressive,  extending  single  insult. 

3.  Recurrent,  multiple  insults  (thromboses 
or  hemorrhages)  over  relative  brief 
period. 

4.  Intermittent  insufficiency,  transient  im- 
pairment and  “feints”  which  may  or  may 
not  be  followed  by  definite  thrombosis  or 
hemorrhage. 

5.  Slowly  progressive  insufficiency,  then 
thrombosis  or  hemorrhage  with  increas- 
ing involvement. 


Subsequent,  Long-Term  Course 

1.  No  recurrence;  eventual  demise  from 
other  causes. 

2.  One  or  more  isolated  insults  at  infre- 
quent intervals. 

3.  Continued,  relentless,  multiple  (major  or 
minor)  insults. 

4.  Episodic  recurrences  of  multiple  insults. 

SYNDROMES  AND  CLINICAL 
FEATURES 

1.  Insufficiency 

2.  Thrombosis 

3.  Hemorrhage 

4.  Embolism 

5.  “Cerebral  arteriosclerosis” 

6.  Hypertensive  encephalopathy 

MODES  OF  ONSET 

MINOR  INSULT 

1 . Transient  insufficiency 
(ischemia).  Small,  single 
involvement.  Fleeting  im- 
pairment. 

2.  Gradual  onset 

3.  “Silent”  or  “expendible”  site 
involved. 

May  be  asymptomatic 
Lethargy 

Brief  episode  of  amnesia  or 
loss  of  consciousness 

Subjective  symptoms 
Minor  neurologic  deficit 
Minor  mental  changes 
Transient  symptoms 

1.  Insufficiency  (due  to  progressive  nar- 
rowing or  stenosis  of  arterial  lumen) . 
Recurrent,  fluctuating,  transient  signs 
and  symptoms  of  focal  cerebral  im- 
pairment. 

Otherwise,  picture  of  continual  or  inter- 
mittent 'progression. 

Little  or  no  headache. 

Disturbances  of  consciousness  usually 
not  prominent. 

Occur  during  periods  of  hypotension  (at 
rest,  postural,  under  anesthesia,  with 
hypotensive  drugs,  after  donating 
blood  or  after  hemorrhage,  syncope, 
myocardial  failure,  excessive  alcohol 
or  other  sedation. 
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2.  Occlusion  and  Thrombosis 

Usually  not  a fulminating  or  sudden  on- 
set. 

Patient  usually  not  critically  ill  unless 
vital  centers  involved. 

Minimal  headache,  often  none. 

Little  disturbance  of  consciousness ; 
often  none  at  all  or  a period  of  amne- 
sia, confusion  or  lethargy.  If  stupor- 
ous, the  stupor  may  come  on  gradual- 
ly, does  not  become  deep,  and  is  of 
short  duration  (few  hours,  1 day). 

Focal  signs  gradually  appear  over  a few 
hours  or  days. 

History  of  prodromal  symptoms  of  ar- 
terial insufficiency  and  impending 
thrombosis. 

May  come  on  during  period  of  hypoten- 
sion (at  rest,  asleep,  under  anesthesia, 
in  shock,  with  use  of  hypotensive 
drugs,  etc.) 

Clinical  data  often  suggest  a small  or 
discrete  lesion  rather  than  a massive, 
generalized  and  widespread  cerebral 
disturbance. 

3.  Hemorrhage 

History  of  hypertension. 

Onset  with  excitement,  exertion. 

Rapid,  often  fulminating,  onset. 

Headache,  vomiting,  neck-stiffness  and 
stupor  are  characteristic  at  onset. 

Deep  and  prolonged  stupor. 

Signs  of  increased  intracranial  pressure 
(vital  signs,  spinal  fluid  pressure). 

Spinal  fluid  reveals  evidences  of  bleed- 
ing. 

Hypertrophied  heart,  renal  disease. 

Slight  to  moderate  pyrexia,  albuminuria, 
and  glycosuria. 

Occasionally,  retinal  hemorrhages. 

4.  Embolism 

Sources ! 

Precipitous,  sudden  onset. 

Embolic  phenomena  elsewhere. 

Usually  minimal  headache. 

Stupor  only  if  massive  involvement  or 
vital  centers  infarcted. 

5.  “Cerebral  Arteriosclerosis” 

Small  vessel  (arteriolar)  involvement. 

a.  Diffuse  form:  Insidious,  longstand- 

ing, progressive,  extensive,  confluent, 
small  vessel  involvement  (arterioles). 


Very  slowly  progressive  picture  of 
diffuse  cerebral  impairment  oc- 
casionally punctuated  by  minor 
focal  episodes. 

Chronic  brain  - syndrome  (demen- 
tia) and  other  mental  changes  apt 
to  be  prominent. 

b.  Focal  form:  Characterized  by  an  ap- 
parently single,  “benign”  main  area 
of  small  vessel  involvement. 
Arteriosclerotic  epilepsy. 
Arteriosclerotic  Parkinsonism. 

6.  Hypertensive  encephalopathy  (diffuse 
cerebral  arteriolar  constriction,  at  times 
cerebral  edema). 

Appears  with: 

Essential  hyptertension. 

Malignant  hypertension. 
Hypertensive  crisis. 

Renal  disease. 

Toxemia  of  pregnancy. 

Lead  poisoning. 

Pheochromocytoma. 

Coarctation  of  aorta. 

Characterized  by: 

Headache 

Convulsions 

Papilledema,  retinopathy 
Transient,  fluctuating  focal  cerebral 
impairment  such  as  blindness,  aspha- 
sia,  hemiplegia. 

LOCALIZATION 
1.  Internal  carotid  system 

a.  Internal  carotid  artery ; depending  on 
suddennes  of  occlusion,  collateral  ef- 
ficacy of  the  Circle  of  Willis  and  cali- 
ber of  distal  branches,  the  syndrome 
may  range  from  no  effects  to  death . 
Between  these  extremes  are  syn- 
dromes of  occlusion  of  various  or 
many  branches  of  the  anterior  and 
middle  cerebral  arteries. 

b.  Anterior  cerebral  artery. 

Total  occlusion: 

Contralateral  severe  hemiplegia 
Contralateral  weakness  of  lower 
face  and  tongue 

Contralateral  sensory  disturbances 
in  lower  extremity 
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Apraxia 
Mental  changes 
Incontinence 

Transient  or  minor  aphasia 

Partial  or  distal  occlusion  may  include 
milder  but  similar  findings  as 
above,  one  or  more  of  the  following : 

Hemiplegia  with  leg  more  af- 
fected 

Deviation  of  head  and  eyes  to 
side  of  lesion 

Forced  grasping  and  groping  of 
contralateral  hand 
Dysarthria 

c.  Middle  cerebral  artery. 

Total  and  sudden  occlusion : Often  fa- 
tal. Otherwise : 

Contralateral  hemiplegia 
Contralateral  hemianesthesia 
Contralateral  hemianopsia 
Aphasia 

Partial  or  distal  occlusion  results  in 
one  or  more  of  the  following : 

Milder  hemiplegia 
Aphasia 

Contralateral  weaknes  of  lower 
face  and  tongue 
Agnosia 
Hemianopsia 

2.  Basilar- verebral  system 

a.  Basilar  artery;  complete  occlusion 
usually  results  in  bilateral  hemiplegia, 
blindness,  bulbar  paralysis  and  death. 
If  insufficiency  or  stenosis  are  pres- 
ent (rather  than  complete  occlusion), 
several  of  the  following  symptoms  and 
signs  appear: 

Bilateral  or  alternating  right  and 
left  pareses 

Bilateral  or  alternating  sensory 
symptoms 

Bilateral  or  alternating  visual  dis- 
turbances (hemianopsia  and  vis- 
ual blackouts) 

Dysphagia 

Dysarthria 

Cerebellar  deficit 

Dizziness  and  vertigo 

Other  cranial  nerve  impairments 


b.  Posterior  cerebral  artery 
Total  occlusion: 

Hemianopsia 

Contralateral  motor  and  sensory 
defects 

At  times  agnosia 
Thalamic  syndrome 
Cerebellar  deficit 

Partial  or  distal  occlusion : Milder 
and  incomplete  findings  as  above. 

c.  Pontine,  bulbar  and  cerebellar  arteries 
Most  frequent  is  occlusion  of  'posterior 

inferior  cerebellar  artery: 
Ipsilateral  ataxia 
Ipsilateral  analgesia  of  face  and 
cornea 

Ipsilateral  paralysis  of  vocal  cord 
and  palate 

Ipsilateral  Horner’s  syndrome 
Contralateral  analgesia  of  limbs 

TREATMENT 

Acute 

Examine  for  specific  pathology  of  blood 
vessels  (e.g.  syphilis)  and  bloodstream  (see 
Pathology) . 

Always  examine  cardiac  status  in  detail. 

1 . Insufficiency : 

Anticoagulants 

Avoid  blood  pressure  drop 

2.  Thrombosis  (definite  occlusion)  : 

5 per  cent  carbon  dioxide  inhalation 
Stellate  ganglion  block 
Avoid  blood  pressure  drop 
Intravenous  histamine  or  alcohol? 
Anticoagulants  ? 

3.  Hemorrhage: 

Venesection  if  patient  plethoric  or  in 
heart  failure 

Reduce  cerebrospinal  fluid  pressure  if 
elevated 

Intravenous  hypertonic  glucose,  al- 
bumin 
Dehydration 

Magnesium  sulfate  purge  (by  nasal 
tube) 

6-8  oz.  25  per  cent  magnesium  sulfate 
rectally 

Spinal  drainage  IF: 

Above  measures  ineffective 
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Progressive  stupor  and  deteriora- 
tion of  vital  signs. 

Neurosurgery.  Arteriography  and  li- 
gation. Evacuation  of  intracerebral 
hematoma  especially  in  younger  pa- 
tient. 

Oxygen.  Airway.  Tracheotomy? 

Prevent  aspiration  and  hypostatic 
pneumonia. 

4.  Embolism: 

Anticoagulants 

Treat  source  of  emboli 

Manage  as  for  thrombosis 

5.  “Cerebral  arteriosclerosis” 

Potassium  iodide 
Metrazol  (per  os) 

Nicotinic  acid 
Anticoagulants  ? 

6.  Hypertensive  encephalopathy: 
Hypotensive  drugs 

Spinal  drainage 
Sedation 

6-8  oz.  25  per  cent  magnesium  sulfate 
rectally 

Anticonvulsant  drugs 

Rehabilitative 

1.  Evaluation  of  patient,  his  present  dis- 
ability and  potential. 

Physical 

Personality,  emotional,  psychologic 

Social,  family 

Vocational 

2.  Realistic  therapeutic  goals 
Require  teamwork  and  leadership 
Talents  of : 

Neurologist 

Psychiatrist 

Internist 

Orthopedist 

Nurses 

Physiotherapist 
Social  Service 
Recreational  therapist 
Occupational  therapist 
Psychologist 
Vocational  Counselor 
Speech  therapist 


Physical  education 
Chaplain 

Goals  considered: 

Comfort 

Self-care 

Ambulation 

Social  re-integration 

Outlets  for  expression,  creativeness, 
activity 

Vocation 

Current  Comment 

Malaria  is  little  or  no  problem  in  the  prac- 
tice of  medicine  in  Nebraska  but  in  other 
parts  of  the  Americas  it  remains  a health 
problem  of  tremendous  importance.  The 
Pan  American  Sanitary  Organization  hopes 
to  eradicate  malaria  from  the  American 
continent.  To  this  purpose  joint  effort  and 
joint  financial  support  from  several  of  the 
nations  of  the  Americas  will  colaborate  with 
countries  in  which  malaria  is  a problem  to- 
ward the  development  of  national  programs 
aimed  at  wiping  out  malaria  in  every  coun- 
try and  territory  of  the  Americas  where  the 
disease  still  exists.  Eight  million  cases  of 
Malaria  are  estimated  to  occur  yearly  in  this 
hemisphere.  Local  programs  previously  de- 
veloped to  control  malaria  will  now  aim  for 
its  total  eradication. 

Armed  Guards  Bring  in  the  Bacon — 

The  Illinois  State  Medical  Society  puts  on 
a big  show  each  year  when  it  delivers  the 
money  collected  from  its  doctors  for 
A.M.E.F.,  and  well  may  they  do  so.  Last 
year  they  came  with  the  largest  check,  in 
point  of  dimensions,  that  anyone  in  the 
House  of  Delegates  had  ever  seen.  This  year, 
Doctor  Harold  M.  Camp,  secretary-treasur- 
er and  Doctor  Lester  S.  Reavley,  president 
of  the  Illinois  State  Medical  Society  entered 
the  ballroom,  where  the  House  of  Delegates 
were  in  session,  accompanied  by  two  armed 
guards  carrying  three  large  sacks  of  cur- 
rency. This  money,  amounting  to  $170,450, 
was  turned  over  to  Doctor  Louis  H.  Bauer, 
president  of  the  American  Medical  Educa- 
tion Foundation.  He  took  the  guards  with 
him  as  he  carried  the  money  to  some  safe 
place. 


Malaria  in  1957 — 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  13,  Norfolk,  Norfolk  State  Hospital 
July  27,  Chadron,  Elks  Club 
August  10,  North  Platte,  High  School 
August  24,  Broken  Bow,  Elks  Club 

THE  FIRST  AMERICAN  CONGRESS  ON 
LEGAL  MEDICINE  AND  LAW-SCI- 
ENCE—July  8-13  and  15-20,  1957,  Hotel 
Morrison,  Chicago.  Address  Law-Science 
Institute,  University  of  Texas,  Austin, 
Texas. 

A.M.A.  1957  PUBLIC  RELATIONS  IN- 
STITUTE—Aug.  28-29,  1957,  Drake  Ho- 
tel, Chicago. 

INTERNATIONAL  CONFERENCE  OF 
ULTRASONICS  IN  MEDICINE— Statler 
Hotel,  Los  Angeles,  Sept.  6-7,  1957.  Ad- 
dress, John  H.  Aides,  Secretary,  4833 
Fountain  Ave.,  Los  Angeles  29. 

ANNUAL  FALL  SCIENTIFIC  CONFER- 
ENCE, NEBRASKA  HEART  ASSOCIA- 
TION— Sheraton-Fontanelle  Hotel,  Oma- 
ha, Oct.  3,  4,  and  5,  1957. 

SEVENTH  CONGRESS,  PAN  - PACIFIC 
SURGICAL  ASSOCIATION  — Honolulu, 
Hawaii,  Nov.  14-22,  1957. 

WORLD  CONGRESS  OF  GASTROENTER- 
OLOGY— Sheraton  Park  Hotel,  Washing- 
ton, D.C.,  May  25-31,  1958;  with  59th  An- 
nual Meeting  of  the  American  Gastroen- 
terological Association. 

FIFTH  INTERNATIONAL  CONGRESS  OF 
INTERNAL  MEDICINE— Sheraton  Ho- 
tel, Philadelphia,  April  24-26,  1958. 

Professional  Liability  Film  Available  in  July — 

A new  dramatic  film  pointing  up  ways  of 
preventing  professional  liability  claims  and 
suits  will  be  available  July  1 for  medical 
society  meetings.  This  new  film  entitled, 
“The  Doctor  Defendent,”  is  the  second  in  a 
series  of  films  on  various  medicolegal  prob- 
lems being  produced  by  the  Wm.  S.  Merrill 
pharmaceutical  company  in  cooperation  with 
the  American  Medical  Association  and  the 
American  Bar  Association.  Bookings  may 
be  arranged  through  A.M.A.’s  Film  Library. 


Dependent  Identification  Cards  Stolen — 

The  following  letter  from  Captain 
Clifford  H.  Clifton,  Provost  Marshal, 
addressed  to  Mr.  M.  C.  Smith,  is  pub- 
lished for  your  information: 

“Information  has  been  received  by 
this  office,  that  four  (4)  U.  S.  Army, 
Dependent  Identification  Cards  (DD 
Form  1173)  with  serial  numbers  AY 
41785A,  AY  41786A,  AY  41787A,  and 
AY  41788A,  were  stolen  from  a parked 
vehicle  at  St.  Louis,  Missouri  during  the 
night  9-10  May  1957. 

“In  order  to  minimize  the  possibility 
of  illegally  obtained  medical  attention 
through  the  use  of  these  identification 
cards,  it  would  be  appreciated  if  the 
above  information  could  be  noted  in  any 
bulletins,  news  sheets,  etc.,  that  may  be 
forwarded  to  members  of  your  associa- 
tion. 

“In  the  event  any  information 
reaches  your  office  that  such  cards 
have  been  presented  as  identification, 
please  call  or  write  this  office  immedi- 
ately. Phone  JAckson  7900,  Extension 
533  in  Omaha,  Nebraska.  Any  infor- 
mation that  would  positively  identify 
persons  presenting  the  cards  would  be 
helpful.  . .” 


Workmen’s  Compensation  Benefits  Changed — 

During  the  present  session  of  the  Nebras- 
ka Legislature,  a bill  amending  the  Work- 
men’s Compensation  Law  was  enacted,  car- 
rying the  emergency  clause,  increasing  the 
benefits  payable  under  said  law.  This  bill 
has  been  signed  by  Governor  Anderson  and 
has  become  law. 

Legislative  Bill  No.  83  amends  Sections 
48-121  and  48-122  of  the  Compensation  Act 
by  increasing  the  maximum  weekly  compen- 
sation rate  from  the  present  rate  of  $30  per 
week  to  a new  rate  of  $34  per  week.  The 
minimum  remains  the  same  rate  of  $20  per 
week.  The  above  rates  are  payable  for  the 
first  300  weeks  of  total  disability,  or  in  fatal 
cases  for  325  weeks,  and  provides  further 
that  if  at  the  time  of  the  injury  the  employee 
was  receiving  wages  of  less  than  $20  per 
week,  he  shall  receive  the  full  amount  of 
such  wages  per  week  as  compensation,  and 
the  law  further  provides  that  after  the  first 
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300  weeks  of  total  disability  the  weekly 
compensation  rate  shall  be  increased  from 
the  present  maximum  of  $25  per  week  to  a 
new  maximum  of  $27.50  per  week.  The 
minimum  rate  of  $17  per  week,  after  the 
first  300  weeks  total  disability,  remains  un- 
changed, and  the  law  provides  that  if  at  the 
time  of  injury  the  employee  was  receiving 
wages  of  less  than  $17  per  week,  he  shall 
receive  the  full  amount  of  such  wages  as 
compensation  after  the  first  300  weeks,  pay- 
able as  long  as  he  remains  totally  disabled. 
The  bill  also  provides  for  an  increase  in 
burial  benefits  from  $300  to  $350.  The  bill 
became  effective  as  of  and  including  May 
10,  1957. 

Annual  Session  A.M.A.,  New  York — 

The  106th  Annual  Session  of  the  American 
Medical  Association  ended  June  7th  with  an 
all-time  high  registration  of  physicians.  Re- 
vision of  the  Principles  of  Medical  Ethics, 
relationship  of  doctors  to  the  United  Mine 
Workers,  Medicare  program,  and  the  issue 
of  Social  Security  for  physicians  were  some 
of  the  items  given  top  consideration  by  the 
House  of  Delegates.  Watch  for  a full  report 
by  your  delegates  to  appear  in  the  August 
issue  of  this  Journal. 

The  Month  in  Washington — 

The  85th  Congress  is  in  the  final  few 
weeks  of  its  first  session  with  prospects  that 
it  will  enact  few  major  medical  bills  this 
year,  but  that  next  year  will  be  a different 
session.  On  at  least  half  a dozen  important 
measures  action  has  been  postponed,  with 
the  understanding  that  the  issues  will  be 
fought  out  in  1958. 

Circumstances  prevented  any  delay  on  one 
bill  that  is  of  considerable  importance  to  the 
younger  doctors — a new  version  of  the  doctor 
draft  act  . It  had  to  be  enacted  by  July  1, 
the  Defense  Department  insisted,  or  not 
enough  doctors  would  be  available  to  main- 
tain the  military  medical  services  at  an  ac- 
ceptable level. 

The  problem  is  that  the  Armed  Forces  re- 
quire a higher  ratio  of  physicians  to  troops 
than  exists  between  physicians  and  the  gen- 
eral population.  Without  some  special  law, 
the  services  would  either  have  to  make  out 
with  fewer  doctors  than  they  say  they  need, 
or  draft  thousands  of  non-physicians  mere- 
ly to  obtain  the  doctors  who  are  in  the  par- 
ticular age  groups. 


This  scheme  was  devised : Amendment  of 
the  regular  draft  act  to  allow  the  call  up, 
to  age  35,  of  the  necessary  numbers  of  doc- 
tors from  among  those  who  had  received 
educational  deferments;  they  could  be  called 
because  they  are  physicians,  not  because  they 
are  of  a certain  age.  Also,  the  national, 
state  and  local  Medical  Advisory  Commit- 
tees of  Selective  Service  would  be  continued, 
as  would  a number  of  provisions  in  the  or- 
iginal act  that  protect  the  rights  of  drafted 
doctors. 

As  Congress  moved  toward  adjournment, 
prospects  also  were  that  it  would  enact  a 
bill  to  help  out  some  states  caught  in  a finan- 
cial squeeze  because  of  a new  act,  passed  last 
year  but  not  scheduled  to  go  into  effect  un- 
til July  1,  1957,  to  increase  federal  payments 
for  the  medical  care  of  persons  on  the  state- 
federal  public  assistance  rolls. 

Under  the  old  system,  states  could  use  the 
U.S.  dollars  to  pay  directly  to  the  individu- 
als for  their  medical  care,  or  directly  to  the 
vendors  of  medical  service — hospitals,  physi- 
cians, dentists.  Many  states,  adopting  the 
second  plan  in  all  or  part  of  their  counties, 
used  the  federal  money  to  help  maintain 
pooled  funds,  which  support  various  medical 
care  programs. 

All  U.S.  money  paid  out  under  the  new 
act  must  be  used  in  the  form  of  vendor  pay- 
ments— that  is,  not  turned  over  directly  to 
the  public  assistance  cases.  At  the  same 
time,  the  law  as  originally  passed  stipulated 
that  any  money  received  under  the  old  plan 
henceforth  would  have  to  be  handled  as  “re- 
cipient payments,”  that  is  going  directly  to 
the  persons  on  public  assistance  rolls. 

A number  of  states  thus  faced  the  pros- 
pects of  drastically  revising  their  carefully- 
established  medical  care  programs  or  sacri- 
ficing large  amounts  of  federal  money.  Con- 
gress came  to  their  rescue  by  means  of  a bill 
that  would  allow  them  to  use  the  old  money 
as  before,  yet  take  full  advantage  of  the 
new  federal  program. 

In  the  closing  weeks  of  the  session,  how- 
ever, two  major  medical  bills  were  making 
little,  if  any  progress  — those  for  federal 
grants  to  medical  colleges  to  build  teaching 
facilities  and  for  initiating  a program  of 
health  insurance  for  federal  civilian  em- 
ployees. 

A number  of  bills  had  been  introduced 
on  aid  to  medical  education,  representing 
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virtually  all  the  viewpoints  in  Congress  and 
the  administration,  but  nothing  much  was 
happening.  Here  one  factor  was  the  econ- 
omy drive,  which  was  not  too  successful  in 
cutting  the  administration’s  health  budget, 
yet  which  virtually  precluded  any  new  pro- 
grams involving  large  appropriations. 

On  federal  employee  health  insurance, 
these  long-standing  differences  of  opinion 
still  blocked  any  compromise:  Should  em- 
phasis be  on  basic  health  insurance,  or  on 
major  medical  (catastrophic)  coverage? 
Should  U.S.  payroll  deductions  be  permitted, 
or  would  this  open  the  door  to  demands  for 
many  other  payroll  deductions,  such  as  for 
union  dues?  What  safeguards  could  be  set 
up  to  prevent  either  the  commercial  insur- 
ance companies  or  the  nonprofit  organiza- 
tions (union  plans  and  Blue  Cross-Blue 
Shield)  from  gaining  a dominant  position? 

On  these  two  major  bills — as  well  as  on 
many  others,  sponsors  were  not  too  discour- 
aged. Already  they  were  making  plans  to 
press  them  still  more  vigorously  next  year 
when  Congress,  looking  toward  the  fall 
elections,  may  be  more  responsive. 

NOTES 

Doctors  are  asked  by  P.H.S.  to  be  on  the 
alert  for  a new  type  A influenza  strain  ex- 
pected to  work  its  way  into  this  country 
from  the  Far  East.  Details  from  state  health 
departments. 

National  Library  of  Medicine  officials 
were  still  hopeful,  as  the  end  of  the  session 
neared,  that  Congress  would  vote  enough 
money  to  start  constructing  the  library’s 
new  building  next  year. 

For  the  first  time  the  U.S.  contribution 
to  WHO  this  year  is  expected  to  drop  to  a 
third  of  the  total  WHO  budget.  In  dollars, 
however,  the  U.S.  share  continues  to  go  up, 
as  the  charges  to  other  countries. 

The  Export-Import  Bank  is  making  long- 
term, low-interest  loans  to  some  Central 
American  countries  to  build  health  facilities, 
such  as  hospitals  and  sewage  plants. 

The  World  Medical  Association — 

To  all  doctors  who  value  the  independence 
of  our  profession  in  the  world,  the  World 
Medical  Association  is  of  the  greatest  im- 
portance. This  organization  is  often  con- 
fused with  the  World  Health  Organization. 


In  order  to  help  distinguish  the  two,  and  this 
is  important,  the  following  tabulation  of  the 
characteristics  of  each  is  published  for  your 
information : 

THE  WORLD  MEDICAL 
ASSOCIATION 

1.  WMA  is  an  organization  of  national 
medical  associations.  The  unit  of  member- 
ship is  the  medical  association.  It  is  com- 
pletely non-governmental.  It  is  not  part 
of  the  U.N.  It  is  a private  organization. 

2.  WMA  represents  the  practicing  profes- 
sion. 

3.  It  was  organized  in  1947  by  A.M.A. 
representatives  and  Western  European  med- 
ical leaders.  Purpose  was  to  exchange 
knowledge  on  medical  education  and  protect 
freedom  of  medicine. 

4.  Each  member  association  sends  two 
delegates,  two  alternate  delegates  and  ob- 
servers to  the  general  Assemblies. 

5.  The  executive  body  is  the  Council. 
This  meets  twice  a year — has  11  members 
elected  from  the  assembly  and  the  Presi- 
dent, President  Elect  and  Treasurer. 

6.  WMA  is  supported  by  members’  dues 
and  contributions  and  the  annual  budget 
is  about  $165,000. 

THE  WORLD  HEALTH 
ORGANIZATION 

1.  WHO  is  an  intergovernmental  health 
agency.  Unit  of  membership — member  gov- 
ernments of  U.N.  and  non-member  govern- 
ments of  the  U.N.  that  accept  the  nine  prin- 
ciples upon  which  WHO  is  founded. 

2.  WHO  represents  governments  in  medi- 
cine. 

3.  WHO  is  the  result  of  proposal  of  U.N. 
in  1945  to  create  a specialized  agency  to 
deal  with  all  matters  related  to  health. 

4.  Each  member  government  sends  three 
delegates  chosen  preferably  from  the  na- 
tional health  administration  of  the  govern- 
ment. 

5.  The  executive  board  is  the  executive 
body  and  consists  of  18  members  elected  to 
represent  18  member  governments. 

6.  Supported  by  dues  allocated  by  the 
U.N.  scale  and  the  budget  for  1958  was 
$13,000,000. 
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We  believe  all  doctors  should  support 
WMA.  Your  membership  would  be  greatly 
appreciated.  Address  your  editor,  if  inter- 
ested. 

Dr,  Carlson  and  Medical  Research — 

The  National  Society  for  Medical  Re- 
search is  a voluntary  health  organization 
which  has  done  much  to  inform  the  public 
and  to  cause  in  the  public  an  intelligent  at- 
titude toward  the  use  of  animals  in  medical 
research. 

This  society  in  its  publication,  The  Bulle- 
tin for  Medical  Research,  recently  devoted 
an  issue  to  recognizing  the  contribution  of 
Dr.  Anton  Julius  Carlson  who  for  more  than 
fifty  years  has  been  a leader  in  this  field. 
For  more  than  fifty  years,  Dr.  Carlson  has 
served  as  a physiologist  at  the  University 
of  Chicago. 

Insurance  for  Medical  Expense — 

Health  insurance  continues  as  an  import- 
ant topic  of  discussion.  The  Health  Insur- 
ance Council  estimates  that  nearly  $10  mil- 
lion per  day  will  be  paid  through  voluntary 
health  insurance  programs  for  the  nation’s 
health  care  during  1957.  The  total  will  be 
more  than  $3  billion. 

It  is  estimated  that  some  118  million  per- 
sons are  protected  against  the  cost  of  hos- 
pital expenses  through  voluntary  health  in- 
surance programs,  103  million  are  covered 
for  surgical  expenses  and  67  million  have 
policies  covering  the  regular  medical  ex- 
penses, and  10  million  are  insured  against 
major  medical  expenses.  Over  70%  of  the 
total  U.S.  civilian  population  today  is  pro- 
tected by  some  form  of  voluntary  health 
coverage. 

The  number  of  individuals  covered  is  con- 
stantly increasing.  In  1956,  8 million  more 
people  were  covered  by  hospital  care  insur- 
ance than  in  the  previous  year.  The  num- 
ber of  people  covered  by  surgical  expense 
insurance  increased  9 million  and  persons 
covered  for  regular  medical  expenses  rose 
9 million. 

The  Health  Insurance  Council  reports 
that  of  the  total  persons  holding  policies  pro- 
tecting them  for  hospital  care,  approximate- 
ly 66  million  hold  policies  from  insurance 
companies  and  53  million  are  enrolled  by 
Blue  Cross-Blue  Shield. 


Major  medical  expense  insurance  to  help 
absorb  the  cost  of  serious  or  catastrophic 
illness  continued  its  dramatic  upward  trend. 

The  Health  Insurance  Council  is  a feder- 
ation of  leading  insurance  associations  said 
to  represent  over  90%  of  the  health  insur- 
ance in  force  through  insurance  companies. 

Pertinent  to  the  subject  of  health  insur- 
ance is  a bill  recently  introduced  by  Con- 
gressman Chet  Holifield,  H.R.  7034,  which 
provides  for  payroll  deduction  for  Federal 
employees  and  with  the  choice  of  program 
from  among  service  organizations,  such  as 
Blue  Cross  and  Blue  Shield,  insurance  com- 
panies or  Federal  Employees’  Union  pro- 
gram. Holifield’s  bill  calls  for  the  govern- 
ment to  pay  half  the  cost  of  the  program. 

Representative  Holifield  emphasizes  that 
voluntary  health  insurance  is  an  expected 
part  of  most  employment  situations  and  em- 
ployment by  our  Federal  Government  is  not- 
able for  its  shortcomings  in  regard  to  all 
these  benefits. 

Congressman  Holifield’s  bill  is  endorsed 
by  the  Executive  Director  of  Blue  Shield 
Medical  Care  Plans. 

Nursing  Home  Fires — 

The  National  Fire  Protection  Association 
suggests  that  nursing  homes,  with  regard  to 
their  fire  hazard,  have  become  Number  1 
in  the  list  of  unsafe  places  to  live.  Nursing 
Home  fires  in  the  last  decade  include  acci- 
dents in  neighboring  states  such  as  the  re- 
cent Council  Blufs,  Iowa,  fire  which  claimed 
15  lives  and  less  recently  a disaster  in  Kin- 
caid, Kansas,  in  which  10  lives  were  lost. 

A study  of  a number  of  these  fires  points 
out  contributing  factors  to  include  the  lim- 
ited mobility  of  the  aged  occupants  of  these 
homes,  coupled  with  structural  defects  in  the 
buildings  which  favor  the  rapid  spread  of 
fires  and  make  difficult  the  rescue  of  the 
inmates. 

Recommendations  include  limitation  of  the 
amount  of  combustible  material  in  the  nurs- 
ing home,  proper  exits,  automatic  fire  pro- 
tection, the  segregation  of  hazards  within 
the  home,  for  example  fire  partitions  around 
furnace  rooms  and  provision  per  trained  at- 
tendance. 

It  is  stated  that  there  has  never  been  a fa- 
tality in  the  completely  sprinklered  home. 

The  cost  of  automatic  sprinkler  systems  is 
said  to  delay  their  installation. 
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The  increasing  number  of  older  persons 
suggests  that  this  problem  may  grow  unless 
an  intelligent  standard  for  construction  and 
operation  of  nursing  homes  is  defined  and 
rigidly  inforced. 

News  and  Views 

From  the  Omaha  World-Herald 

Three  members  of  the  Department  of 
Medicine  at  Creighton  University  School  of 
Medicine  have  been  awarded  three  - year 
grants  for  hematology-training. 

They  are  Dr.  John  R.  Walsh,  director  of 
the  department,  and  Mrs.  B.  J.  Koszewski 
and  Douglas  Terry. 

The  grants,  valued  at  10  thousand  dol- 
lars each,  a year,  were  made  by  the  Na- 
tional Institute  of  Arthritis  and  Metabolic 
Diseases.  Dr.  Walsh  will  direct  the  train- 
ing program  to  be  conducted  at  St.  Joseph’s 
Hospital  and  the  Medical  School  beginning 
July  1. 

From  the  Omaha  World-Herald 

Trustees  of  Children’s  Memorial  Hospital 
have  presented  humanitarian  awards  to 
presidents  of  the  medical  and  dental  staffs. 

The  plaques  were  awarded  in  grateful 
appreciation  of  their  outstanding  humani- 
tarian service  in  the  cause  of  better  health 
for  all  children. 

Award-recipients  were  Drs.  J.  A.  Henske 
(deceased),  J.  Harry  Murphy,  Clyde  Moore, 
Floyd  S.  Clarke,  Herman  M.  Jahr,  Andrew 
B.  Dow,  George  E.  Robertson,  Gerald  C. 
O’Neil,  John  L.  Gedgoud. 

Also  honored  were  Drs.  John  R.  Schenken 
and  Ralph  C.  Moore. 

Use  of  Stimulants  by  Athletes — 

The  charge  made  by  Doctor  Herbert  Ber- 
ger at  the  New  York  session  of  the  A.M.A., 
that  the  use  of  stimulants,  especially  am- 
phetamine, by  athletes  was  widespread, 
caused  more  outcry  from  the  public  than 
most  other  items  picked  up  by  the  press. 
Many  reports  came  in  from  athletes,  coaches, 
trainers,  and  from  two  Swedish  sports 
physicians  denying  the  truth  of  Dr.  Berger’s 
statement.  Doctor  Berger,  who  is  chairman 
of  the  New  York  State  Medical  Society’s 
Committee  on  Narcotics  and  Alcohol  Addic- 


tion, was  scheduled  for  a press  conference 
on  the  subject.  Seventy  - five  newsmen, 
photographers,  magazine  writers,  and  tele- 
vision men  waited  an  hour  and  forty  minutes 
at  the  Waldorf-Astoria  Hotel  before  it  was 
announced  that  Doctor  Berger  would  be  un- 
able to  appear  for  the  conference. 

Research  Grants,  American  Cancer  Society — 

The  Nebraska  Division,  American  Can- 
cer Society,  recently  announced  grants  in 
Nebraska  totalling  $49,000.  Twenty-eight 
thousand  of  this  total  went  to  the  University 
of  Nebraska  College  of  Medicine  for  the 
purchase  of  an  electron  microscope. 

Doctor  William  (Bill)  L.  Shearer  Honored — 

We  see  by  the  World-Herald  of  May  12, 
that  William  L.  Shearer,  M.D.,  a pioneer  in 
surgery  for  the  correction  of  cleft  palate, 
was  recently  awarded  an  honorary  fellow- 
ship in  the  American  Association  of  Plastic 
Surgeons. 

Mixtures  of  Antibiotics — 

Under  the  above  title,  for  the  Council  on 
Drugs  of  the  A.M.A.,  Harry  F.  Dowling, 
M.D.  (J.A.M.A.,  May  4,  1957)  examines  the 
many  facets  of  opinion  in  the  matter  of  ad- 
ministering various  mixtures  of  antibiotics. 
His  conclusion  is  as  follows: 

“.  . . the  administration  of  combinations 
of  antibiotics  is  indicated  only  in  a few 
highly  selected  conditions.  However,  they 
have  been  advocated  and  used  in  other  con- 
ditions in  which  they  not  only  do  no  good 
but  actually  may  be  harmful.  When  com- 
bined therapy  of  antibiotics  is  indicated,  the 
antibiotics  are  best  given  separately,  ex- 
cept in  the  case  of  mixtures  for  local  applica- 
tion to  the  skin.” 

“There  Is  No  Little  Enemy” — 

The  above  quotation  from  Benjamin 
Franklin  is  the  title  of  an  address  by  Dr. 
Gibbons  Westbrook  Murphy  delivered  be- 
fore the  Association  of  American  Physicians 
and  Surgeons,  in  April,  1957.  The  opening 
paragraph,  an  indictment  of  the  attitude  of 
physicians,  is  food  for  thought.  It  follows: 

“The  desire  for  individual  liberty  is  the 
most  compelling  human  emotion.  Yet,  we 
who  have  possessed  it  to  the  greatest  degree 
are  recklessly  throwing  it  away  in  a wild 
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search  for  material  security.  As  I look  back- 
ward over  the  years  since  the  blight  of  the 
‘New  Deal’  philosophy  fell  upon  this  nation 
I am  amazed  at  the  stupidity  with  which  we, 
as  physicians,  have  reacted  to  a changing 
world.  Time  after  time  the  question  has 
been  what  will  pacify,  what  will  appease, 
what  will  put  off  the  evil  day,  rather  than 
what  is  just,  what  is  wise,  and  what  will 
preserve  the  integrity  of  the  private  prac- 
tice of  medicine  ? From  a maze  of  uncertain- 
ty and  fright  organized  medicine  has  de- 
pended upon  apologies  to  make  itself  popular 
when  it  should  have  been  struggling  to  main- 
tain and  expand  its  freedom.” 

Polio  Vaccination  Lags — 

A letter  to  the  Nebraska  State  M!edical  As- 
sociation from  Mr.  Clinton  Belknap,  repre- 
senting the  National  Foundation  for  Infan- 
tile Paralysis,  refers  to  a survey  being  con- 
ducted by  the  State  Department  of  Public 
Instruction  to  ascertain  the  percentage  of 
students  in  our  high  schools  who  have  not 
had  any  Salk  vaccine.  It  is  a little  surpris- 
ing and  disturbing  to  find  that  about  fifty 
per  cent  of  the  students  in  98  schools  in 
48  counties  that  had  reported  up  to  May  14, 
had  had  no  Salk  vaccine. 

Part  of  this  failure  may  be  due  to  short- 
age of  vaccine,  but  it  seems  pretty  certain 
that  other  factors  are  acting  to  delay  this 
important  piece  of  public-health  activity.  It 
is  to  be  hoped  that  the  failure  can  not  be 
attributed  to  lack  of  enthusiasm  or  to  in- 
difference on  the  part  of  the  medical  pro- 
fession. 

Operation  Egg-Drop — 

There  are  islands  of  intense  activity  in 
the  medical  profession  aimed  at  inducing 
manufacturers  of  motor  cars  to  add  safety 
features,  features  which  will  not  reduce  the 
number  of  accidents  but  will  reduce  the  ex- 
tent and  seriousness  of  injuries  and  the  mor- 
tality resulting  therefrom.  One  of  these 
islands  of  activity  is  the  Colorado  State 
Medical  Society  where  Doctor  Horace  E. 
Campbell  seems  to  be  the  catalyzer. 

In  May,  five  fresh  hen-eggs  were  dropped 
115  feet  in  the  Rotunda  of  the  State  Capitol 
in  Denver,  onto  sheets  of  “Ensolite.”  One 
egg  broke  because  it  hit  the  border  between 
two  sheets.  The  others  bounced  30,  40,  60, 
and  96  inches.  One  yolk  was  broken.  The 


other  three  eggs  were  uninjured.  This  U.S. 
Rubber  product  was  only  1 y8  inches  thick. 
This  shows  that  proper  padding  in  proper 
places  in  a motor  car  could  similarly  protect 
the  human  skull. 

To  Reduce  the  Federal  Budget — 

From  “Secretary’s  Letter”  No.  403  we 
learn  that  on  May  21,  representatives  of  30 
of  the  nation’s  largest  trade  associations  at- 
tended an  “action-conference”  at  the  Drake 
Hotel,  Chicago,  to  protest  the  President’s 
71.8  billion  dollar  budget.  All  the  250  busi- 
ness and  professional  men  were  agreed  that 
the  budget  can,  and  must,  be  cut. 

Chairman  George  F.  Williamson’s  opening 
statement  included  the  following : 

“The  basic  purpose  of  the  conference  goes 
back  to  President  Eisenhower’s  statement 
that  the  way  to  reduce  federal  spending  is 
to  reduce  the  demand  by  taxpayers  for  addi- 
tional federal  services  and  additional  federal 
programs.  . .” 

The  following  significant  points  were 
taken  from  the  speech  by  Senator  Bridges : 

— “This  foreign  aid  is  mutual  aid  and  mu- 
tual aid  means  a two-way  street.” 

— “Defense  cuts  can  be  made  without  af- 
fecting research,  development,  or  pro- 
curement.” 

Senator  Byrd,  chairman  of  the  Senate  Fi- 
nance Committee,  told  the  conference : 

— “I  have  worked  on  25  budgets  while 
serving  in  the  Senate  and  the  ’58  budget 
is  the  most  dangerous  of  them  all.” 

— “You  can’t  stop  in  one  year  the  waste- 
ful fiscal  spending  that  has  been  going 
on  for  25  years.” 

— “American  free  enterprise  can  only 
survive  under  a solvent  federal  govern- 
ment and  we  are  at  the  crossroads  of 
solvency  today.” 

Human  Interest  Tales 

Dr.  Jack  V.  Scholz,  Omaha,  is  now  asso- 
ciated with  Dr.  R.  A.  Sitorius  of  Cozad. 

Dr.  Charles  Hranac,  Cozad,  has  been 
named  city  physician  for  the  coming  year. 

Dr.  N.  P.  McKee,  Atkinson,  entered  the 
Mhyo  Clinic,  in  May,  for  a rest  and  checkup. 
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Dr.  C.  W.  Guildner,  Hastings,  has  been 
appointed  city  physician  for  the  coming 
year. 

Dr.  F.  G.  Osberg,  formerly  of  Wausa,  Ne- 
braska, has  joined  Dr.  H.  S.  Andrews  of 
Minden. 

Dr.  Robert  Wallace,  formerly  of  O’Neill, 
has  joined  Drs.  J.  F.  Gardiner  and  Maurice 
Stone  in  Omaha. 

Dr.  F.  G.  Travnicek,  Crete,  was  the  guest 
speaker,  recently,  at  a regular  meeting  of  the 
Crete  Lion’s  Club. 

Dr.  Jack  Mackey,  Benkelman,  has  moved 
to  Sterling,  Colorado,  where  he  has  estab- 
lished a new  practice. 

Dr.  B.  R.  Farner,  Norfolk,  recently  de- 
livered his  4,000th  baby.  He  has  been  prac- 
ticing medicine  for  31  years. 

Drs.  Robert  H.  Gregg  and  Matilda  S.  Mc- 
Intire,  Omaha,  have  been  elected  to  the 
American  Academy  of  Pediatrics. 

Dr.  F.  L.  Simonds,  Omaha,  has  been  elect- 
ed governor  of  District  565  in  Nebraska  and 
Iowa,  for  the  Rotary  International. 

Mrs.  R.  R.  Brady,  Ainsworth,  is  the  new 
president  of  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association. 

Dr.  A.  D.  Brown,  Central  City,  was  ad- 
mitted to  a Grand  Island  hospital  in  May. 
He  is  reported  showing  improvement. 

Dr.  Gordon  Gibbs,  Omaha,  has  received 
a research  grant  of  $8,149  from  the  Nation- 
al Cystic  Fibrosis  Research  Foundation. 

Dr.  John  Posey,  Seward,  has  been  grant- 
ed a four-year  fellowship  with  the  Mayo 
Clinic,  where  he  will  specialize  in  surgery. 

Dr.  Robert  McShane,  who  formerly  prac- 
ticed at  Arnold,  has  located  in  Albion  where 
he  has  taken  over  the  practice  of  Dr.  Wm. 
Fitch. 

Dr.  William  D.  Eaton,  Omaha,  has  moved 
to  Hooper  to  take  over  the  medical  practice 
of  Dr.  A.  E.  Raitt  who  is  leaving  the  com- 
munity. 

Mrs.  George  Covey,  Lincoln,  has  been 
named  president-elect  of  the  Woman’s  Aux- 
iliary to  the  Nebraska  State  Medical  Asso- 
ciation for  1957-58. 

Dr.  J.  Dewey  Bisgard,  Omaha,  attended 
the  May  meeting  of  the  Association  for  Thor- 


acic Surgery  and  the  American  Surgical  As- 
sociation in  Chicago. 

Dr.  W.  J.  McMartin,  Omaha,  was  a guest 
speaker  at  the  convention  of  the  Licensed 
Practical  Nurses’  Association  of  Nebraska 
held  in  North  Platte,  in  May. 

Dr.  A.  W.  Anderson,  West  Point,  showed 
a film  on  the  care  of  polio  patients  at  the 
May  meeting  of  the  Cuming  County  nurses 
which  was  held  in  West  Point. 

Dr.  John  P.  Heinke,  Scottsbluff,  was  a 
guest  speaker  at  a postgraduate  course  on 
“Trauma”  given  at  the  University  of  Ne- 
braska College  of  Medicine,  in  May. 

Dr.  John  A.  Tamisiea,  Omaha,  has  been 
elected  president  of  the  Civilian  Aviation 
Medical  Association  of  America  at  the  as- 
sociation’s meeting  in  Denver,  in  May. 

Dr.  A.  J.  Offerman,  Omaha,  newly  elected 
president  of  Blue  Shield  Medical  Care  Plans 
of  America,  was  honored  at  a dinner  in 
Omaha,  in  May,  by  the  Directors  of  the  Ne- 
braska Blue  Shield  and  Blue  Cross. 


Announcements 

Urologic  Awards  for  Best  Essays — 

The  American  Urological  Association  of- 
fers an  annual  award  of  $1,000  for  essays 
on  the  result  of  some  clinical  or  laboratory 
research  in  urology.  Competition  limited  to 
urologists  who  have  been  graduated  not  more 
than  ten  years,  and  to  hospital  internes  and 
residents  doing  research  work  in  urology. 

For  full  particulars  write  Executive  Sec- 
retary William  P.  Didusch,  1120  North 
Charles  St.,  Baltimore,  Maryland. 

“Nation’s  Oldest  Essay  Contest” — 

The  Trustees  of  America’s  oldest  medical 
essay  competition,  the  Caleb  Fiske  Prize  of 
the  Rhode  Island  Medical  Society,  announces 
as  the  subject  of  this  year’s  dissertion  “Hor- 
monal Relationships  in  Breast  and  Prostatic 
Cancer — Their  Practical  Application.”  The 
dissertation  must  be  typewritten,  double 
spaced,  and  not  exceed  10,000  words.  A 
cash  prize  of  $350  is  offered. 

For  complete  information,  write  the  Sec- 
retary, Caleb  Fiske  Fund,  Rhode  Island  Med- 
ical Society,  106  Francis  Street,  Providence 
3,  Rhode  Island. 
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International  College  of  Surgeons  Announces 
Awards  in  Ob.  and  Gyn. — 

The  Division  of  Obstetrics  and  Gynecol- 
ogy of  the  United  States  Section,  Interna- 
tional College  of  Surgeons  announced  that 
two  awards  will  be  made  for  the  best  manu- 
scripts not  exceeding  5,000  words  submitted 
by  Dec.  1,  1957.  First  prize,  $500  and  sec- 
ond, $300.  Write  for  details  to  Dr.  Harvey 
A.  Gollin,  secretary  of  the  Committee  on 
Prizes,  55  East  Washington  Street,  Chica- 
go 2,  111. 

The  Woman's  Auxiliary 

To  the  Members  of  the  Woman’s  Auxiliary: 

Following  is  the  report  submitted  to  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association.  As  in  all  reports  it  cannot  ade- 
quately describe  the  fine  work  accomplished 
by  the  county  auxiliaries  during  the  year 
1956-1957.  The  reports  from  the  county 
presidents  were  excellent  and  indicated  ex- 
tended participation  in  the  Auxiliary’s  pro- 
gram. 

ANNUAL  REPORT  TO  THE  WOMAN’S 
AUXILIARY  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  adopted  the  theme 
of  the  national  Auxiliary  for  the  year, 
“Health  Is  Our  Greatest  Heritage.”  The 
members  of  the  executive  board  realized  that 
our  greatest  challenge  is  to  work  side  by 
side  with  the  medical  profession  in  maintain- 
ing a healthy  citizenry. 

Following  the  inspirational  message  of 
Mrs.  Frank  Gastienau,  the  national  repre- 
sentative at  the  annual  meeting  last  year, 
the  Auxiliary  has  endeavored  to  work  ac- 
tively for  the  American  Medical  Education 
Foundation,  and  to  increase  our  membership 
as  well  as  carry  on  many  other  activities  and 
projects. 

The  executive  board,  consisting  of  the 
elected  officers,  the  chairmen  of  committees, 
county  presidents,  district  councilors  and  di- 
rectors met  three  times  during  this  term  of 
office.  The  first  meeting  followed  the  an- 
nual meeting  at  which  time  the  president  of 
the  Nebraska  State  Medical  Association  ad- 
dressed the  group.  The  regular  fall  board 
meeting  was  held  in  September  at  which 
time  the  plan  of  work  was  presented.  The 


officers  and  chairmen  outlined  the  year’s 
suggested  activities  for  the  county  presi- 
dents. The  third  and  final  meeting  was 
held  before  the  annual  general  meeting  at 
convention.  The  reports  of  the  county  presi- 
dents, state  chairmen,  officers  and  council- 
ors were  presented. 

Material  from  the  national  office  was  dis- 
tributed at  the  fall  board  meeting  and  at  the 
annual  meeting.  The  following  pamphlets 
were  distributed.  “So  You’ve  Joined”  — 
“Partnership” — A.M.A.  Publications  “About 
Your  Health”  — “You  Are  Eligible”  — 
“Facts  You  Should  Know  About  Your  Medi- 
cal Schools”  — “Medical  Social  Work”  — 
“Medical  Technology”  — “Recruitment.” 
When  the  pamphlet  “Freedom  in  Medical 
Practice”  by  Dr.  Dwight  H.  Murray  was 
available  a copy  was  sent  to  each  county 
president. 

There  are  71  subscriptions  to  the  “ Bulle- 
tin. This  year  one  of  the  county  auxiliaries 
raised  the  membership  dues  and  included  in 
this  a subscription  to  the  Bulletin. 

Organization  in  Nebraska  is  slowly  in- 
creasing. There  are  580  members — fifteen 
organized  auxiliaries.  Two  new  auxiliaries 
were  organized  but  one  auxiliary  disbanded. 
Members-at-large  number  49.  A personal 
letter  was  mailed  to  each  potential  member- 
at-large  in  the  state,  by  the  chairman.  Mem- 
bership in  the  auxiliary  was  encouraged 
through  the  Newsletter  and  the  publicity 
page  in  the  Nebraska  State  Medical  Journal. 
There  are  two  county  auxiliaries  with  mem- 
berships over  100,  and  the  smallest  auxiliary 
has  a membership  of  8.  The  majority  of 
the  auxiliaries  meet  once  a month  and  at  the 
same  time  as  the  local  medical  society. 

Education  has  been  highlighted  in  the  pro- 
grams as  revealed  in  the  county  reports. 
Some  of  the  interesting  topics  have  been: 
“Legislation  Pertinent  to  the  Medical  Pro- 
fession” — “Home  Preparation  — Civil 
Defense”  — “Mental  Health  and  the  Adoles- 
cent” — “Camping  for  the  Diabetic  Child” 
— “Your  Community  Services.” 

The  statement  of  Mr.  Leo  Brown,  director, 
Department  of  Public  Relations,  A.M.A., 
“Perform  a service  and  good  public  relations 
will  follow  naturally,”  seemed  to  be  the 
feeling  of  the  members  of  our  auxiliaries. 
Community  services  and  philanthropic  work 
are  good  public  relations  and  cannot  be  re- 
ported without  interlocking.  Many  coun- 
ties have  reported  such  services  as  these : 
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Helping  the  medical  society  with  the  cele- 
bration and  observation  of  Medical  Edu- 
cation Week 

Hostess  to  visiting  doctors  and  wives  at 
a Regional  Heart  Conference 

Assisting  in  the  Tuberculosis  Booth  at  the 
county  fair 

Sponsoring  a diabetic  child  at  the  Floyd 
Rogers  Camp  for  Diabetic  Children  and 
encouraging  the  extension  clubs  in  the 
county  to  send  a child  to  the  camp 

Serving  as  advisors  for  the  Y-Teens  and 
other  high  school  activities 

Visiting  the  home  for  mentally  retarded 
children,  writing  letters  and  cards,  read- 
ing stories  and  distributing  gifts 

Serving  as  Den  mothers  and  scout  leaders 

4-H  leaders 

Helping  with  the  Red  Cross  Bloodmobile 

Serving  in  the  hospital  auxiliaries 

Heart  Fund  Drive 

Polio  Drive 

Cancer 

Collecting  60  dolls  for  the  Family  Service 

Serving  on  the  board  of  directors  for  the 
Y.W.C.A.  and  P.T.A. 

Two  members  who  are  registered  nurses 
take  part  in  all  public  health  projects 
in  the  schools  in  the  city 

One  member  is  president  of  a local  school 
board 

The  State  Auxiliary  was  represented  at 
the  Governor’s  Fourth  Annual  Conference  on 
Education,  the  Governor’s  Third  Annual 
Conference  on  Youth,  the  Nebraska  Wom- 
en’s Civil  Defense  Advisory  Committee,  and 
the  Council  of  State  Women’s  Organizations. 

Outstanding  in  public  relations  has  been 
the  participation  of  one  county  auxiliary  in 
the  Inter-club  Council  and  the  United  Com- 
munity Services.  The  delegate  to  the  Inter- 
club Council  arranged  a program  tea  for  the 
presidents  and  the  delegates  of  the  Council 
observing  American  Medical  Education 
Week.  A doctor  presented  the  program. 

In  the  United  Community  Services  six 
delegates  have  been  appointed  to  represent 
the  auxiliary  in  the  three  divisions:  Health 


Council,  Family  and  Children’s  Division, 
and  the  Group  Work  and  Recreation  Divi- 
sion. The  delegates  have  been  active  mem- 
bers in  the  divisions,  serving  as  chairmen  of 
committees,  etc.  At  the  last  meeting  of  the 
auxiliary  the  delegates  presented  the  pro- 
gram of  the  United  Community  Services,  in- 
forming the  members  of  the  work  of  each 
division. 

Acting  upon  the  recommendation  of  the 
national  auxiliary,  the  executive  board 
changed  the  name  of  the  Nurse  Recruitment 
committee  to  Recruitment.  This  was 
stressed  by  the  state  chairman  but  very  little 
was  accomplished  in  general  recruitment  on 
the  local  level.  Nurse  Recruitment  remains 
of  utmost  importance  to  some  of  our  aux- 
iliaries. One  auxiliary  devotes  all  of  its  time 
and  effort  to  the  student  nurses  and  to  nurse 
recruitment.  This  spring  the  members  en- 
tertained the  Junior  and  Senior  High  School 
girls  from  out  of  town  who  were  invited  by 
the  hospital  to  spend  a week  with  the  stu- 
dent nurses.  They  also  decorated  and  fur- 
nished a room  at  the  hospital  for  a student 
nurses’  lounge,  as  well  as  collected  furnish- 
ings for  the  nurses’  home.  This  auxiliary 
has  $5665.00  in  a loan  fund  with  one  out- 
standing loan  of  $100.00. 

There  are  six  Future  Nurses’  Clubs  in  the 
state.  The  auxiliaries  have  been  encouraged 
to  form  Career  Clubs  in  the  schools.  Eight 
of  the  auxiliaries  reported  using  the  Health 
Careers  Guidebook  and  distributed  brochures 
and  other  material  on  health  careers.  Films 
have  been  shown.  The  Future  Nurses’  Clubs 
have  included  the  other  health  careers  in 
their  programs  and  all  material  received  by 
the  state  chairman  from  the  national  office 
has  been  sent  on  to  the  clubs.  One  group 
had  six  girls  donate  nearly  30  hours  each  to 
the  local  hospital  as  volunteer  aides.  An- 
other auxiliary  had  a recruitment  tea  for 
the  high  school  students  in  the  county. 

Interest  in  Mental  Health  has  been  moti- 
vated by  the  remarkable  work  done  by  the 
Nebraska  Psychiatric  Institute.  In  the  area 
of  our  state  mental  institutions,  four  county 
auxiliaries  presented  programs  on  some 
phase  of  Mental  Health.  Slides  were  shown 
on  the  improvement  and  care  given  at  one  of 
the  state  hospitals.  One  of  the  auxiliaries 
met  at  the  state  hospital  and  a musical  pro- 
gram was  presented  by  patients  in  the  music 
department  of  the  hospital.  A talk  on  Rural 
Health  was  presented  to  one  of  the  auxili- 
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aries  by  a member  of  the  staff  of  the  Psy- 
chiatric Institute. 

The  state  Civil  Defense  chairman  and  the 
president  have  been  members  of  the  Doug- 
las County  and  the  Nebraska  Women’s  Ad- 
visory Committees.  Information  on  Civil 
Defense  was  sent  to  the  county  auxiliaries 
during  the  year.  The  Federal  Civil  Defense 
reprint,  ‘‘Suppose  Your  House  Goes  Dead” 
was  mailed  to  each  auxiliary  plus  three  oth- 
er letters  during  the  year.  One  of  the  coun- 
ty auxiliaries  has  decided  to  work  and  sup- 
port the  Ground  Observer  Corps.  Several 
members  have  first  aid  certificates,  others 
have  taken  the  course  in  Home  Nursing. 

Although  Safety  is  a new  chairmanship 
on  the  state  level  this  year,  several  of  our 
auxiliaries  have  always  been  interested  in 
Safety.  A program,  “Safety  on  the  High- 
ways” was  presented  by  one  auxiliary.  Two 
of  the  auxiliaries  are  extremely  interested 
in  “GEMS.”  One  county  cooperated  with 
the  Y.W.C.A.  in  presenting  the  course.  There 
were  fifty-nine  girls  who  finished  the  course. 
One  of  our  members  has  taught  three  eight- 
week  courses.  There  were  sixty-five  who 
received  certificates.  She  also  presented  a 
radio  program  in  which  two  members  of  the 
class  participated.  Another  auxiliary  had 
an  interesting  program  on  “What  Can  Be 
Done  in  Student  and  Adult  Traffic  Educa- 
tion.” 

Legislation  has  been  of  concern  to  us  this 
year.  The  state  chairman,  in  July  1956,  sent 
telegrams  to  Senator  Hruska  and  Senator 
Curtis  urging  their  continued  opposition  to 
the  disability  benefit  section  of  H.R.  7225. 
After  the  bill  passed  in  the  House  of  Repre- 
sentatives, a telegram  was  sent  to  President 
Eisenhower  urging  his  veto.  The  key  wom- 
an on  legislation  for  the  state  has  been  ap- 
pointed and  has  appeared  before  one  aux- 
iliary meeting  urging  the  members  to  write 
the  members  of  the  Ways  and  Means  Com- 
mittee to  pass  the  Jenkins-Keogh  Bill  out  of 
committee  and  recommend  its  enactment. 
Each  county  president  is  being  contacted  by 
the  state  legislative  chairman  in  regard  to 
this  bill.  The  pamphlet  published  by  the 
American  Thrift  Assembly  on  the  Jenkins- 
Keogh  Bill  was  distributed  at  the  annual 
meeting  and  will  also  be  mailed  to  the  coun- 
ty auxiliaries.  One  of  the  auxiliaries  sup- 
ported a bill  in  the  state  legislature  which 
proposes  an  amendment  to  the  state  con- 
stitution providing  for  the  establishment  of 
separate  juvenile  courts. 


The  Newsletter,  a mimeographed  letter, 
is  sent  to  the  wife  of  every  physician  in  Ne- 
braska. The  entire  cost  of  the  letter  is  fi- 
nanced by  the  Nebraska  State  Medical  Asso- 
ciation. There  are  at  least  four  letters  a 
year.  There  are  approximately  1200  letters 
in  each  mailing.  The  Nebraska  State  Medi- 
cal Association  is  also  very  generous  with 
publicity  in  its  Journal.  The  auxiliary  is 
allowed  to  have  as  much  space  as  needed. 
The  state  publicity  chairman  keeps  a publi- 
city book. 

The  History  is  compiled  by  the  state  his- 
torian at  the  close  of  the  administration. 
All  records  and  reports  from  the  county 
presidents,  the  state  and  national  chairmen, 
etc.,  are  filed  in  the  president’s  file  which 
is  kept  at  the  home  of  the  president.  Each 
state  chairman  has  been  encouraged  to  main- 
tain a file  of  activities  and  records  to  pass 
on  to  her  successor.  A Directory  is  printed 
by  the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Asociation.  Only  one  county 
auxiliary  publishes  a year  book. 

Although  the  state  did  not  sponsor  an  es- 
say contest,  one  of  the  counties  sponsored  a 
contest  and  entered  two  essays  in  the  Nation- 
al Association  of  American  Physicians’  and 
Surgeons’  Freedom  Programs,  Inc.  Contest. 
Another  auxiliary  distributed  essay  material 
to  the  high  school  English  teachers  for  class 
use. 

The  Floyd  Rogers  Camp  for  Diabetic 
Children  received  contributions  from  five 
of  our  auxiliaries.  Besides  the  scholarships 
and  loans  for  nurses,  donations  to  A.M.E.F., 
contributions  were  also  made  to  the  Recrea- 
tion Fund  of  a state  hospital,  the  home  for 
Mentally  Retarded  Children,  the  United 
Community  Services,  the  Inter-club  Council 
project  and  the  many  health  organization 
drives. 

Each  year  more  of  the  county  auxiliaries 
are  contributing  to  the  A.M.E.F.  The  state 
chairman  has  endeavored  to  educate  the 
auxiliaries  to  the  great  need.  Two  of  the 
projects  to  raise  money  for  A.M.E.F.  have 
been  a coffee  party  and  benefit  luncheons. 
The  largest  contribution  came  from  the  pro- 
ceeds of  a style  show.  The  use  of  the  Me- 
morial cards  is  increasing  and  outright 
contributions  from  the  auxiliary  treasury 
have  increased.  The  total  contribution  for 
the  state  as  of  May  15,  1957,  is  $2,098.19. 

Today’s  Health  promotion  continues  to  be 
one  of  keen  interest  in  several  of  our  aux- 
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iliaries.  Two  of  the  auxiliaries  have  re- 
ceived national  recognition  in  the  1957  Mbre 
Exclusive  Club.  Gift  subscriptions  were  giv- 
en to  hospitals,  public  and  parochial  schools, 
libraries,  dental  offices,  physicians’  offices, 
Y.W.C.A.,  P.T.A.,  and  beauty  shops.  Ac- 
cording to  the  national  office  the  number  of 
subscriptions  credited  to  Nebraska  is  as  fol- 
lows : 266 — 1 year ; 36 — 2 year ; 16 — 3 year ; 
14 — 4 year;  20  single  copies  and  1,197 — 8 
months. 

I want  to  express  my  appreciation  to  the 
national  officers  and  chairmen  who  have 
given  me  so  much  help.  The  opportunity  to 
attend  the  conferences  in  Chicago  as  presi- 
dent-elect and  as  president  was  most  valu- 
able. 

Mrs.  George  E.  Robertson 


Know  Your 
Blue  Shield  Plan 


BLUE  SHIELD  — “THE 
DOCTORS’  PLAN” 

Blue  Shield  was  initiated  by  organized 
medicine,  it  is  approved  by  the  county  and 
state  societies,  and  its  medical  policies  are 
determined  by  medical  men.  Hence,  Blue 
Shield  is  often  called  the  “doctors’  plan.” 

From  a public  relations  standpoint,  this 
has  subtle  dangers  as  well  as  obvious  ad- 
vantages. For,  while  most  people  will  have 
implicit  confidence  in  a health  insurance 
program  approved  by  the  medical  profes- 
sion, there  is  always  the  possibility  that 
some  may  think  the  “doctors’  plan”  is  de- 
signed primarily  to  benefit  the  doctor,  rath- 
er than  the  patient. 

Much  depends  on  the  attitude  of  the  in- 
dividual physician  toward  his  local  plan.  If 
the  doctor  fails  to  acknowledge  Blue  Shield 
as  his  own,  if  he  declines  to  accept  the  re- 
sponsibilities of  a participating  physician,  or 
if  he  uses  the  Blue  Shield  payment  merely 
as  a platform  upon  which  to  charge  a higher 
fee,  then  he  should  not  be  surprised  if  some 
of  his  friends  conclude  that  Blue  Shield  is 
operated  largely  for  the  doctor’s  benefit. 

But  if  the  physician  looks  upon  himself 
not  as  the  owner  but  as  the  trustee  of  Blue 
Shield,  if  he  speaks  well  of  the  plan,  if  he 
tries  to  help  his  patients  understand  the  plan 
and  use  it  intelligently,  then  the  patient  will 


identify  Blue  Shield  with  the  idealistic  tra- 
ditions and  purposes  of  medicine. 

Blue  Shield  is  the  “doctors’  plan,”  not  in 
the  sense  that  the  doctor  owns  it,  but  be- 
cause he  has  organized  it  to  help  him  serve 
his  patients  more  satisfactorily.  It  is  the 
“doctors’  plan”  because  the  doctor  is  respon- 
sible for  it,  and  because  Blue  Shield  is  an  im- 
pressive proof  of  the  doctors’  concern  for  the 
welfare  of  the  people. 

Blue  Shield  now  serves  the  vital  needs  of 
more  than  37  million  Americans.  Thirty- 
seven  million  Americans  can’t  be  wrong,  and 
their  support  of  this  program  represents  a 
tremendous  popular  vote  of  confidence  in  the 
medical  profession.  In  a sense,  Blue  Shield 
is  a bond  of  mutual  benefit  between  the  pro- 
fession and  the  people. 

Your  Blue  Shield  Plan  may  not  be  all 
that  you  would  like  it  to  be,  but  it  is  yours 
— to  strengthen  and  improve.  It  is  the  med- 
ical profession’s  best  answer — so  far — to  the 
challenge  confronting  the  profession,  to 
prove  that  we  can  solve  our  own  problems 
by  voluntary  cooperation  with  industry,  la- 
bor and  the  public.  What  Blue  Shield  may 
become  is  largely  up  to  you! 

BLUE  SHIELD  AND  THE  ECONOMICS 
OF  MEDICINE 

Why  should  any  doctor  take  a special  in- 
terest in  his  Blue  Shield  Plan? 

For  one  thing,  the  physician  has  a vital 
professional  stake  in  the  success  of  his  own 
medical  pre-payment  Plan.  This  Plan  dem- 
onstrates the  doctor’s  determination  to  solve 
the  basic  problems  of  medical  economics  on 
terms  that  will  assure  him  a continuing  op- 
portunity to  give  his  patients  the  best  care 
he  is  capable  of  rendering. 

Secondly,  the  Blue  Shield  Plan  is  account- 
ing for  an  ever  larger  part  of  the  doctor’s 
income.  He  will  want  to  make  sure  that 
Blue  Shield  provides  him  with  reasonable 
payments  for  the  services  that  Blue  Shield 
promises  to  pay  for. 

Thirdly  — and  perhaps  most  important  — 
only  through  Blue  Shield  can  the  medical 
profession  continue  to  control  the  economy 
of  medical  practice. 

Blue  Shield  pioneered  the  development  of 
prepaid  medical  care.  And,  while  many 
other  agencies  are  now  providing  cash  bene- 
fits for  medical  services  on  an  expanding 
(Continued  on  page  375) 
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Pictures  from 

Eighty-ninth  Annual  Session 
NEBRASKA  STATE  MEDICAL 
ASSOCAITION 


1.  President  Elect  Fay  Smith,  Nebraska  State  Medical  Association 

2.  President  Dwight  H.  Murray,  American  Medical  Association. 

3.  Past  President  Woodward  and  President  Best,  N.S.M.A. 

4.  Delegate  Leininger  and  President  Elect  Smith 

5.  Governor  Victor  Anderson  with  Doctors  Best  and  Murray 

6.  President  Murray  with  Doctor  J.  McCarthy  and  Mr.  H.  E.  Cartwright 

7.  Doctors  Murray,  Hohlen,  and  Alcorn 
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weaker  of  the  House,  Fritz  Teal,  and  Mrs.  Ruth  Murphy; 
ouse  of  Delegates  in  session;  10.  Recipients  of  the  “50-Year 
’ Doctors  R.  B.  Adams,  R.  D.  Bryson,  J.  M.  Woodard,  M.  J. 
pll,  H.  R.  Brown,  F.  T.  Wright,  H.  S.  Reed,  C.  G.  McMahon, 
Rudolph  Decker;  11.  “50-Year  Pin”  group  with  their  wives, 
mquet;  12.  Board  of  Councilors  in  session;  13.  Doctors  Glen 
rs,  L.  S.  McNeill,  Wm.  Wright,  and  Fay  Smith;  14.  Past- 


Presidents’  Breakfast:  K.  S.  J.  Hohlen,  Homer  Davis,  William 
Wright,  G.  E.  Charlton,  Mack  Woodward,  George  Covey,  Earl 
Leininger,  Joseph  McCarthy;  15.  “Bloody  Joe”  being  demon- 
strated by  Dr.  Arnold  Lempka,  General  Session;  16  and  17.  The 
“Head  Table”  at  banquet;  18.  Cocktail  Hour;  19.  Some  of  the 
banqueters;  20.  The  Registration  Desk;  21,  22,  23.  Viewing 
the  exhibits. 


Nebraska  State  Medical  Association 

PROCEEDINGS  OF  THE  BOARD 
OF  COUNCILORS 

May  14,  1957 

The  first  meeting-  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  W.  C.  Kenner,  Chairman,  at 
5 o’clock  in  Parlors  B-C,  Hotel  Paxton,  Omaha. 

The  following  members  were  present:  Drs.  Paul 

S.  Read,  W.  C.  Kenner,  Harvey  Runty,  Walter  Ben- 
thack,  E.  E.  Koebbe,  B.  N.  Greenberg,  Wilbur  E. 
Johnson,  B.  R.  Bancroft,  F.  M.  Karrer,  H.  L.  Clarke, 

R.  J.  Morgan,  J.  M.  Woodward,  Immediate  Past 
President,  and  R.  Russell  Best,  President. 

Also  present  were  Drs.  R.  B.  Adams,  Wm.  E. 
Wright,  James  F.  Kelly,  Sr.,  G.  E.  Peters,  Earl  F. 
Leininger,  and  Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  Wilbur  Johnson  that 
the  minutes  of  the  previous  meeting  be  adopted  as 
published  in  the  April  1957  issue  of  the  Journal. 
The  motion  was  seconded  by  Dr.  Walter  Benthack 
and  carried* 

Nominations  were  called  for  1 member  of  the 
Board  of  Trustees,  the  term  of  Dr.  J.  E.  M.  Thom- 
son expiring  in  1957. 

The  names  of  Drs.  M.  E.  Grier  and  Harold 

S.  Morgan  were  placed  in  nomination. 

A motion  was  made  by  Dr.  Johnson  that  the  nom- 
inations be  closed.  The  motion  was  seconded  by  Dr. 
Bancroft  and  carried. 

Dr.  Kenner  appointed  Drs.  Harvey  Runty  and 
F.  M.  Karrer  as  tellers  to  count  the  ballots. 

A tally  of  the  ballots  showed  Dr.  M.  E.  Grier  as 
receiving  a majority  of  votes,  and  he  was  declared 
elected. 

The  next  order  of  business  was  the  election  of 
one  member  of  the  Medicolegal  Advice  Committee, 
the  term  of  Dr.  J.  P.  Gilligan  expiring  in  1957. 

Dr.  Gilligan  was  nominated  to  succeed  himself 
and  a motion  was  made  by  Dr.  B.  R.  Bancroft  that 
the  nominations  be  closed  and  Dr.  Gilligan  be  de- 
clared the  unanimous  choice  of  the  Board  of  Coun- 
cilors as  a member  of  the  Medicolegal  Advice  Com- 
mittee. The  motion  was  seconded  by  Dr.  Benthack 
and  carried. 

Dr.  Kenner  stated  that  the  term  of  Dr.  G.  E. 
Charlton  expired  in  1957  as  a member  of  the  Council 
on  Professional  Ethics  and  that  nominations  were 
in  order  for  this  office. 

Mr.  Smith  asked  for  permission  of  the  floor  and 
stated  that  Dr.  Charlton  had  told  him  today  he  was 
writing  him  a letter  tendering  his  resignation  as  a 
member  of  this  committee;  that  he  did  not  want  to 
be  reelected. 

The  name  of  Dr.  G.  E.  Peters,  Randolph,  was 
placed  in  nomination,  and  a motion  was  made  by 
Dr.  Paul  Read  that  the  nominations  be  closed  and 
the  secretary  be  instructed  to  cast  the  unanimous 
ballot  of  the  Board  of  Councilors  for  Dr.  Peters 
as  a member  of  the  Council  on  Professional  Ethics. 
The  motion  was  seconded  by  Dr.  Benthack  and 
carried. 


Dr.  Kenner  stated  the  next  order  of  business  was 
the  election  of  the  Secretary-Treasurer  as  the  term 
of  Dr.  R.  B.  Adams  expired  in  1957. 

Dr.  Adams  asked  for  permission  of  the  floor 
and  stated  that  he  was  not  seeking  reelection  and 
would  leave  the  room  in  order  that  discussion  could 
be  had. 

Dr.  R.  B.  Adams  was  nominated  to  succeed  him- 
self as  Secretary-Treasurer,  and  a motion  was  made 
by  Dr.  Paul  Read  that  the  nominations  be  closed  and 
the  unanimous  ballot  of  the  Board  of  Councilors  be 
cast  for  Dr.  Adams  as  Secretary-Treasurer.  The 
motion  was  seconded  by  Dr.  Harvey  Runty  and  the 
motion  carried. 

Letters  were  presented  which  recommended  Life 
Memberships  for  the  following  physicians: 

E.  A.  Harvey,  M.D.,  New  Plymouth,  Idaho  (for- 
merly Ogallala),  Garden-Keith-Perkins  Coun- 
ty 

M.  J.  Powell,  M.D.,  Fairbury,  Jefferson  County 

May  L.  Flanagan,  M.D.,  Lincoln,  Lancaster 
County 

C.  J.  Verges,  M.D.,  Norfolk,  Madison  Six  Coun- 
ty 

Thomas  D.  Boler,  M.D.,  Omaha,  Omaha-Douglas 
County 

R.  T.  Jones,  M.D.,  McCook,  Southwest  Nebr. 
County 

A motion  was  made  and  seconded  that  these  physi- 
cians be  recommended  to  the  House  of  Delegates  for 
Life  Memberships.  The  motion  carried. 

A motion  was  made  and  seconded  to  adjourn.  The 
motion  carried. 

May  15,  1957 

The  second  session  of  the  Board  of  Councilors 
was  called  to  order  by  Dr.  W.  C.  Kenner,  Chairman, 
in  Parlors  B-C,  Hotel  Paxton,  Omaha,  immediately 
after  adjournment  of  the  House  of  Delegates. 

The  following  members  were  present:  Drs.  Paul 
Read,  W.  C.  Kenner,  Harvey  Runty,  Walter  Ben- 
thack, E.  E.  Koebbe,  B.  N.  Greenberg,  F.  A.  Mount- 
ford,  Wilbur  E.  Johnson,  B.  R.  Bancroft,  R.  J.  Mor- 
gan, and  Fritz  Teal. 

Also  present  were  Drs.  R.  B.  Adams,  Wm.  E. 
Wright,  K.  S.  J.  Hohlen,  and  Mr.  M.  C.  Smith. 

The  minutes  of  the  first  session  were  approved 
as  read  by  Dr.  Kenner. 

Dr.  K.  S.  J.  Hohlen  was  granted  permission  of 
the  floor  and  presented  a problem  which  the  Coun- 
cil on  Professional  Ethics  had  not  been  able  to  re- 
solve because  of  the  failure  of  the  physician  to 
answer  letters  of  inquiry  relative  to  the  complaint 
filed  against  him.  It  was  decided  that  possibly  the 
Councilor  in  that  area  might  be  able  to  make  con- 
tact with  the  offending  doctor. 

A motion  was  made  that  the  Councilor  call  the 
physician  and  ask  him  to  either  come  in  and  have 
an  inteiview  with  the  Board  of  Councilors  or  give 
some  satisfactory  explanation  over  the  telephone  as 
to  why  he  had  not  answered  Dr.  Hohlen’s  letter. 
The  motion  was  seconded  and  carried. 

Dr.  B.  R.  Bancroft  read  the  paper  which  had 
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been  presented  to  the  House  of  Delegates  by  Dr. 
Frank  Coleman,  a member  of  the  A.M.A.  Committee 
on  Legislation. 

A motion  was  made  by  Dr.  Paul  Read  that  we 
recommend  that  the  incoming  president,  Dr.  R. 
Russell  Best,  appoint  an  interim  committee  to  con- 
sider medical  legislation  to  serve  until  such  time  as 
it  can  be  made  a standing  committee,  and  that  we 
recommend  to  the  House  of  Delegates  that  a stand- 
ing committee  be  formed,  the  title  for  the  com- 
mittee to  be  carefully  considered  in  light  of  past 
service  we  have  had  regarding  possible  liability  for 
income  tax.  The  motion  was  seconded  by  Dr.  R.  J. 
Morgan  and  carried. 

A motion  was  made  to  adjourn  which  was  sec- 
onded and  carried. 

May  16,  1957 

The  third  session  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  W.  C.  Kenner,  Chairman,  in 
Farlors  B-C,  Hotel  Paxton,  Omaha,  immediately 
following  adjournment  of  the  House  of  Delegates. 

The  following  members  were  present:  Drs.  Paul 

Read,  W.  C.  Kenner,  Harvey  Runty,  Walter  Ben- 
thack,  E.  E.  Koebbe,  F.  A.  Mountford,  Wilbur  E. 
Johnson,  H.  L.  Clarke,  R.  J.  Morgan,  Fay  Smith, 
President-Elect,  R.  Russell  Best,  President,  and  Fritz 
Teal,  Speaker,  House  of  Delegates. 

Also  present  were  Drs.  R.  B.  Adams,  Wm.  E. 
Wright,  G.  E.  Peters,  A.  A.  Ashby,  and  Mr.  M.  C. 
Smith. 

The  minutes  of  the  second  session  were  approved 
as  read. 

The  Councilor  made  a report  relative  to  the  mat- 
ter referred  to  the  Board  of  Councilors  by  Dr.  K. 
S.  J.  Hohlen.  He  stated  he  would  dictate  a sum- 
mary of  his  remarks  to  the  secretary  which  could 
be  sent  to  Dr.  Hohlen. 

A motion  was  made  that  we  recommend  to  the 
Council  on  Professional  Ethics  that  this  claim  be 
answered  in  view  of  these  facts,  and  that  there  be 
no  complaint  or  penalty  to  the  doctor.  The  motion 
was  seconded  and  carried. 

Dr.  Fay  Smith  was  given  permission  of  the  floor 
and  presented  his  resignation  as  a member  of  the 
Board  of  Trustees. 

A motion  was  made  by  Dr.  E.  E.  Koebbe  and 
seconded  by  Dr.  Paul  Read  that  Dr.  Smith’s  resig- 
nation be  accepted.  The  motion  carried. 

The  names  of  Drs.  C.  N.  Sorensen,  Scottsbluff; 
J.  M.  Woodward,  Lincoln;  and  Robert  Harry,  York, 
were  placed  in  nomination  for  this  office. 

A motion  was  made  that  the  nominations  be 
closed.  The  motion  was  seconded  and  carried. 

Dr.  Kenner  appointed  Drs.  E.  E.  Koebbe  and  Paul 
Read  as  tellers.  A count  of  the  ballots  showed  Dr. 
C.  N.  Sorensen  as  receiving  the  majority  of  votes, 
and  he  was  declared  elected  as  a member  of  the 
Board  of  Trustees  to  fill  the  unexpired  term  of  Dr. 
Fay  Smith. 

A motion  was  made  and  seconded  to  adjourn.  The 
motion  carried. 


PROCEEDINGS  OF  THE  HOUSE 
OF  DELEGATES 

May  14,  1957 

The  first  session  of  the  House  of  Delegates  was 
held  in  Parlors  B-C,  Hotel  Paxton,  Omaha.  Roll 
call  showed  37  members  present. 

The  meeting  was  called  to  order  by  Dr.  Fritz  Teal, 
Speaker  of  the  House  of  Delegates,  at  8 a.m. 

The  report  of  the  Credentials  Committee  was 
called  for  and  Dr.  R.  B.  Adams  read  the  follow- 
ing report: 

To:  The  House  of  Delegates, 

Nebraska  State  Medical  Association 

The  Credentials  Committee  met  and  exam- 
ined the  credentials  as  sent  in  by  the  county 
medical  societies  and  recommends  to  the  House 
of  Delegates  that  the  list  made  from  the  cre- 
dentials be  accepted  as  the  official  roll  call 
of  the  House  of  Delegates  for  the  1957  Annual 
Session. 

R.  B.  Adams 
E.  E.  Koebbe 
J.  McGreer 

A motion  was  made  and  seconded  that  the  report 
of  the  Credentials  Committee  be  accepted.  The 
motion  carried. 

A motion  was  made  and  seconded  that  the  min- 
utes of  the  Interim  Session  of  February  17,  1957, 
be  accepted  as  published  in  the  April  1957  issue 
of  The  Nebraska  State  Medical  Journal.  The  mo- 
tion carried. 

A recess  was  called  by  the  chair  for  the  selection 
of  a Nominating  Committee. 

The  House  was  again  called  to  order  and  the 
following  names  were  presented  for  members  of  the 
Nominating  Committee: 

1st  District — W.  D.  Wright,  Omaha 

2nd  District — R.  R.  Andersen,  Nehawka 

3rd  District — C.  R.  Brott,  Beatrice 

4th  District — L.  T.  Gathman,  South  Sioux  City 

5th  District — L.  Morrow,  Tekamah 

6th  District — 0.  M.  Troester,  Hampton 

7th  District — A.  A.  Ashby,  Geneva 

8th  District — 

9th  District — Theo.  Koefoot,  Broken  Bow 
10th  District — L.  S.  McNeill,  Campbell 
11th  District — 

12th  District — W.  L.  Howell,  Hyannis 

The  chair  announced  he  would  appoint  Dr.  L.  S. 
McNeill  as  temporary  chairman  of  the  Nominating 
Committee,  and  after  their  first  meeting  they  could 
elect  their  own  chairman. 

Dr.  Teal  stated  the  following  reference  commit- 
tees would  serve  during  the  Annual  Session: 

Reference  Committee  No.  1 — Officers: 

W.  G.  Bosley,  M.D.,  Chairman,  Grand  Island 

J.  R.  Schenken,  M.D.,  Omaha 

K.  T.  McGinnis,  M.D.,  Lincoln 
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Reference  Committee  No.  2 — Council: 

Otis  W.  Miller,  M.D.,  Chairman,  Ord 
L.  S.  McNeill,  M.D.,  Franklin 
John  Brush,  M.D.,  Omaha 

Reference  Committee  No.  3 — Constitution  and 
By-Laws : 

R.  S.  Wycoff,  M.D.,  Chairman,  Lexington 
Theo.  Koefoot,  Jr.,  Broken  Bow 
A.  E.  Freed,  M.D.,  Omaha 

Reference  Committee  No.  4 — Voluntary  Prepay- 
ment: 

John  T.  McGreer,  Jr.,  M.D.,  Chairman,  Lincoln 
R.  C.  Reeder,  M.D.,  Fremont 
H.  S.  Eklund,  M.D.,  Osceola 

Reference  Committee  No.  5 — Planning: 

D.  J.  Bucholz,  M.D.,  Chairman,  Omaha 
L.  Morrow,  M.D.,  Tekamah 

R.  E.  Harry,  M.D.,  York 

Reference  Committee  No.  6 — Public  Health: 

W.  D.  Wright,  M.D.,  Chairman,  Omaha 

E.  E.  Koebbe,  M.D.,  Columbus 
0.  M.  Troester,  M.D.,  Hampton 

Reference  Committee  No.  7 — Miscellaneous: 

W.  Ray  Hill,  M.D.,  Chairman,  Seward 
L.  G.  Bunting,  M.D.,  Hebron 
Geo.  L.  John,  M.D.,  Schuyler 

Reports  of  reference  committees  were  called  for 
and  Dr.  R.  S.  Wycoff,  Chairman,  Reference  Com- 
mittee No,  3 — Constitution  and  By-Laws,  made  the 
following  report: 

ITEM  1 

At  the  1956  Annual  Session  the  House  of 
Delegates  voted  to  change  the  name  of  the  Com- 
mittee on  Mental  Hygiene,  Paragraph  G,  on 
page  50,  to  the  Committee  on  Psychiatry.  This 
was  ordered  as  being  more  in  accord  in  modem 
thought  and  teaching. 

For  this  reason  we  propose  that  on  page  50, 
under  Section  III,  Item  G,  the  name  of  the 
Committee  on  Mental  Hygiene  be  changed  to 
Committee  on  Psychiatry. 

Mr.  Speaker,  I move  the  adoption  of  this  change. 
The  motion  was  seconded  and  carried. 

ITEM  2 

Another  problem  is  one  that  has  been  raised 
in  varying  wTays  over  a period  of  years,  and 
concerns  the  status  of  a man  who  is  appointed 
to  fill  an  unexpired  term  on  a standing  com- 
mittee when  the  number  of  terms  that  any  one 
person  may  hold  in  that  office  is  limited  by 
the  Constitution  and/or  By-Laws.  It  is  the 
opinion  of  the  committee  that  under  such  cir- 
cumstances members  of  a committee  who  are 
appointed  to  fill  out  an  unexpired  term  should 
be  eligible  for  election  or  reappointment  for  the 
number  of  full  terms  as  designated  in  the  Con- 
stitution and/ or  By-Laws  for  regularly  ap- 
pointed members  of  such  committee. 

For  this  reason  we  wish  to  propose  the  addi- 
tion of  a third  paragraph  to  Section  I,  of  Chap- 
ter XII,  on  page  43  of  the  By-Laws  as  fol- 
lows: “Whenever  a physician  is  appointed  to 


fill  a vacancy  as  a member  of  the  Board  of 
Councilors,  or  on  a committee  in  which  the 
number  of  terms  any  person  may  serve  is 
limited  by  the  Constitution  and/or  By-Laws, 
that  term  shall  not  count  as  a regular  term 
and  such  member  shall  be  eligible  for  considera- 
tion for  reappointment  or  election  for  the 
designated  number  of  full  terms.” 

Mr.  Speaker,  I move  the  adoption  of  this  change. 

The  motion  was  seconded  and  carried. 

ITEM  3 

In  Chapter  VII  of  the  By-Laws,  Section  8, 
page  27,  provision  is  made  for  the  impeach- 
ment and  removal  from  office  of  an  officer  of 
the  Association  by  a two-thirds  vote  of  the 
members  of  the  House  of  Delegates.  This  raises 
again  the  same  question  that  was  asked  at  the 
last  Annual  Session  regarding  Article  VII  in 
Section  4,  as  to  whether  this  is  to  be  two- 
third  s of  the  members  present,  or  two- 
thirds  of  the  entire  membership  of  the  House. 
Your  committee  believes  that  this  should  be 
changed  to  be  two-thirds  of  the  members  of  the 
House  present  at  the  time  of  the  vote,  and  for 
this  reason  proposes  the  following  change  in 
Chapter  VII,  Section  8,  page  27,  of  the  By-Laws 
as  follows: 

At  the  end  of  Section  8,  page  27,  delete  the 
period  at  the  end  of  the  last  sentence,  and  add 
these  words,  present  at  the  time  of  the  vote. 
This  will  make  Section  8 read  as  follows: 

“Charges  calling  for  the  impeachment  of  an 
officer,  having  been  passed  by  two- thirds  major- 
ity vote  of  the  Board  of  Councilors,  shall  be 
presented  in  writing  to  the  House  of  Delegates. 
The  House  of  Delegates  shall  determine  its  pro- 
cedure for  hearing  and  acting  upon  such 
charges.  The  plaintiff  and  defendant  shall  be 
permitted  to  present  evidence  and  witnesses  in 
all  impeachment  proceedings.  An  officer  may 
be  removed  from  office  by  a two-thirds  vote  of 
the  members  of  the  House  of  Delegates  pres- 
ent at  the  time  of  the  vote.” 

Mr.  Speaker  I move  the  adoption  of  this  change. 

The  motion  was  seconded  and  carried. 

ITEM  4 

In  Chapter  XI,  Section  2,  on  page  41,  provi- 
sion is  made  for  the  impeachment  of  an  officer 
to  be  confirmed  by  two-thirds  vote  of  the  mem- 
bers of  the  House  of  Delegates.  Here  again 
the  wording  appears  to  this  committee  to  be 
unclear  as  to  whether  this  is  two-thirds  of  the 
membership  of  the  entire  House,  or  two-thirds 
of  those  present.  Your  committee  believes 
that  this  vote  should  be  definitely  stated  to  be 
two-thirds  of  the  members  present  at  the  time 
of  the  vote.  For  this  reason,  the  committee 
recommends  the  following  change  in  Chapter 
XI,  Section  2,  Paragraph  2,  page  41: 

Delete  the  period  at  the  end  of  the  last  sen- 
tence and  add  the  following  words,  present  at 
the  time  of  the  vote.  This  will  make  the  last 
paragraph  of  Section  2 on  page  41  read  as  fol- 
lows: 

“Charges  calling  for  the  impeachment  of  an 
officer,  bearing  the  signature  of  two  hundred 
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active  members,  shall  receive  full  hearing  by 
the  Board  of  Councilors.  Accuser  and  accused 
shall  be  permitted  to  present  evidence  and  wit- 
nesses at  the  impeachment  proceedings.  Im- 
peachment of  an  officer  shall  require  two-thirds 
vote  of  the  Board  of  Councilors,  which  must  be 
confirmed  by  two-thirds  vote  of  the  members 
of  the  House  of  Delegates  present  at  the  time 
of  the  vote.” 

Mr.  Speaker,  I move  the  adoption  of  this  change. 
The  motion  was  seconded  and  carried. 

Dr.  Wycoff  presented  one  constitutional  change 
to  Article  VII,  Section  4,  which  had  been  presented 
at  the  May  1956  session  of  the  House  of  Delegates, 
but  asked  that  it  be  withdrawn  for  further  study  and 
possible  rewording. 

Dr.  Wycoff  then  called  the  attention  of  the  House 
to  the  fact  that  the  membership  on  the  Policy  Com- 
mittee and  the  Board  of  Councilors  was  short 
one  member  for  two  days  during  the  Annual  Ses- 
sion because  during  the  time  the  President-Elect 
takes  office  and  the  election  of  a new  President- 
Elect  there  is  no  officer  in  that  category. 

The  chair  instructed  Dr.  Wycoff  to  study  the  mat- 
ter and  see  what  clarification  could  be  made. 

Dr.  John  McGreer  made  the  motion  that  the  Re- 
port of  the  Insurance  Committee  be  reconsidered 
by  the  House  of  Delegates.  The  motion  was  sec- 
onded, and  Dr.  Teal  again  read  the  report  to  the 
House. 

Dr.  J.  M.  Woodward  was  given  permission  of 
the  floor  and  called  the  attention  of  the  House  to 
the  change  in  policy  in  endorsing  any  individual 
company  or  insurance  policy.  He  further  stated 
that  he  felt  the  House  should  give  definitive  in- 
structions to  the  president  authorizing  him  to  sign 
the  request  for  the  master  policy,  and  that  more  in- 
vestigation of  the  suggested  plan  should  be  carried 
out. 

Mr.  M.  C.  Smith  was  given  permission  of  the  floor 
and  he  also  stated  he  would  like  to  call  attention 
to  the  fact  that  heretofore  we  have  not  approved 
any  definite  company  or  definite  policy;  that  we 
had  in  years  past  only  approved  a type  of  insur- 
ance. 

Dr.  R.  Bussell  Best  was  granted  permission  of  the 
floor  and  stated  he  would  like  to  go  into  session 
with  a committee  relative  to  the  matter  as  he  had 
pertinent  information  he  would  like  to  discuss  with 
the  committee. 

A motion  was  made  and  seconded  to  table  the 
motion  to  reconsider  the  report  of  the  Insurance 
Committee.  The  motion  carried. 

The  chair  instructed  Reference  Committee  No. 
5,  Dr.  D.  J.  Bucholz,  Chairman,  to  confer  with  Dr. 
Best  on  this  matter. 

Dr.  Teal  made  the  announcement  that  places  had 
been  provided  for  any  meetings  the  reference  com- 
mittee chairmen  would  like  to  have  and  that  the 
time  of  the  meetings  should  be  given  to  the  secre- 
tary so  that  it  could  be  posted  on  the  bulletin 
board.  He  further  stated  that  the  Nominating  Com- 
mittee would  meet  once  today  and  two  times  to- 
morrow, and  that  the  chairman  should  inform  the 
secretary  the  time  of  these  meetings. 

New  business  was  called  for  and  Mr.  M.  C.  Smith 
was  given  permission  of  the  floor. 


He  discussed  the  situation  regarding  the  exhibits 
and  stated  that  he  had  had  quite  a number  of  com- 
plaints from  the  exhibitors  that  the  doctors  were 
not  showing  any  interest  in  the  exhibits;  they  did 
not  visit  the  exhibits;  and  that  we  had  tried  many 
methods  of  bringing  the  doctors  and  exhibitors  to- 
gether at  the  meetings  with  apparently  not  too 
much  success.  He  offered  the  suggestion  that  if  it 
were  true  that  doctors  were  not  interested  in  the 
exhibits  and  did  not  care  particularly  to  have  them 
at  the  meetings,  that  we  do  away  with  the  exhibits 
entirely  and  that  we  raise  the  dues  $5.00  per  mem- 
ber, these  funds  to  be  used  to  put  on  the  meet- 
ing. He  stated  that  the  $5.00  per  member  would 
produce  approximately  the  same  amount  of  money 
that  the  exhibitors  pay. 

General  discussion  followed  and  the  suggestion 
was  made  that  announcements  be  made  to  the  gen- 
eral assembly  that  we  personally  cooperate  with  the 
exhibitors.  Mr.  Smith  said  such  announcements 
had  been  made;  that  time  had  been  allowed  in  the 
program  to  visit  the  exhibits,  and  announcements 
had  been  carried  in  the  Journal,  all  with  little  effect. 

A motion  was  made  that  the  House  of  Delegates 
approve  the  present  method  of  having  exhibits.  The 
motion  was  seconded  and  carried. 

The  chair  suggested  that  each  committee  chair- 
man should  come  to  the  desk  to  see  if  any  ma- 
terial had  been  referred  to  him. 

The  meeting  adjourned. 

May  15,  1957 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  Dr.  Fritz  Teal,  Speaker,  in 
Parlors  B-C,  Hotel  Paxton,  Omaha,  at  8 a.m.  Roll 
call  showed  36  members  present. 

The  minutes  of  the  first  session  were  scanned 
by  Dr.  Teal  and  were  approved  as  presented. 

Dr.  B.  R.  Bancroft  was  given  permission  of  the 
floor  and  introduced  Dr.  Frank  Coleman,  chairman 
of  the  A.M.A.  Committee  on  Legislation  for  this 
region.  Dr.  Coleman  explained  the  functions  of  the 
committee,  the  problems  facing  the  committee,  and 
plans  they  are  now  implementing. 

Dr.  Teal  called  for  names  to  fill  the  vacancies  for 
Districts  8 and  11  on  the  Nominating  Committee, 
but  none  was  presented. 

Reference  committee  reports  were  called  for  and 
Dr.  R.  S.  Wycoff,  Chairman,  Reference  Committee 
No.  3,  gave  the  following  report: 

ITEM  1 — Constitutional  Change  Presented 
at  the  May  1956  Annual  Session: 

In  Article  VII,  Section  4,  of  the  Constitution, 
provision  is  made  for  the  removal  from  office 
of  an  officer  of  the  Association  who  is  im- 
peached by  the  Board  of  Councilors.  As  this  is 
worded,  this  action  requires  a two-thirds  vote  of 
the  members  of  the  House  of  Delegates  regis- 
tered at  an  annual  or  special  meeting. 

There  is  a question  in  the  thinking  of  the 
committee  as  to  whether  this  wording  conveys 
the  exact  meaning  that  was  intended,  since  it 
might  be  very  difficult  to  get  together  two- 
thirds  of  the  House  of  Delegates,  even  of  those 
who  were  registered  for  a session,  for  this 
purpose.  We  also  realize  that  this  may  have 
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been  intended  as  a safeguard  against  hasty  ac- 
tion. For  these  reasons,  we  recommend  the  fol- 
lowing changes: 

1.  Delete  the  phrase  of  the  members  in  line  2; 

2.  Delete  the  word  registered  in  line  3; 

3.  Delete  the  word  annual  in  line  3,  and  sub- 
stitute for  it  the  word  regular. 

This  would  make  Section  4 read  as  follows: 
“An  Officer  of  the  Association  who  is  im- 
peached by  the  Board  of  Councilors  may  be 
removed  from  office  by  a two-thirds  vote  of  the 
House  of  Delegates  at  a regular  or  special 
meeting.” 

Mr.  Speaker,  I move  the  adoption  of  this  con- 
stitutional change. 

The  motion  was  seconded  and  carried. 

ITEM  2 

At  the  Interim  Session  of  the  House  of  Dele- 
gates on  February  17,  1957,  the  report  of  the 
Fracture  Committee  was  accepted  with  the 
recommendation  that  the  committee  be  elimin- 
ated. 

In  compliance  with  this  action  of  the  House  of 
Delegates,  our  committee  proposes  the  discon- 
tinuation of  the  Fracture  Committee  as  one  of 
the  standing  research  committees,  as  provided 
on  page  50  in  the  By-Laws  of  the  Nebraska 
State  Medical  Association. 

Mr.  Speaker,  I move  that  the  Fracture  Committee 
be  discontinued. 

The  motion  was  seconded  and  carried. 

ITEM  3 

At  the  midwinter  session  a change  in  the 
membership  of  the  Committee  on  Scientific  Ses- 
sion was  ordered  by  the  House  of  Delegates. 

In  line  with  this  instruction  from  the  House  of 
Delegates,  we  propose  the  following  change  in 
the  wording  of  Paragraph  0 on  page  48  of  the 
Constitution  and  By-Laws: 

1.  Delete  the  first  two  sentences  of  Paragraph 

0; 

2.  In  its  place  substitute  the  following:  “The 
Committee  on  Scientic  Session  shall  con- 
sist of  the  Secretary-Treasurer  and  six 
members,  at  least  one  of  whom  shall  be  a 
member  of  the  American  Academy  of  Gener- 
al Practice.  They  shall  be  appointed  by  the 
President-Elect  for  a term  of  three  years 
each.  Terms  shall  be  so  arranged  that  two 
new  members  shall  be  appointed  each  year. 
Members  of  this  committee  may  be  reap- 
pointed for  a single  term  only.” 

If  this  change  is  made  this  will  make  Paragraph 
0 read  as  follows: 

The  Committee  on  Scientific  Session  shall 
consist  of  the  Secretary-Treasurer  and  six 
members,  at  least  one  of  whom  shall  be  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice. They  shall  be  appointed  by  the  President- 
Elect  for  a term  of  three  years  each.  Terms 
shall  be  so  arranged  that  two  new  members 
shall  be  appointed  each  year.  Members  of  this 
committee  may  be  reappointed  for  a single 
term  only.  It  shall  select  the  dates  as  pre- 
scribed in  Article  V,  Section  2,  and  have  com- 
plete charge  of  all  proceedings  of  the  Annual 
Session  except  those  of  the  House  of  Delegates, 


the  Board  of  Councilors,  and  the  Board  of 
Trustees.  The  committee  may  appoint  subcom- 
mittees to  arrange  and  direct  activities  for  the 
Annual  Session  other  than  the  scientific  pro- 
gram. It  shall  arrange  a scientific  program  for 
the  Annual  Session  as  provided  in  Chapter  IV, 
Sections  1,  5,  and  6.  It  shall  publish  the  pro- 
gram in  the  issue  of  the  Journal  immediately 
preceding  the  Annual  Session  and  may  issue 
supplemental  programs  by  mail  to  members  of 
the  Association  and  others. 

The  chair  stated  this  was  the  first  reading  and 
it  would  lay  over  until  tomorrow’s  session. 

ITEM  4 

In  considering  the  formation  of  a new  com- 
mittee, to  be  entitled  Civil  Defense  and  Dis- 
aster Committee,  as  authorized  by  the  House  of 
Delegates  at  the  midwinter  meeting,  the  ques- 
tion arises  as  to  whether  this  committee  does 
not  somewhat  overlap  the  duties  that  are  out- 
lined under  the  heading  of  the  present  Commit- 
tee D,  the  Committee  on  Emergency  Medical 
Service,  as  outlined  on  page  44  of  the  Consti- 
tution and  By-Laws.  Correspondence  with 
both  Dr.  Best  and  Dr.  Woodward  indicates  that 
this  is  probably  true,  and  Dr.  Best,  in  talking 
with  Dr.  Redgwick,  who  is  chairman  of  this 
committee,  reports  that  Dr.  Redgwick  is  of 
the  opinion  that  the  functions  of  the  two  com- 
mittees might  well  be  combined,  since  the  Com- 
mittee on  Emergency  Medical  Service  has  had 
very  little  to  do  in  the  past.  Our  committee 
wishes  to  raise  the  question  as  to  whether  the 
House  of  Delegates  may  think  it  advisable  to 
combine  the  functions  of  the  two  committees, 
and  in  doing  so,  to  discontinue  the  Committee 
on  Emergency  Medical  Service  as  such;  and  to 
substitute  therefor  the  recently  authorized  Com- 
mittee on  Civil  Defense  and  Disaster. 

Mr.  Speaker,  I move  that  Committee  D,  Emer- 
gency Medical  Service,  be  discontinued  as  such. 
The  motion  was  seconded  and  carried. 

In  line  with  the  action  of  the  House  of  Dele- 
gates in  discontinuing  the  Committee  on  Emer- 
gency Medical  Service  as  such,  and  substitut- 
ing therefor  the  recently  authorized  Civil  De- 
fense and  Disaster  Committee,  we  propose  the 
following  steps:  Completely  eliminate  Para- 

graph D on  page  44  of  the  By-Laws  and  substi- 
tute for  it  the  following:  Civil  Defense  and 

Disaster  Committee  shall  consist  of  six 
members,  the  terms  of  appointment  being  so 
rotated  that  each  member  shall  serve  for  three 
years.  Two  members  shall  be  appointed  to 
this  committee  each  year  by  the  President- 
Elect  and  may  be  reappointed  without  restric- 
tion. It  shall  be  the  duty  of  this  committee 
to  keep  abreast  of  the  information  emanating 
from  the  Federal  Government,  the  State  Gov- 
ernment, and  the  Civil  Defense  and  Disaster 
Committee  of  the  American  Medical  Associa- 
tion, especially  as  it  relates  to  preventative 
and  remedial  measures  pertaining  to  war  emer- 
gencies, or  to  other  disaster  areas.  It  shall 
be  the  duty  of  this  committee  to  act  in  an  ad- 
visory capacity  to  the  State  Civil  Defense  Di- 
rector, and  to  correlate  emergency  medical 
services  of  disaster  and  civil  defense  programs 
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in  our  State;  and  to  encourage  the  development 
of  such  programs  in  all  communities  of  the 
State,  and  to  coordinate  as  necessary,  the  pro- 
grams of  Nebraska  with  those  of  surrounding 
states.” 

The  chair  stated  that  this  was  the  first  reading 
and  it  would  lay  over  for  one  day. 

ITEM  5 

Since  we  raised  the  question  yesterday  of 
the  gap  in  membership  of  the  Committee  on 
Policy  during  the  approximately  48  hours  inter- 
vening between  the  installation  of  the  President- 
Elect  as  President,  and  the  election  of  the  new 
President-Elect,  the  following  facts  have  been 
found: 

1.  The  Committee  on  Policy  has  no  author- 
ity during  any  meeting  of  the  House  of 
of  Delegates.  For  this  reason  the  hiatus 
seems  to  be  of  no  significance. 

2.  If  the  program  of  meetings  of  the  House 
of  Delegates  and  the  Board  of  Councilors 
is  the  same  as  that  followed  this  year, 
then  the  Board  of  Councilors  would  be 
short  the  membership  of  a president-elect 
for  its  first  two  sessions.  For  this  reason, 
your  committee  plans  to  change  the  mem- 
bership of  the  Board  of  Councilors  to 
provide  that  the  retiring  past  president 
shall  continue  to  serve  until  such  time  as 
a new  president-elect  is  chosen. 

Your  committee  will  take  this  up  next  year 
and  thus  have  time  to  think  it  over  and  give 
it  some  study. 

Report  of  Reference  Committee  No.  5 — Planning, 
wras  called  for  and  Dr.  D.  J.  Bucholz,  Chairman, 
gave  the  following  report: 

Your  committee  has  had  the  annual  report 
of  the  Insurance  Committee  referred  to  it  for 
consideration.  This  report  w7as  accepted  by  the 
House  of  Delegates  at  the  Interim  Session.  It 
reads  as  follows: 

REPORT  OF  INSURANCE 
COMMITTEE 

This  is  a report  of  the  Insurance  Committee 
of  your  state  society.  As  concerns  malpractice 
insurance,  no  meetings  have  been  held  and  no 
plans  have  been  considered. 

For  the  past  five  years  w7e  have  resisted 
successively  presenting  health  and  accident  in- 
surance plans  to  you  at  the  request  of  some 
agent  or  agents.  Howrever,  at  this  time  I be- 
lieve there  is  a plan  which  ought  to  be  pre- 
sented for  your  consideration,  as  it  may  have 
appeal  for  some  of  you. 

It  is  a so-called  Professional  Overhead  Ex- 
pense insurance  that  wTill  cover  most  of  your 
fixed  expenses  in  case  of  disability. 

To  secure  a Master  Policy  for  the  state 
society  it  is  necessary  that  some  Executive  Of- 
ficer of  the  Association  sign  the  application 
for  coverage.  After  this  is  approved,  there 
will  be  open  enrollment  for  90  days,  and  if  50% 


of  the  eligible  members  enroll,  all  applicants 
w7ould  be  accepted  regardles  of  previous  medi- 
cal history. 

I w7ould  recommend  this  be  done,  and  with 
the  sugestion  that  a tw7o-page  spread  in  the 
Nebraska  State  Medical  Journal  be  taken  by 
the  agent  to  fully  explain  the  plan. 

Respectfully  submitted, 

G.  H.  MISKO,  M.D.,  Chairman 

In  order  to  bring  this  matter  before  the  House 
it  is  necessary  that  a motion  be  introduced  to 
reconsider  our  acceptance  of  this  report.  I so 
move. 

The  motion  wras  seconded  and  carried. 

After  due  consideration  of  the  advisability  of 
the  state  medical  society  acting  as  a sponsor 
for  any  certain  insurance  plan  or  policy,  your 
committee  concluded  that  such  action  w7ould 
be  contrary  to  the  best  interests  of  the  society. 
Therefore,  it  is  recommended  that  the  report 
of  the  Insurance  Committee  be  rejected  and  that 
no  specific  insurance  company  or  policy  be 
sponsored  by  this  Society.  I so  move. 

The  motion  vTas  seconded  and  carried. 

Dr.  W.  D.  Wright  stated  Reference  Committee 
No.  6 had  been  given  recommended  changes  and 
alterations  in  the  State  Department  of  Health’s 
pamphlet  entitled  “Venereal  Disease  Control;”  and 
that  these  changes  and  alterations  w7ere  recom- 
mended by  the  Nebraska  State  Medical  Association’s 
Venereal  Disease  Committee.  They  vTere  as  follov7s: 

REVISED  WORDING  IN  THE  FEE-FOR- 
TREATMENT  PLAN 

Paragraph  No.  1 on  page  3: 

Lines  6,  7 and  8:  Strike  out  “in  those  areas 

not  having  State  or  Local  Health  Department 
clinic  facilities”  and  the  sentence  following  this 
phrase,  and  substitute  the  following: 

“or  reporting  to  the  physician’s  office  at  the 
physician’s  request  as  a contact  of  a diag- 
nosed case,  or  referred  to  the  physician’s  of- 
fice as  a venereal  disease  suspect  by  the 
State  Department  of  Health,  an  approved 
full-time  Local  Health  Department,  or  local 
police  or  court  officials;  Provided:  that  in 
the  case  of  female  sex  contacts  to  Gonor- 
rhea, no  examination  fee  shall  be  payable 
unless  the  case  has  been  treated  as  in  Para- 
graphs 4a  or  4c  below7.” 

Paragraph  3a  on  page  3: 

Rewrite  to  read  as  follows: 

“a.  The  patient  has  not  received  previous 
adequate  treatment  for  the  same  infection  or, 
if  previously  treated,  presents  clinical  man- 
ifestations of  treatment  failure  or  meets  one 
or  more  of  the  Criteria  for  retreatment  under 
“Syphilis — Indications  for  Retreatment”  on 
page  6.  Previous  adequate  treatment  shall 
be  defined  as  a course  of  treatment  employ- 
ing a drug  and  treatment  schedule  indicated 
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for  appropriate  disease  in  Section  4 on  page 
4” 

Paragraph  3: 

Add  a new  sub-paragraph  marked  “d.,”  to  read 
as  follows: 

“d.  The  course  of  treatment  employs  a drug 
and  treatment  schedule  indicated  for  the  ap- 
propriate disease  in  Section  4 below,  or  in  the 
case  of  drug  intolerance  or  other  special 
considerations,  a drug  and  treatment  schedule 
approved  by  the  Director  of  Health  of  the 
State  Department  of  Health.” 

Paragraph  7,  page  4: 

Rewrite  to  read  as  follows: 

“7.  The  State  Health  Department  is  author- 
ized to  replace  the  drugs  used  in  the  treat- 
ment or  retreatment  of  a case  of  venereal 
disease,  as  provided  in  Section  3 and  4 above, 
regardless  of  whether  or  not  payment  for 
treatment  rendered  is  requested  under  the 
provisions  of  this  plan.” 

Syphilis  — Treatment,  Suggested  Schedules, 
page  5: 

Under  Primary  and  Secondary  and  under  Latent, 
Cardiovascular,  gummatous,  and  osseous,  add: 

“ or  PAM — 6,000,000  units  (600,000  units  each 
24  hours  for  10  days),” 

3.  Revise  wording  in  “Syphilis — Indications  for 
Re-Treatment”  in  the  Fee-for-Treatment 
Plan;  page  6,  “Syhpilis — Indications  for  Re- 
Treatment.”  Rewrite  the  first  two  para- 
graphs under  this  heading  to  read  as  fol- 
lows : 

Primary  or  secondary  acquired  syphilis, 
or  early  congenital  syphilis 

Recurrent  lesions;  maintenance  of  STS  at 
or  slightly  below  pretreatment  level  at 
6th  month;  a fall  in  titre  followed  by 
a sustained,  significant  rise  in  titer; 
positive  spinal  fluid. 

Latent  acquired  or  late  congenital  syphilis 
In  absence  of  clinical  findings,  re- 
treatment  is  recommended  only  if  spinal 
fluid  positivity  or  a sustained,  signifi- 
cant rise  in  serologic  titer  is  noted. 

Mr.  Speaker,  I make  the  motion  that  these  rec- 
ommendations of  the  Venereal  Disease  Committee 
of  the  State  Association  be  adopted. 

The  motion  was  seconded  and  carried. 

New  business  was  called  for,  and  Dr.  J.  R.  Schenk- 
en  read  the  following  resolution  which  had  been 
adopted  by  the  House  of  Delegates  of  the  Texas 
Medical  Association: 

RESOLUTION  CONCERNING  MEDICAL 
TECHNOLOGISTS 

WHEREAS  the  field  of  medical  technology 
is  composed  of  highly  trained  and  skilled  work- 
ers who  are  competent  to  discharge  their  duties 
as  part  of  the  medical  teams;  and 

WHEREAS,  other  members  of  the  medical 
team,  such  as  nurses,  physical  therapists,  and 


dietitians,  are  afforded  professional  status; 
and 

WHEREAS,  there  has  been  an  elevation  of 
the  minimum  standards  for  the  Registry  of 
Medical  Technologists  to  a collegiate  level  sim- 
ilar to  other  professional  personnel  recognized 
as  part  of  the  medical  team;  and 

WHEREAS,  Medical  Technologists  (M.T.  — 
ASCP)  deserve  this  same  professional  recog- 
nition; therefore  be  it 

RESOLVED,  That  Medical  Technologists 
(M.T. — ASCP)  be  recognized  as  members  of  a 
profession  and  this  affirmation  of  professional 
status  by  the  N.S.M.A.  be  sent  to  the  chairman 
of  the  Civil  Service  Commission  to  call  his  at- 
tention to  the  professional  status  of  Medical 
Technologists  as  recognized  by  pathologists. 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  6,  Public  Health. 

Dr.  W.  D.  Wright  asked  for  permission  of  the 
floor  and  stated  he  would  like  to  make  a motion 
to  have  the  president  appoint  a committee  of 
twelve  or  more  members  of  our  state  Association 
to  act  as  a “COMMITTEE  FOR  CONSTITUTION- 
AL GOVERNMENT.” 

This  committee  would  be  to  study  the  function 
of  the  House  of  Delegates,  the  function  of  the 
Councilors,  and  the  function  of  the  Trustees  and 
their  subdivisions  and  appointees. 

They  should  be  instructed  to  review  the  entire 
governmental  structure  and  then  give  the  result 
of  their  findings  and  recommendations  in  a written 
report  to  the  House  of  Delegates  for  their  consider- 
ation as  soon  as  it  is  possible  to  complete  the 
study. 

The  motion  was  seconded  and  general  discussion 
followed.  The  suggestion  was  made  that  perhaps 
the  constitution  and  by-laws  needed  an  overhauling 
to  bring  them  up  to  date. 

The  question  was  called  for  and  the  motion  car- 
ried. 

Mr.  Smith  was  given  permission  of  the  floor  and 
read  the  following  letter: 

May  11,  1957 

Mr.  M.  C.  Smith,  Executive  Secretary 
Nebraska  State  Medical  Association 
1315  Sharp  Bldg.,  Lincoln,  Nebraska 

Dear  Mr.  Smith: 

A “show  of  hands”  polio  vaccination  survey 
is  now  under  way  in  the  high  schools  of  Nebras- 
ka under  the  direction  of  the  State  Department 
of  Public  Instruction. 

Although  returns  were  not  due  until  May  18, 
more  than  200  of  the  500  cards  sent  out  were 
already  back  by  Friday  morning,  May  10. 

20%  of  the  reports  thus  far  received  indi- 
cate that  50%  or  more  of  the  students  in  those 
respective  high  schools  had  not  yet  had  even 
one  shot  of  Salk  vaccine.  An  average  of  30%, 
across  the  board,  had  not  yet  started  their 
shots. 
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The  percentage  of  usage  among  the  high 
school  students  represented  in  these  first  200 
reports  point  to  the  fact  that  the  most  com- 
plete coverage  has  been  in  those  communities 
where  the  local  physician  or  physicians  have 
participated  in  some  kind  of  a group  polio  vac- 
cination program  for  the  high  school  youth,  in 
the  schools,  in  the  health  department,  in  com- 
munity clinics  or  in  special  polio  vaccination 
clinics  in  their  own  offices. 

With  Nebraska’s  polio  epidemic  season  near 
at  hand  and  with  the  abnormally  high  incidence 
of  polio  reported  in  the  state  to  date  this  year, 

I felt  the  above  facts  would  be  of  interest. 

Attached  is  a listing  of  some  of  the  high 
schools,  already  reporting,  where  percentage  of 
vaccine  usage  fell  considerably  below  the  aver- 
age. 

Sincerely, 

CLINTON  BELKNAP, 

East  Nebr.  Rep.,  National 
Found,  for  Inf.  Paralysis. 

Mr.  Smith  called  attention  to  the  fact  that  this 
letter  also  had  with  it  a table  showing  survey  fig- 
ures which  had  so  far  been  obtained  and  that  if  any 
member  was  interested  in  checking  his  school,  he 
would  leave  the  table  with  the  secretary  for  check- 
ing. 

Dr.  Teal  stated  this  correspondence  and  table 
would  be  referred  to  Reference  Committee  No.  7 — 
Miscellaneous. 

Mr.  Smith  read  the  following  letter  from  Mr. 
George  Cooley,  Acting  Secretary  of  the  A.M.A. 
Council  on  Medical  Service: 

May  8,  1957 

Mr.  M.  C.  Smith,  Executive  Secretary 
Nebraska  State  Medical  Association 
1315  Sharp  Bldg.,  Lincoln  8,  Nebraska 

Dear  Smitty: 

At  the  meeting  of  the  Committee  on  Aging 
in  Dallas,  April  27-28,  the  members  discussed 
the  necessity  for  having  state  and  local  so- 
cieties more  actively  engaged  in  problems  of 
aging.  Public  welfare  and  public  health  organ- 
izations, federal,  state,  and  local  governments, 
and  many  non-medical  groups  are  doing  a 
great  deal  of  work  in  this  field,  and  it  seemed 
to  the  members  of  the  Committee  that  the 
medical  profession  should  coordinate  the  work 
of  these  groups  or  should  at  least  be  assured 
that  all  medical  aspects  of  various  programs 
would  be  under  medical  supervision  and  direc- 
tion. 

J.  D.  McCarthy,  M.D.,  Chairman  of  the  Coun- 
cil on  Medical  Service,  and  H.  B.  Mulholland, 
M.D.,  Chairman  of  the  Committee  on  Aging, 
asked  me  to  write  you  so  that  your  House  of 
Delegates  might  consider  the  establishment  or 
appointment  of  a committee  on  aging  at  your 
state  meeting,  May  13-16.  Enclosed  is  a state- 
ment which  contains  objectives  set  forth  by  the 
A.M.A.  committee.  Obviously,  the  committee 


would  not  be  able  to  carry  out  its  objectives 
without  active  committees  at  the  state  and  local 
levels.  Therefore,  we  hope  you  will  call  this 
to  the  attention  of  your  president  or  council  or 
whoever  would  be  responsible  for  the  appoint- 
ment of  a committee. 

If  a committee  is  named,  please  send  us  the 
names  and  addresses  of  the  members  so  that  we 
may  keep  in  touch  with  them  on  future  proj- 
ects. 

Best  regards  and  looking  forward  to  seeing 
you  in  New  York,  I am 

Sincerely, 

GEORGE  W.  COOLEY, 
Acting  Secretary. 

Mr.  Smith  suggested  that  inasmuch  as  Dr.  J.  D. 
McCarthy  was  Chairman  of  the  A.M.A.  Council  on 
Medical  Service  perhaps  it  would  be  well  to  have 
Dr.  McCarthy  give  further  information  to  the 
House  on  this  matter. 

Dr.  Teal  stated  that  the  letter  and  information 
appended  would  be  referred  to  Reference  Commit- 
tee No.  5 — Public  Health,  and  suggested  that  the 
committee  get  in  touch  with  Dr.  McCarthy  during 
their  deliberations. 

Mr.  Smith  read  a letter  and  resolution  from  the 
Northwest  Nebraska  Medical  Society  and  Dr.  Teal 
stated  it  should  be  incorporated  as  part  of  the 
minutes.  It  is  as  follows: 

February  23,  1957 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

Dear  Sirs: 

At  the  regular  monthly  meeting  of  our  N.W. 
Nebr.  Medical  Society  held  in  Chadron  on  Febr. 
13,  1957  a motion  was  made,  seconded  and  car- 
ried that  a copy  of  a resolution  passed  in  our 
December  meeting  be  sent  to  your  society.  The 
following  is  the  resolution: 

“Inasmuch  as  the  majority  of  all  school 
children  have  already  been  started  on  their 
polio  immunization  program; 

“And  since  these  have  been  mostly  on  a 
private  and  paid  basis  with  their  own  physi- 
cians, and 

“Since  any  parent  or  child  unable  to  pay 
can  be  immunized  on  an  absolutely  free  basis 
without  the  least  embarrassment, 

“It  therefor  seems  that  any  polio  clinics  for 
mass  immunization  are  neither  urgent  or 
necessary. 

“It  is  agreed  however  that  doctors  in  their 
own  community  were  at  liberty  to  act  as  free 
agents,  handling  any  situation  in  their  com- 
munity as  they  saw  fit.” 

It  was  also  unanimously  agreed  on  Febr. 
13th,  1957  to  make  a uniform  charge  of  $3.00 
per  dose  for  the  immunization. 
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It  has  been  noted  that  at  the  last  meeting’  of 
delegates  in  Lincoln  held  Febr.  17th,  1957,  ac- 
tion was  taken  along  the  lines  of  the  above 
resolutions. 

This  letter,  then,  is  for  no  further  purpose 
than  to  express  agreement  between  our  local  so- 
ciety and  the  State  Medical  Association. 

Very  truly  yours, 

R.  L.  HOOK,  M.D.,  Sec., 

N.W.  Nebr.  Med.  Soc. 

H.  V.  CRUM,  M.D.,  Pres., 
N.W.  Nebr.  Med.  Soc. 

Mr.  Smith  next  read  the  following  resolution: 
RESOLUTION 

WHEREAS,  The  young  people  of  this  state 
are  its  most  precious  assets;  and 

WHEREAS,  The  Nebraska  State  Medical  As- 
sociation is  particularly  interested  in  maintain- 
ing the  health  care  of  its  citizens;  and 

WHEREAS,  The  University  of  Nebraska  and 
its  College  of  Medicine  are  important  facilities 
in  providing  for  these  items;  and 

WHEREAS,  To  maintain  our  standing  among 
the  medical  schools  of  the  nation  we  must  con- 
tinue on  with  the  plans  outlined  to  and  sanc- 
tioned by  the  Legislature  in  their  actions  in 
1953; 

BE  IT  RESOLVED,  That  the  requested  bud- 
get of  the  University  of  Nebraska  in  its  sev- 
eral colleges  and  hospital  be  granted  in  its 
entirety  as  requested  by  the  Chancellor  and  that 
further  study  be  made  of  the  operation  of  the 
University  Hospital  to  the  end  that  its  continu- 
ous, sound,  and  adequate  operation  be  insured. 

Respectfully  submitted, 

COMMITTEE  ON  MEDICAL 
EDUCATION 

D.  B.  Steenburg,  M.D.,  Chairman, 
F.  Lowell  Dunn,  M.D. 

Harold  S.  Morgan,  M.D. 

Earle  G.  Johnson,  M.D. 

Max  Gentry,  M.D. 

Fay  Smith,  M.D. 

M.  A.  Johnson,  M.D. 

The  chair  stated  this  would  be  referred  to  Refer- 
ence Committee  No.  4 — Voluntary  Prepayment. 

The  next  resolution  read  by  Mr.  Smith  was  sent 
to  Dr.  Woodward,  President,  by  the  President  of  the 
Colorado  State  Medical  Society  with  the  hope  that 
the  Nebraska  House  of  Delegates  would  be  willing 
to  endorse  the  resolution.  Mr.  Smith  stated  that 
Mr.  Harvey  Sethman,  Executive  Secretary  of  the 
Colorado  association  had  called  him  too,  asking 
that  the  Nebraska  House  of  Delegates  give  the 
resolution  consideration. 

RESOLUTION 

(To  be  introduced  before  the  House  of  Delegates 
at  the  June,  1957,  Annual  Session  of  the  American 
Medical  Association  by  Drs.  Kenneth  C.  Sawyer 
and  Everett  H.  Munro  on  behalf  of  the  Colorado 
State  Medical  Society). 


WHEREAS,  the  time-honored  right  of  the 
American  citizen  freely  to  choose  his  physician 
from  among  all  those  available  and  legally  qual- 
ified has  contributed  immeasurably  to  the  ad- 
vancement of  American  standards  of  medical 
care  to  their  present  world  preeminence;  and 

WHEREAS,  deterioration  in  the  quality  of 
medical  care  rendered  has  developed  in  systems 
of  medical  care  which  deny  patients  this  tradi- 
tional American  right;  and 

WHEREAS,  the  definition  of  the  free  choice 
of  physician  in  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association  recognizes 
the  validity  of  interest  of  a third  party  inter- 
jected between  the  patient  and  his  choice  of 
physician  only  when  that  third  party  assumes 
legal  and  financial  responsibility  for  occupa- 
tional disease  or  injury;  and 

WHEREAS,  this  House  of  Delegates  reiterat- 
ed its  adherence  to  this  free  choice  principle 
as  a fundamental  right  of  American  citizens 
which  contributes  to  the  betterment  of  medical 
care  by  unanimously  adopting  Resolution  No.  24 
at  the  June,  1956,  Chicago  Session,  thereby  di- 
recting the  Councils  on  Medical  Service  and  In- 
dustrial Health  to  revise  their  published  “Guid- 
ing Principles  for  Evaluating  Management  and 
Union  Health  Centers”  to  conform  to  the  free 
choice  principle;  now  therefore 

BE  IT  RESOLVED:  That  this  House  of  Dele- 
gates again  reiterates  the  adherence  of  the 
American  Medical  Association  to  the  principle 
of  the  free  choice  of  physicians  as  currently  de- 
fined in  the  Principles  of  Medical  Ethics  as  be- 
ing essential  to  the  welfare  of  the  patient;  and 

BE  IT  FURTHER  RESOLVED:  That  the 
Judicial  Council  is  requested  to  caution  all 
members  of  the  American  Medical  Association 
that  voluntary  participation  in  systems  of  medi- 
cal care  which  deny  patients  their  right  of  free 
choice  of  physician  as  so  defined,  other  than  as 
may  be  required  by  the  mandates  of  law,  con- 
stitutes a violation  of  the  Principles  of  Medical 
Ethics. 

(NOTE:  The  Colorado  State  Medical  Society  has 
been  informed  by  Dr.  George  F.  Lull,  Secretary  of 
the  American  Medical  Association,  that  the  above 
resolution  will  appear  in  A.M.A.  Delegate’s  pack- 
ets as  “Resolution  No.  3”  for  the  June,  1957,  An- 
nual Session). 

Dr.  Teal  stated  this  resolution  would  be  referred 
to  Reference  Committee  No.  1 — Officers. 

Mr.  Smith  read  the  following  resolution: 

WHEREAS,  Dr.  J.  D.  McCarthy  has  served 
the  Nebraska  State  Medical  Association  well  in 
many  capacities,  and 

WHEREAS,  he  has  been  a delegate  from  Ne- 
braska to  the  American  Medical  Association  for 
12  years,  and 

WHEREAS,  he  has  served  medicine  nation- 
ally through  many  offices  in  the  American 
Medical  Association,  and 

WHEREAS,  there  will  be  a vacancy  on  the 
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Board  of  Trustees  of  the  American  Medical  As- 
sociation at  the  annual  meeting  in  June,  1957; 
now 

THEREFORE  BE  IT  RESOLVED,  this  House 
of  Delegates  of  the  Nebraska  State  Medical  As- 
sociation approve  and  recommend  Dr.  J.  D.  Mc- 
Carthy for  this  position  to  the  House  of  Dele- 
gates of  the  American  Medical  Association,  and 

BE  IT  FURTHER  RESOLVED,  this  House 
of  Delegates  instruct  Dr.  Earl  Leininger,  dele- 
gate from  Nebraska,  to  present  the  name  of  Dr. 

J.  D.  McCarthy  to  the  House  of  Delegates  of 
the  American  Medical  Association  for  this  of- 
fice. 

A motion  was  made  that  the  House  adopt  this 
resolution.  The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  vote  on  the  resolu- 
tion be  made  unanimous.  The  motion  was  seconded 
and  carried. 

Dr.  Teal  appointed  Drs.  T.  L.  Weekes  and  D.  J. 
Peetz  to  serve  with  Dr.  W.  Ray  Hill  on  Reference 
Committee  No.  7 — Miscellaneous. 

The  meeting  adjourned. 

May  16,  1957 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Fritz  Teal,  Speaker,  in  Par- 
lors B-C,  Hotel  Paxton,  Omaha,  at  8 a.m.  Roll  call 
showed  33  members  present. 

The  minutes  of  the  second  session  were  read  by 
Dr.  Teal  and  approved  as  read. 

The  report  of  the  Nominating  Committee  was 
called  for  and  Dr.  L.  S.  McNeill,  Chairman,  present- 
ed the  following  slate: 

For  President-Elect — Fay  Smith,  Imperial 
Vice  President — George  Salter,  Norfolk 
Councilors : 

1st  District — Harold  N.  Neu,  Omaha 
2nd  District — Richard  E.  Garlinghouse,  Lincoln 
3rd  District — Harvey  Runty,  DeWitt 
4th  District — Walter  Benthack,  Wayne 
Delegate  to  A.M.A. — Earl  Leininger,  McCook. 
Alternate  Delegate  to  A.M.A. — W.  C.  Kenner,  Ne- 
braska City 

Delegate,  North  Central  Medical  Conference — Ar- 
thur Offerman,  Omaha 
Board  of  Directors,  Nebraska  Medical 
Service : 

1.  Elmer  Bantin,  Omaha 

2.  Wm.  W.  Carveth,  Lincoln 

3.  Paul  Read,  Omaha 

4.  Neil  Everitt,  Omaha 

Nominations  from  the  floor  were  called  for  but 
none  was  presented. 

A motion  was  made  and  seconded  that  the  rules 
be  suspended  and  the  slate  as  presented  be  elected, 
by  acclamation  of  the  House.  The  motion  carried. 

Dr.  Teal  appointed  Drs.  W.  L.  Howell  and  R.  C. 
Reeder  to  bring  Drs.  Smith  and  Salter  before  the 
House. 


The  report  of  Reference  Committee  No.  1 was 
called  for,  and  Dr.  W.  G.  Bosley,  Chairman,  stated 
this  committee  had  considered  the  resolution  which 
had  been  sent  to  Dr.  Woodward  by  the  President  of 
the  Colorado  State  Medical  Society  relative  to  free 
choice  of  physician,  and  which  was  to  be  presented 
by  the  Colorado  Delegates  to  the  A.M.A.  at  the 
New  York  meeting  of  the  A.M.A.,  and  that  they 
had  had  the  advice  of  several  other  physicians  who 
met  with  them.  He  stated  further  that  the  com- 
mittee agreed  in  principle  with  the  resolution  and 
would  like  to  make  the  motion  that  the  Nebraska 
Delegates  to  the  A.M.A.  support  the  resolution  which 
was  sent  us  by  the  Colorado  Society. 

The  motion  was  seconded  and  carried. 

Dr.  0.  W.  Miller,  reporting  for  Reference  Com- 
mittee No.  2,  stated  the  following  Life  Memberships 
had  been  recommended  by  the  Board  of  Councilors: 

Garden-Keith-Perkins  County  — E.  A.  Harvey, 
M.D.,  Ogallala  (New  Plymouth,  Idaho) 

Jefferson  County — M.  J.  Powell,  M.D.,  Fairbury 
Lancaster  County — May  L.  Flanagan,  M.D.,  Lin- 
coln 

Madison  Six  County — C.  J.  Verges,  M.D.,  Norfolk 
Omaha-Douglas  County — Thomas  D.  Boler,  M.D., 
Omaha 

Southwest  Nebraska  County — R.  T.  Jones,  M.D., 
McCook 

Dr.  Miller  moved  that  the  doctors  named  be  ap- 
proved for  Life  Memberships  in  the  Nebraska  State 
Medical  Association. 

The  motion  was  seconded  and  carried. 

Dr.  Ray  S.  Wycoff  gave  the  following  report  for 
Reference  Committee  No.  3 — Constitution  and  By- 
Laws: 

ITEM  1 

In  line  with  the  action  of  the  House  of  Dele- 
gates in  discontinuing  the  Committee  on  Emer- 
gency Medical  Service  as  such,  and  substitut- 
ing therefor  the  recently  authorized  Civil  De- 
fense and  Disaster  Committee,  we  propose  the 
following  steps:  Completely  eliminate  Para- 

graph D on  page  44  of  the  By-Laws  and  substi- 
tute for  it  the  following:  “The  Civil  Defense 
and  Disaster  Committee  shall  consist  of  six 
members,  the  terms  of  appointment  being  so  ro- 
tated that  each  member  shall  serve  for  three 
years.  Two  members  shall  be  appointed  to  this 
committee  each  year  by  the  President-Elect  and 
may  be  reappointed  without  restriction.  It  shall 
be  the  duty  of  this  committee  to  keep  abreast 
of  the  information  emanating  from  the  Federal 
Government,  the  State  Government,  and  the  Civil 
Defense  and  Disaster  Committe  of  the 
American  Medical  Association,  especially  as  it 
relates  to  preventative  and  remedial  meas- 
ures pertaining  to  war  emergencies,  or  to  other 
disaster  areas.  It  shall  be  the  duty  of  the  com- 
mittee to  act  in  an  advisory  capacity  to  the 
State  Civil  Defense  Director,  and  to  correlate 
emergency  medical  services  of  disaster  and 
civil  defense  programs  in  our  State;  and  to  en- 
courage the  development  of  such  programs  in 
all  communities  of  the  state,  and  to  coordinate, 
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as  necessary,  the  programs  of  Nebraska  with 
those  of  surrounding  states.” 

Mr.  Speaker,  I move  the  adoption  of  this  change. 
The  motion  was  seconded  and  carried. 

ITEM  2 

At  the  midwinter  session  a change  in  the 
membership  of  the  Committee  on  Scientific  Ses- 
sion was  ordered  by  the  House  of  Delegates. 

In  line  with  this  instruction  from  the  House  of 
Delegates,  we  propose  the  following  change  in 
the  wording  of  Paragraph  0 on  page  48  of  the 
Constitution  and  By-Laws: 

1.  Delete  the  first  two  sentences  of  Paragraph 

0; 

2.  In  its  place  substitute  the  following: 
“The  Committee  on  Scientific  Session 
shall  consist  of  the  Secretary-Treasurer  and 
six  members,  at  least  one  of  whom  shall  be 
a member  of  the  American  Academy  of  General 
Practice.  They  shall  be  appointed  by  the  Pres- 
ident-Elect for  a term  of  three  years  each. 
Terms  shall  be  so  arranged  that  two  new  mem- 
bers shall  be  appointed  each  year.  Members 
of  this  committee  may  be  reappointed  for  a 
single  term  only.” 

If  this  change  is  made  this  will  make  Para- 
graph 0 read  as  follows:  “The  Committee  on 

Scientific  Session  shall  consist  of  the  Secre- 
tary-Treasurer and  six  members,  at  least  one  of 
whom  shall  be  a member  of  the  American  Acad- 
emy of  General  Practice.  They  shall  be  ap- 
pointed by  the  President-Elect  for  a term  of 
three  years  each.  Terms  shall  be  so  arranged 
that  two  new  members  shall  be  appointed  each 
year.  Members  of  this  committee  may  be  re- 
appointed for  a single  term  only.  It  shall  se- 
lect the  dates  as  prescribed  in  Article  V,  Sec- 
tion 2,  and  have  complete  charge  of  all  proceed- 
ings of  the  Annual  Session  except  those  of  the 
House  of  Delegates,  the  Board  of  Councilors, 
and  the  Board  of  Trustees.  The  Committee 
may  appoint  subcommittees  to  arrange  and  di- 
rect activities  for  the  Annual  Session  other  than 
the  scientific  program.  It  shall  arrange  the 
scientific  program  for  the  Annual  Session  as 
provided  in  Chapter  IV,  Sections  1,  5,  and  6. 

It  shall  publish  the  program  in  the  issue  of 
the  Journal  immediately  preceding  the  Annual 
Session  and  may  issue  supplemental  programs  by 
mail  to  members  of  the  Association  and  others.” 

Mr.  Speaker,  I move  the  adoption  of  this  change. 
The  motion  was  seconded  and  carried. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
as  a whole  of  Reference  Committee  No.  3 — Consti- 
tution and  By-Laws. 

The  motion  was  seconded  and  carried. 

Dr.  John  T.  McGreer,  Jr.,  Chairman,  Reference 
Committee  No.  4,  again  read  the  resolution  rela- 
tive to  the  University  of  Nebraska  College  of  Medi- 
cine and  the  University  of  Nebraska  budget  which 
had  been  submitted  by  the  Committee  on  Medical 
Education.  Dr.  McGreer  stated  that  the  commit- 
tee would  move  the  adoption  of  this  resolution,  and 
that  they  would  also  move  that  copies  be  sent  to  the 


members  of  the  Nebraska  Legislature  now  in  ses- 
sion. The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  5 — Plan- 
ning, was  called  for  and  Dr.  R.  E.  Harry,  in  the 
absence  of  the  chairman,  reread  the  letter  from 
George  W.  Cooley,  Acting  Secretary  of  the  A.M.A. 
Council  on  Medical  Service  relative  to  the  formation 
of  a Committee  on  Aging. 

Dr.  Harry  then  read  the  following  report  for  the 
reference  committee: 

At  a recent  meeting  of  the  Committee  on 
Aging  of  the  A.M.A.,  the  whole  problem  of  ag- 
ing was  considered.  It  was  the  concensus  of 
that  committee  that  the  medical  profession 
should  be  cognizant  of  the  health  needs  of  the 
aging  population.  They,  therefore,  made  the 
recommendation  that  state  and  local  medical  so- 
cieties should  appoint  committees  for  the  ag- 
ing, the  better  to  assist  in  satisfying  the  health 
needs  of  the  aging. 

Your  committee  has  considered  the  suggestion 
of  the  Committee  for  the  Aging  of  the  A.M.A. 
as  contained  in  a letter  to  Mr.  Smith  and  rec- 
ommends that  the  president  be  empowered  to 
appoint  a committee  of  no  less  than  5 mem- 
bers to  be  known  as  the  Committee  for  the  Ag- 
ing: and  further  that  the  Committee  on  Con- 
stitution and  By-Laws  determine  changes  in  the 
By-Laws  necessary  to  make  this  a standing  com- 
mittee. I so  move. 

The  motion  was  seconded  and  carried. 

Dr.  Fay  Smith  was  presented  to  the  House  of 
Delegates  as  the  new  President-Elect  of  the  Asso- 
ciation, and  Dr.  Smith  expressed  his  appreciation 
for  the  confidence  placed  in  him  by  the  members. 

Dr.  W.  D.  Wright,  Chairman,  Reference  Commit- 
tee No.  6 — Public  Health,  stated  the  committee  had 
reviewed  the  resolution  concerning  medical  tech- 
nologists and  moved  that  the  resolution  be  accepted. 
The  motion  was  seconded  and  carried. 

Dr.  W.  Ray  Hill,  Chairman,  Reference  Committee 
No.  7 — Miscellaneous,  stated  that  their  committee 
had  been  referred  the  letter  and  tables  from  Clinton 
Belknap,  East  Nebraska  Representative  of  the  Na- 
tional Foundation  for  Infantile  Paralysis  relative 
to  the  “show  of  hands”  polio  vaccination  survey 
now  under  way  in  the  high  schools  of  Nebraska 
under  the  direction  of  the  State  Department  of 
Public  Instruction,  and  that  Reference  Committee 
No.  7 would  like  to  make  the  following  report: 

WHEREAS,  the  avowed  purpose  of  this  so- 
ciety is  to  support  free  choice  of  physician,  and 

WHEREAS,  this  committee  feels  the  estab- 
lishment of  vaccination  clinics  violates  this  prin- 
ciple ; 

BE  IT  THEREFORE  RESOLVED,  that  we 
continue  the  previously  established  action  of  the 
House  of  Delegates  at  the  Interim  Session. 

Mr.  Speaker,  I move  the  adoption  of  this  report. 

The  motion  was  seconded  and  carried. 

The  question  was  raised  as  to  whether  or  not 
any  action  had  been  taken  on  the  report  of  Dr. 
Frank  Coleman,  representative  of  the  A.M.A.  Com- 
mittee on  Legislation.  Dr.  Teal  stated  there  was 
none  proposed. 
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A motion  was  made  that  this  House  go  on  record 
as  favoring  the  Keogh- Jenkins  Bill;  that  our  mem- 
bers be  so  advised;  and  that  Mr.  Smith  disseminate 
this  information  so  that  all  may  be  so  informed. 
The  motion  was  seconded  and  carried. 

Dr.  W.  D.  Wright  asked  for  permission  of  the 
floor  and  read  the  following: 

The  medical  profession  of  the  State  of  Ne- 
braska, as  elsewhere  in  this  country,  is  con- 
cerned and  alarmed  about  the  lack  of  nurses 
to  adequately  care  for  sick  people.  We  see 
no  hopes  for  meeting  this  situation  by  training 
more  Registered  Nurses  because  of  the  lack  of 
sufficient  application  for  registered  nurse  edu- 
cation. The  cost  to  the  student  nurse  in  train- 
ing and  to  the  hospital  continues  to  mount  and 
this  is  reflected  in  costs  to  the  patient  when 
he  receives  his  hospital  bill. 

After  much  careful  study  by  committees 
composed  of  nurses,  doctors  and  lay  people  on 
nursing  care,  it  appears  the  only  solution  is 
training  of  more  practical  nurses  in  a well  su- 
pervised program.  These  practical  nurses  are 
prepared  to  assist  in  the  care  of  sick  people. 

In  Nebraska  we  are  short  about  750  Registered 
Nurses  at  this  time  which  makes  it  evident 
that  something  must  be  done  to  have  person- 
nel available  for  care  of  patients. 

At  the  present  time  there  is  only  one  train- 
ing program  for  practical  nurses.  It  is  located 
in  Omaha  and  about  60  practical  nurses  are 
trained  each  year.  The  cost  for  training  a 
registered  nurse  under  a 3-year  program 
amounts  to  approximately  $3300,  and  for  a 4- 
year  program  amounts  to  approximately  $5000. 

To  prepare  a practical  nurse  under  a one-year 
program  amounts  to  approximately  $500. 

It  is  proposed  that  a practical  nurse  train- 
ing program  be  established  outside  the  City  of 
Omaha.  Over  the  next  biennium  this  would  be 
a $31,000  item  for  the  state  and  a $46,000  item 
which  would  be  met  by  federal  funds. 

Following  is  a resolution  for  your  serious  con- 
sideration : 

RESOLUTION 

Because  of  the  great  need  for  training  pro- 
grams for  practical  nurses  in  Nebraska,  and 

Because  federal  funds  have  been  made  avail- 
able for  practical  nursing  training,  and 

Because  state  matching  funds  must  be  avail- 
able if  federal  funds  are  to  be  expended  for 
nursing  training, 

THEREFORE,  be  it  resolved  that  the  Ne- 
braska State  Medical  Association  urge  the  Uni- 
cameral to  appropriate  sufficient  funds  to  en- 
able the  full  expenditure  of  available  federal 
funds  for  training  program  of  Practical  Nurse 
Education. 

A motion  was  made  and  seconded  that  the  reso- 
lution be  adopted.  General  discussion  followed  and 
objections  were  raised  to  the  federal  aid  aspects  of 
the  program  and  the  subsidizing  that  follows. 

A motion  was  made  to  table  the  original  motion. 
The  motion  was  seconded  and  carried. 


Dr.  Teal  stated  the  next  order  of  business  was 
the  selecting  of  the  place  for  the  next  Annual 
Session,  and  issued  an  invitation  from  the  Lancaster 
County  Medical  Society  and  the  Hotel  Comhusker 
to  hold  the  1958  meeting  in  Lincoln. 

A motion  was  made  that  the  1958  Annual  Ses- 
sion be  held  in  Lincoln.  The  motion  was  seconded 
and  carried. 

A motion  was  made  that  the  secretary  send  letters 
of  appreciation  to  the  Omaha  Chamber  of  Com- 
merce, the  Hotel  Paxton,  and  the  Omaha-Douglas 
County  Medical  Society  for  the  many  courtesies  ex- 
tended the  Association  during  the  meeting.  The  mo- 
tion was  seconded  and  carried. 

Meeting  adjourned. 

KNOW  YOUR  BLUE  SHIELD  PLAN 

(Continued  from  page  361) 

scale,  only  Blue  Shield — because  of  its  in- 
timate relationship  to  organized  medicine — 
is  consistently  endeavoring  to  relate  its  bene- 
fits to  the  physician’s  normal  charges.  Only 
Blue  Shield — because  of  its  non-profit  organ- 
ization— has  as  its  basic  purpose  the  provi- 
sion of  maximum  service  to  the  patient,  with 
an  adequate  compensation  to  the  doctor.  Any 
profit  derived  from  Blue  Shield  operations 
goes  to  the  patient  in  broader  benefits,  or  to 
the  physician  in  more  adequate  payment — 
not  to  a third  party. 

If  other  organizations  unrelated  to  the 
medical  profession  were  to  take  over  the 
entire  voluntary  prepayment  program,  then 
control  of  the  basic  economy  of  American 
medicine  would  pass  completely  out  of  the 
hands  of  the  medical  profession. 

Blue  Shield  has  grown  into  a big  business, 
in  terms  of  the  37  million  people  enrolled  and 
the  more  than  $350  millions  now  paid  each 
year  in  medical  benefits  by  the  plans.  But 
Blue  Shield  is  big  only  because  the  medical 
profession  has  fashioned  a big  instrument  to 
do  a big  job,  and  the  public  has  given  Blue 
Shield  a big  reception! 

Blue  Shield  can  never  be  bigger  than  the 
profession  that  created  it.  It  is  yours,  doc- 
tor, to  mould  and  shape  as  you  will,  for  the 
greater  good  of  the  people  you  serve. 

Tuberculosis  is  rapidly  being  brought  back — liter- 
ally and  figuratively — into  general  medicine  and  its 
treatment  is  no  longer  largely  confined  to  isolated, 
outlying  sanatoria.  Thoracic  surgery,  with  its  re- 
quirements of  highly  skilled  surgeons,  anesthesia, 
blood  banks,  specialized  techniques  and  equipment, 
started  this  process,  and  the  chemotherapy  of  the 
antimicrobal  era  has  hastened  it.  (Irving  J.  Selik- 
off,  M.D.,  J.  of  Mt.  Sinai  Hosp.  of  N.Y.,  July-Au- 
gust, 1956). 
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ROLL  CALL  — HOUSE  OF  DELEGATES 
May  14-16,  1957 


County  14  15  16 

ADAMS — 

O.  A.  Kostal,  Hastings  (D) P P P' 


G.  P.  Charlton,  Hastings  (A) 

BOONE— 

Roy  James  Smith,  Albion  (D) 

William  Fitch,  Albion  (A) 

BOX  BUTTE— 


W.  L.  Howell,  Hyannis  (D) P P P 

BUFFALO— 

Wm.  E.  Nutzman,  Kearney  (D) P P 

Dan  Nye,  Kearney  (A) 

BURT— 

L.  Morrow,  Tekamah  (D) P P P 


I.  Lukens,  Tekamah  (A) 

BUTLER— 

W.  C.  Niehaus,  David  City  (D) 
D.  E.  Burdick,  David  City  (A) 
CASS— 


R.  R.  Andersen,  Nehawka  (D) P P P 

L.  S.  Pucelik,  Plattsmouth  (A) 

FIVE  COUNTY  (CEDAR,  DIXON, 

DAKOTA,  THURSTON,  WAYNE)  — 

D.  O.  Craig,  Winside  (D) P P 

Chas.  Muffly,  Pender  (A) 

F.  P.  Dorsey,  Jr.,  Hartington  (D) P 

H.  J.  Billerbeck,  Randolph  (A) 

L.  T.  Gathman,  So.  Sioux  City  (D) P P P 


R.  E.  Bray,  Ponca  (A) 

CHEYENNE,  KIMBALL  & DEUEL— 

J.  E.  Thayer,  Sidney  (D) 

C.  Cornelius,  Sidney  (A) 

CLAY— 

R.  G.  Gelwick,  Sutton  (D) 

H.  V.  Nuss,  Sutton  (A) 

COLFAX— 

Geo.  L.  John,  Schuyler  (D) 

H.  Dey  Myers,  Schuyler  (A) 

CUSTER— 

R.  D.  Bryson,  Calloway  (D) 


Ted  Koefoot,  Jr.,  Broken  Bow  (A) P P P 

DAWSON— 

R.  S.  Wyeoff,  Lexington  ( I)  i L- P P P 

Arthur  Anderson,  Lexington  (A) 

DODGE— 

R.  C.  Reeder,  Fremont  (D) P P P 

D.  B.  Wengert,  Fremont  (A) 

FILLMORE— 

A.  A.  Ashby,  Geneva  (D) P P P 

V.  S.  Lynn,  Geneva  (A) 

FRANKLIN— 

L.  S.  McNeill,  Campbell  (D) P P P 

W.  A.  Doering,  Franklin  (A) 

FOUR  COUNTY— 

Otis  W.  Miller,  Ord  (D) P P P 

Roy  S.  Cram,  Burwell  (A) 

GAGE— 

C.  T.  Frerichs,  Beatrice  (D) P 


C.  R.  Brott,  Beatrice  (A) 

GARDEN-KEITH-PERKINS — 

E.  B.  Mullinaux,  Big  Springs  (D) 
R.  C.  Chase,  Ogallala  (A) 

HALL— 


W.  G.  Bosley,  Grand  Island  (D) P P P 

J.  R.  Wells,  Grand  Island  (A) 

HAMILTON— 

O.  M.  Troester,  Hampton  (D) P P 

J.  M.  Woodard,  Aurora  (A) 


HARLAN— 

John  G.  Minder,  Alma  (D) 

Hiram  R.  Walker,  Alma  (A) 

HOLT  & NORTHWEST— 

James  Ramsey,  Atkinson  (D) 

N.  P.  McKee,  Atkinson  (A) 

HOWARD— 

J.  Y.  Racines,  Palmer  (D) P 

R.  W.  Hanisch,  St.  Paul  (A) 

JEFFERSON— 

K.  J.  Kenney,  Fairbury  (D) 

R.  L.  Cassel,  Fairbury  (A) 

JOHNSON— 

L.  J.  Chadek,  Tecumseh  (D) 

J.  C.  Schutz,  Tecumseh  (A) 


LANCASTER— 

John  R.  Curry,  Lincoln  (D) P P 

Maurice  D.  Frazer,  Lincoln  (A) 

Elmer  T.  Hobbs,  Lincoln  (D) P P 

Horace  V.  Munger,  Lincoln  (A) 

John  T.  McGreer,  Jr.,  Lincoln  (D) P P 

J.  C.  Peterson,  Lincoln  (A) 

K.  T.  McGinnis,  Lincoln  (D) P 

John  G.  Wiedman,  Lincoln  (A) 


LINCOLN— 

Nicholas  Chick,  North  Platte  (D)  — 
O.  C.  Kreymborg,  North  Platte  (A) 


MADISON  SIX— 

W.  D.  Hansen,  Wisner  (D) P P 

R.  C.  Kelley,  Beemer  (A) 

W.  I.  Devers,  Pierce  (D) P P 

M.  A.  Johnson,  Plainview  (A) 

G.  B.  Salter,  Norfolk  (D) P 


E.  W.  Carlson,  Newman  Grove  (A) 

H.  S.  Tennant,  Stanton  (D) 

R.  H.  Kohtz,  Bloomfield  (D) 

R.  L.  Tollefson,  Wausa  (A) 

F.  C.  McClanahan,  Neligh  (D) 

D.  J.  Peetz,  Neligh  (A) P P 

MERRICK— 

R.  R.  Douglas,  Clarks  (D) 

E.  T.  Zikmund,  Central  City  (A) 

NANCE— 

J.  C.  Maly,  Fullerton  (D) 

K.  R.  Dalton,  Genoa  (A) 

NEMAHA— 


John  R.  Thompson,  Auburn  (D) P 

F.  M.  Tushla,  Auburn  (A) 

NORTHWEST  NEBRASKA— 

H.  V.  Crum,  Rushville  (D) P P 


Allen  Alderman,  Chadron  (A)  — 
NUCKOLLS— 

Donald  R.  Marples,  Nelson  (D)  — 
Byron  L.  Brown,  Superior  (A) 
OMAHA-DOUGLAS— 

J.  J.  O’Neill,  Omaha  (D) 

J.  E.  Sobota,  Omaha  (A) 


W.  J.  Reedy,  Omaha  (D) P P 

R.  Q.  Crotty,  Omaha  (A) 

W.  D.  Wright,  Omaha  (D) P P P 

J.  D.  Coe,  Omaha  (A) 

A.  E.  Freed,  Omaha  (D) P P P 

Harry  McFadden,  Omaha  (A) , 

A.  J.  Offerman,  Omaha  (D) P 

R.  F.  Fangman,  Omaha  (A) 

R.  L.  Egan,  Omaha  (D) P P P 

Maurice  Stoner,  Omaha  (A) 

John  Brush.  Omaha  (D) 

C.  A.  McWhorter,  Omaha  (A) 

J.  R.  Schenken,  Omaha  (D) 

Richard  Smith,  Omaha  (A) 

D.  J.  Bucholz,  Omaha  (D) P P 

Arthur  Abts,  Omaha  (A) 

OTOE— 

T.  L.  Weekes,  Nebr.  City  (D)_ P P 

D.  D.  Stoneeypher,  Nebr.  City  (A) 

PAWNEE— 

H.  C.  Stewart,  Pawnee  City  (D) 

A.  B.  Anderson,  Pawnee  City  (A) P 

PHELPS— 

H.  A.  McConahay,  Holdrege  (D) P 

Walter  M.  Reiner,  Holdrege  (A) 

PLATTE— 

E.  E.  Koebbe,  Columbus  (D) P P P 

H.  D.  Kuper,  Columbus  (A) 

POLK— 

H.  S.  Eklund,  Osceola  (D) P P 

C.  L.  Anderson,  Stromsburg  (A) 

RICHARDSON— 

Wm.  Glenn,  Falls  City  (D) P 

Wm.  Shook,  Shubert  (A) 

SALINE— 

P.  J.  Huber,  Crete  (D) P P 

L.  W'.  Forney,  Crete  (A) 


SAUNDERS— 

E.  J.  Hinrichs,  Wahoo  (D)  — 
Ivan  M.  French,  Wahoo  (A) 


SCOTTS  BLUFF— 

C.  N.  Sorensen,  Scottsbluff  (D) P P 

E.  J.  Loeffel,  Mitchell  (A) 

SEWARD— 

Ray  Hill,  Seward  (D) P P P 

John  Posey,  Seward  (A) 

SOUTHWEST  NEBRASKA— 

Van  Magill,  Curtis  (D) P P P 

J.  H.  Batty,  McCook  (A) 


THAYER— 

L.  G.  Bunting,  Hebron  (D) 

R.  E.  Penry,  Hebron  (A) 

WASHINGTON— 

R.  F.  Sievers,  Blair  (D) 

W'.  E.  Goehring,  Blair  (A) 

YORK— 

P R.  E.  Harry,  York  (D) P P P 

Harold  Friesen,  Henderson  (A) 

P Fritz  Teal,  M.D.,  Lincoln, 

Speaker,  House  of  Delegates P P P 

P J.  B.  Christensen,  M.D.,  Omaha, 

Vice  Speaker,  House  of  Delegates P P P 
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Abstracts: 

The  Omaha  Research  Club,  an  affiliate  of 
The  American  Federation  for  Clinical  Re- 
search, held  its  Annual  Winter  Meeting  in 
the  Medical  Amphitheater  of  the  University 
of  Nebraska  Hospital,  Febr.  21,  1957.  The 
following  abstracts  are  of  four  of  the  six 
papers  presented  at  that  time. 

Measurement  of  Respiratory  Elastance  During  Pas- 
sive Inflation  and  of  Respiratory  Muscle  Strength 
in  Normal  Individuals  and  Partially  Paralyzed 
Post-Poliomyelitis  Patients.  Alfred  W.  Brody, 
M.D.;  Patrick  S.  O’Ha'lloran;  Harry  J.  Wander, 
and  John  J.  Connolly,  Jr.  Regional  Respiratory 
Center,  Creighton  Memorial  St.  Joseph’s  Hos- 
pital, and  Department  of  Physiology  and  Pharma- 
cology, Creighton  University  School  of  Medicine, 
Omaha,  Nebraska. 

The  vital  capacity  of  any  subject  may  be 
considered  as  being  determined  during  slow 
breathing  by  the  muscular  force  the  subject 
can  exert  and  the  amount  of  motion  produced 
in  the  subject’s  chest  per  unit  of  applied 
force.  An  index  of  the  force  which  can  be 
exerted  is  obtained  from  the  maximum  in- 
spiratory and  expiratory  pressures  which 
can  be  exerted  at  near-end  tidal  volumes.  In 
normal  subjects  such  values  ranged  from 
about  30  mm.  Hg.  to  100  mg.  Hg. ; in  par- 
tially paralyzed  patients  with  reduction  of 
vital  capacity,  values  were  6 mm.  Hg.  to  35 
mm.  Hg. 

Elastance  may  be  tested  rapidly  during  a 
single  breath  by  admitting  air  into  the  sub- 
jects’ mouth  from  a high  pressure  source  at 
a constant  measured  rate.  If  the  patient  is 
relaxed  and  has  a constant  respiratory  re- 
sistance, the  air  pressure  in  the  mouth  will 
be  a constant  amount  higher  than  the  alveo- 
lar pressure.  Therefore,  the  change  in 
mouth  pressure  with  volume  will  equal  the 
change  in  alveolar  pressure  with  volume  and 
this  is  the  elastance.  Elastance,  measured 
by  this  method  of  passive  inflation,  ranged 
from  3 to  about  12  cm.  H20/L  in  normal 
subjects  and  from  8 to  about  32  cm.  H20/L 
in  partially  paralyzed  subjects. 

Measurement  of  Respiratory  Resistance  During  Pas- 
sive Deflations  in  Normal  Individuals  and  Partial- 
ly Paralyzed  Post-Poliomyelitis  Patients.  Alfred 
W.  Brody,  M.D.;  Harry  J.  Wander;  Patrick  O’Hal- 
loran,  and  John  J.  Connolly,  Jr.  Regional  Respir- 
atory Center,  Creighton  Memorial  St.  Joseph’s 
Hospital,  and  Department  of  Physiology  and 
Pharmacology,  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska. 

Following  the  recording  of  elastance  by 
passive  inflation  and  utilizing  the  same  ap- 


paratus, records  of  passive  deflation  may  be 
secured  easily  and  used  for  the  calculation 
of  the  resistance  of  the  respiratory  tract 
(A.  W.  Brody,  Am.  J.  Physiol.  178:189, 
1954).  A simplified  method  of  graphic 
analysis  will  be  discussed.  The  fraction  of 
the  total  resistance  which  is  “laminar,”  and 
the  fraction  which  is  “turbulent,”  varies 
from  breath  to  breath,  but  the  total  resist- 
ance at  about  1 L/sec.  remains  fairly  con- 
stant for  any  one  subject.  In  the  normal 
subjects,  this  value  ranged  from  2 to  10  cm. 
H20/L/sec. 

Studies  were  also  presented  of  the  varia- 
tion in  each  of  the  mechanical  constants 
(respiratory  volumes,  maximal  pressures  at 
near-end  tidal  volumes,  elastance,  and  re- 
sistance) a.  with  changes  in  posture  in 
normal  subjects;  b.  on  repeated  studies 
over  short  and  long  time  periods  in  the  same 
normal  subject;  and  c.  during  a period  of 
positive  pressure  therapy  in  hospitalized  pa- 
tients. 

Simplified  Tubeless  Method  for  Gastric  Acidity. 

J.  M.  Holthaus;  F.  L.  Humoller,  M.D.,  and  John 

R.  Walsh,  M.D.  Medical  Research  Laboratory, 

VA  Hospital  and  Creighton  University  School  of 

Medicine,  Omaha,  Nebraska. 

A tubeless  method  for  the  determination 
of  gastric  acidity  has  been  proposed  by  Se- 
gal as  a substitute  for  the  classical  intuba- 
tion method.  Comparative  studies  by  other 
investigators  have  demonstrated  the  merit 
of  the  tubeless  method.  The  method  should 
gain  further  acceptance  if  it  could  be  modi- 
fied so  that  it  could  be  used  as  a bedside  test 
without  requiring  the  use  of  a dark  room 
and/or  a source  of  ultraviolet  light.  In  the 
method  as  finally  adopted  the  subject  is  pre- 
pared as  in  the  Segal  method.  Quinine  is 
detected  in  the  urine  specimens  by  adjusting 
the  pH  of  an  aliquot  of  each  urine  sample 
to  about  8,  saturating  the  urine  with  am- 
monium sulfate.  Next  a small  amount  of 
dye,  such  as  tetrabromophenolphthalein 
ethyl  ester,  and  1 ml.  of  benzene  are  added. 
After  vigorous  shaking,  to  extract  the  qui- 
nine-dye complex,  the  color  of  the  benzene 
layer  is  noted.  Varying  intensities  of  the 
red  color  of  the  dye-quinine  complex  in  the 
benzene  layer  indicate  the  presence  of  gas- 
tric acidity.  The  complete  absence  of  any 
red  coloration  signifies  a negative  test.  In 
all  cases  of  proven  achlorhydria,  negative 
results  were  obtained,  while  in  all  cases 
where  gastric  acidity  was  established  by  the 
intubation  method,  a positive  result  was  ob- 
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tained  with  varying  degrees  of  color-inten- 
sity. The  advantages  and  limitations  of  the 
proposed  method  were  discussed. 

The  Surgical  Treatment  of  Pulmonary  Tuberculo- 
sis. W.  P.  Kleitsch,  M.D.;  Morris  Meiberger, 
M.D.,  and  F.  G.  Brau,  M.D.  Department  of  Sur- 
gery, Veterans  Administration  Hospital,  Omaha, 
Nebraska. 

The  treatment  of  pulmonary  tuberculosis 
has  undergone  spectacular  changes  since 
the  effectiveness  of  antimicrobial  agents  has 
been  demonstrated.  Among  the  most  im- 
portant of  these  changes  is  the  new-found 
possibility  of  operating  upon  tuberculous 
lungs  with  the  expectation  of  normal  heal- 
ing. This  possibility  has  resulted  in  a surgi- 
cal approach  to  pulmonary  tuberculosis 
which  excises  residual  disease  after  drug-in- 
duced remission  has  occurred.  The  residuals 
consist  of  caseous  nodules,  persistent  cav- 
ities, chronic  inflammatory  areas  and  such 
serious  changes  as  bronchiectasis,  atelectasis, 
and  destroyed  lobes  or  lungs.  The  general 
philosophy  of  treatment  consists  of  intensive 
antimicrobial  therapy  to  induce  remission 
followed  by  conservative  surgical  excision  of 
residual  disease.  The  operation  is  followed 
by  approximately  one  year  of  continuous 
chemotherapy.  Statistics  derived  from  136 
surgical  operations  on  125  patients  are 
presented  to  indicate  that  the  operation  is 
safe  and  relatively  free  from  complications. 

TUBERCULOSIS  ABSTRACTS 

GENERAL  HOSPITAL  ADMISSION 
X-RAYS 

The  discovery  and  isolation  of  the  unknown  cases 
of  tuberculosis  has  been  and  continues  to  be  the 
primary  objective  in  the  control  of  this  disease. 
This  objective  will  become  increasingly  important 
as  the  death  rate  and  morbidity  rate  decline. 

The  population  may  be  divided  into  four  groups 
for  the  purpose  of  detecting  significant  cases  of 
tuberculosis : 

1.  Those  patients  who  visit  their  physicians  be- 
cause of  symptoms  of  disease  in  the  lungs.  This 
is  by  far  the  most  important  group  not  only  be- 
cause of  the  higher  incidence  of  tuberculosis  among 
them,  but  also  because  if  tuberculosis  is  the  cause 
of  their  symptoms,  they  already  are  spreaders  of 
the  disease. 

2.  Patients  admitted  to  general  hospitals.  The 
symptoms  of  pulmonary  disease  and  the  presence 
of  disease  in  the  lungs  may  or  may  not  have  been 
the  reason  for  admission  to  the  hospital.  The  pres- 
ence of  pulmonary  disease  may  merely  have  been 
coincidental.  These  individuals  are  frequently  symp- 
tomatic and  under  the  observation  of  a physician. 
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They  are  second  in  importance  to  the  first  group 
only  from  the  point  of  view  of  classification. 

3.  Those  individuals  who  have  close  contact  with 
a known  case  of  active  tuberculosis. 

4.  The  apparently  healthy  individuals. 

The  discussion  is  concerned  with  the  routine  ad- 
missions to  general  hospitals.  Group  studies  on 
the  prevalence  of  tuberculosis  in  general  hospital 
admissions  up  to  within  the  last  two  years  has 
shown  X-ray  evidence  of  tuberculosis  in  from  2.8 
to  8.1  per  cent  of  the  patients  admitted.  Of  this 
group  the  presence  of  active  tuberculosis  has  varied 
from  0.6  to  1.8  per  cent.  These  studies  have  shown 
further  that  active  tuberculosis  in  individuals  X- 
rayed  on  admission  to  general  hospitals  has  been 
from  two  to  six  times  as  productive  in  the  yield  of 
significant  tuberculosis  as  have  other  types  of  mass 
X-ray  examinations. 

The  detection  of  infectious,  active  tuberculosis 
and  the  isolation  of  the  patient  in  the  general  hos- 
pital is  of  significance  from  many  points  of  view. 
The  protection  of  the  hospital  personnel  by  the 
proper  isolation  of  the  patient  is  obvious.  The  con- 
tributions to  the  care  of  the  patient  in  the  demon- 
stration and  discovery  not  only  of  tuberculosis  but 
of  nontuberculous  diseases  of  the  chest  and  cardio- 
vascular system  are  also  important.  The  admission 
X-ray  is  of  greater  value  than  are  many  other  rou- 
tine laboratory  procedures.  It  has  been  demonstrat- 
ed in  various  studies  that  clinically  significant  ab- 
normalities of  the  chest  are  found  in  from  10  to 
15  per  cent  of  all  patients  examined. 

The  normal  practice  of  most  physicians  today  is 
based  on  routine  examinations.  Blood  count,  urin- 
alysis, Wasserman,  history,  and  physical  examina- 
tions are  basic  procedures  in  evaluating  the  patient’s 
problem.  The  admission  chest  X-ray  has  become  a 
part  of  the  program  of  more  progressive  general 
hospitals.  One  might  say  another  routine  examin- 
ation is  provided  the  patient  and  the  physician  as 
part  of  the  first  day’s  admission  fee. 

The  significance  and  the  value  of  the  admission 
X-ray  to  the  physician  is  in  direct  relationship  to 
his  utilization  and  interest.  It  is  not  infrequent  to 
observe  patients  having  multiple  examinations  to 
determine  the  diagnosis  when  the  answer  is  photo- 
graphically inscribed  on  the  photoroentgenogram 
on  the  back  of  the  chart. 

There  perhaps  has  been  some  reluctance  in  refer- 
ence to  the  photoroentgenogram  X-ray,  based  on 
opinions  that  the  so-called  small  film  is  not  entirely 
satisfactory  for  diagnosis.  Certainly,  one  would  not 
wish  to  make  a final  evaluation  based  on  the  small 
X-ray,  but  the  error  is  usually  on  the  side  of  safety. 
The  value  of  an  X-ray  examination  is  limited  en- 
tirely to  the  interpretation  which  is  placed  on  the 
shadows  in  that  X-ray  and  the  aid  they  give  in 
guidance  to  other  examinations  and  treatments. 

However,  until  the  problem  of  immunity  in  tuber- 
culosis is  solved,  the  search  for  persons  with  un- 
known tuberculosis  and  the  supervision  of  spreaders 
of  tuberculosis  will  continue  to  be  the  safeguard  for 
keeping  the  death  rate  and  the  morbidity  rate  at  a 
minimum. 

The  discovery  of  tuberculosis  in  mass  surveys  of 
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the  general  population,  in  contrast  to  selected  groups 
such  as  general  hospital  admissions,  calls  for  the 
examination  of  more  and  more  individuals  to  find 
a single  case  of  significant  tuberculosis.  This  has 
reached  the  point  today  of  almost  insignificant 
yield.  The  search  for  tuberculosis  in  the  future 
must  be  more  selective  than  it  has  been  in  the  past. 
As  the  incidence  of  tuberculosis  declines  and  am- 
bulant treatment  of  tuberculosis  increases,  the  re- 
sponsibility of  the  family  physician  in  the  control  of 
tuberculosis  becomes  greater.  Likewise,  the  gen- 
eral hospitals  will  have  to  assume  greater  respon- 
sibility for  this  program  in  its  community. 

The  follow-up  study  of  tuberculosis  and  other 
diseases  of  the  lungs  detected  by  such  examinations 
is  perhaps  the  most  important  phase  of  the  program. 
The  patients  involved  are  under  the  care  of  their 
family  physicians  and  he  is  responsible  for  the  fol- 
low-up study.  More  and  more  hospitals  are  ac- 
cepting chest  X-ray  programs  as  an  established  pro- 
cedure which  has  significance  both  to  the  physician 
and  to  the  patient  in  arriving  at  a diagnosis.  A 
serious  argument  for  the  establishment  of  such  pro- 
grams is  the  physician's  responsibility  for  follow- 
up evaluation.  This  is  particularly  important  when 
the  growing  rate  of  malpractice  suits  is  considered. 

Failure  to  use  the  X-ray  at  all,  or  failure  to  make 
sufficient  use  of  the  X-ray,  has  been  the  chief  alle- 
gation in  many  malpractice  actions.  It  seems  rea- 
sonable, therefore,  to  point  out  that  failure  to  give 
routine  X-ray  on  hospital  admissions  may  in  the  not 
too  distant  future  be  considered  negligence. 

— By  James  M.  Blake,  M.D.,  and  Kencil  L.  Mitton,  M.D.,  New 

York  State  Journal  of  Medicine,  October,  1956. 


THE  CROSSING  OF  THE  CURVES: 
TUBERCULOSIS  AND  LUNG  CANCER 
INTRODUCTION 

The  decline  in  tuberculosis  mortality  and  the 
sharp  rise  in  lung  cancer  mortality  have  led  to 
a “Crossing  of  the  Curves."  By  1950  in  California 
primary  cancer  of  the  trachea,  bronchus  and  lung 
was  causing  more  deaths  than  tuberculosis  among 
persons  65  years  of  age  and  over.  By  1954  lung 
cancer  deaths  exceeded  deaths  from  all  forms  of 
tuberculosis  in  the  whole  population. 

Since  1930  tuberculosis  mortality  has  dropped 
to  one-tenth  of  its  rate  at  that  time.  The  respira- 
tory cancer  rate  meanwhile,  has  more  than  trebled 
with  lung  cancer  comprising  an  ever  larger  propor- 
tion of  the  total. 

DEATH  RATES  PER  100,000  POPULATION, 
CALFORNIA 

1930  1954 


Tuberculosis,  all  forms 99.1  9.8 

Tuberculosis,  respiratory 88.4  9.0 

Cancer,  respiratory  system 5.2  17.9 


FACTORS  IN  REDUCTION  OF 
TUBERCULOSIS  MORTALITY 

Two  groups  of  factors  have  contributed  to  the 
decline  in  tuberculosis  mortality.  First  are  the 
medical  developments  and  second  the  general  im- 
provement in  standard  of  living.  Together  they 
have  accounted  for  a steady  decline  in  tuberculosis 


mortality.  The  addition  of  antibiotics  and  other  po- 
tent drugs  to  the  therapeutic  resources  has  acceler- 
ated the  rate  of  decline.  The  annual  incidence  rate 
has  likewise  decreased,  but  at  a less  rapid  rate. 
The  tremendous  expansion  of  X-ray  survey  programs 
has  increased  the  proportion  of  known  tuberculosis, 
but  since  in  the  U.S.  there  are  still  an  estimated 
150,000  unreported  and  largely  undiagnosed  and  un- 
suspected persons  with  active  tuberculosis  diagnos- 
tic activities  and  propaganda  for  more  frequent  X- 
ray  films  must  continue  unabated. 

A gradual  change  in  the  differential  diagnostic 
problem  is  evident.  In  past  years,  tuberculosis  was 
found  more  commonly  on  the  chest  film  than  all 
other  serious  chronic  lung  conditions  combined. 
Today,  lung  cancer  and  lung  suppuration  challenge 
tuberculosis  in  frequency. 

FACTORS  IN  THE  INCREASE  OF  LUNG 
CANCER  MORTALITY 

Because  so  few  patients  with  lung  cancer  survive 
even  with  treatment,  the  age-adjusted  mortality 
rate  remains  the  best  measure  of  the  disease.  This 
rate  is  still  increasing  rapidly.  Improved  methods 
of  diagnosis  account  in  part  for  the  rise  in  lung 
cancer  deaths.  However,  since  1940,  the  mortality 
rate  for  men  in  California  has  increased  147  per 
cent  while  that  for  women  has  been  only  29  per  cent. 

Three  sets  of  factors  have  been  suggested  to  ac- 
count for  the  increase  and  present  data  indicate  that 
each  of  the  three  play  a role  in  the  development  of 
lung  cancer.  Many  studies  have  disclosed  a greater 
frequency  of  cigarette  smoking,  especially  heavy 
cigarette  smoking,  among  patients  with  lung  can- 
cer as  compared  with  controls.  Several  occupations 
have  been  incriminated,  particularly  those  involving 
exposure  to  certain  metallic  substances  or  fumes. 
In  this  country  carcinogenic  substances  have  been 
isolated  from  polluted  city  air. 

In  evaluating  the  carcinogenic  effects  of  environ- 
mental agents  one  must  bear  in  mind  the  time  fac- 
tor. The  evidence  suggests  that  environmental  fac- 
tors lead  to  human  cancer  only  after  many  years 
of  exposure.  Hence,  the  rise  in  lung  cancer  mor- 
tality during  the  period  1930-1960  may  reflect 
environmental  factors  during  the  first  half  of  this 
century.  Likewise  the  environmental  changes  dur- 
ing recent  years — e.g.,  vast  increases  in  cigarette 
smoking  among  women  and  among  young  people  of 
both  sexes,  entry  of  hundreds  of  thousands  of  per- 
sons into  such  occupations  as  welding,  the  heavy 
air  pollution  of  certain  cities — may  portend  a con- 
tinuing increase  in  lung  cancer  mortality  during  the 
latter  half  of  this  century. 

TUBERCULOSIS  AND  LUNG  CANCER 
MORTALITY  PATTERNS 

The  male  predominates  in  mortality  from  both 
conditions.  The  ratio  is  about  three  to  one  in  the 
case  of  tuberculosis,  and  five  to  one  in  lung  car- 
cinoma. 

Tuberculosis,  formerly  a disease  of  adolescents 
and  young  adults  predominantly  has  now  become  a 
disease  of  middle  age  and  older  persons  predom- 
inantly. Lung  cancer,  too,  is  a disease  of  the  middle 
and  later  years  of  life. 
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Tuberculosis  is  especially  prevalent  in  slum  areas, 
among-  poorly  nourished  persons,  and  among  those 
living  in  contact  with  infectious  cases.  Lung  car- 
cinoma is  more  scattered  in  their  distribution;  house- 
ing  and  nutritional  factors  seem  to  play  little,  if  any, 
role. 

DIAGNOSIS  AND  TREATMENT 

Ordinarily,  an  X-ray  film  of  the  chest  is  the  earli- 
est method  of  detecting  either  disease.  However, 
certain  forms  of  tuberculosis  and  carcinoma  cannot 
be  easily  differentiated  on  the  film.  In  fact,  the 
X-ray  film  usually  cannot  be  considered  definitely 
diagnostic  unless  supplemented  by  laboratory  meth- 
ods and  histologic  examination.  In  the  case  of  tu- 
berculosis, the  demonstration  of  tubercle  bacilli  is 
definitive.  In  the  case  of  carcinoma,  biopsy  or  cyto- 
logic examination  may  give  the  answer.  Every 
clinically  silent  lesion  casting  shadow  on  the  chest 
X-ray  film  must  have  tuberculosis  and  carcinoma 
ruled  out  before  any  other  diagnosis  can  safely  be 
made.  Resection  of  lung  containing  a small  can- 
cerous nodule  in  a person  in  apparently  good  health 
represents  a triumph  of  preventive  medicine. 

The  organization  and  technical  machinery  origin- 
ally set  up  for  tuberculosis  can  be  and  is  being 
used  increasingly  to  attack  the  problem  of  cancer 
of  the  lung.  The  same  skills  are  necessary  for  diag- 
nosis and  treatment.  As  time  goes  on  the  epidemi- 
ology of  cancer  of  the  lung  will  assume  a larger 
importance,  and  this  will  concern  all  health  depart- 
ments. 

EPIDEMIOLOGIC  APPROACHES  TO 
CONTROL 

The  final  conquest  of  tuberculosis  depends  upon 
preventing  the  transmission  of  infection  from  one 
person  to  another.  Elimination  of  slums,  the  exam- 
ination of  every  contact  of  tuberculosis  cases,  the 
X-ray  film  examination  of  every  hospital  and  prison 
admission  and  the  isolation  of  infectious  persons 
will  cut  so  many  chains  of  person-to-person  infec- 
tion that  virtual  disappearance  of  the  disease  may 
be  hoped  for. 

The  factor  of  resistance  is  a very  important  one 
in  tuberculosis.  Improvement  in  general  health  and 
lessened  crowding  make  transmission  less  likely.  A 
significant  factor  in  tuberculosis  control  is  alcohol- 
ism which  reduces  resistance  and  increases  chances 
of  transmission. 

No  dependable  data  are  at  hand  regarding  the  role 
of  smoking  in  tuberculosis.  However,  respiratory 
trauma,  which  is  inevitable  in  a coughing,  compul- 
sive smoker,  probably  decreases  the  ability  of  pul- 
monary tissue  to  defend  itself  against  the  tubercle 
bacillus.  On  the  other  hand,  overwhelming  epi- 
demiological evidence  now  indicates  that  cigarette 
smoking  is  an  important  causative  factor  in  lung 
cancer. 

Further  studies  should  be  carried  out.  Even  more 
needed  is  epidemiologic  study  of  air  pollution  and 
occupations  as  causative  factors  in  lung  cancer.  It 
is  conveivable  that  cigarette  smoking  may  have  been 
the  most  important  causative  element  in  the  increas- 
ing mortality  from  lung  cancer  up  to  the  present 
time,  but  that  other  environmental  factors  may  be 
active  and  more  so  in  the  future.  Laboratory  studies 


should  be  carried  out  to  isolate  the  specific  sub- 
stances in  the  environment  and  the  mechanics  of 
action. 

— By  Edward  Kupka,  M.D.,  and  Lester  Breslow,  M.D.,  Dis- 
eases of  the  Chest,  January,  1957. 


SEPTIC  SHOCK  TREATED  WITH 
LEVOPHED,  PLASMA 

Speedy  diagnosis  and  treatment  offers  the  only 
hope  of  survival  for  patients  developing  septic 
shock  associated  with  a severe  infection,  according 
to  Drs.  W.  A.  Altemeier  and  William  Cole  of  the 
University  of  Cincinnati  Department  of  Surgery  and 
Cincinnati  General  Hospital. 

Their  study  of  septic  shock,  performed  under  the 
auspices  of  the  National  Research  Council  and  U.S. 
Army,  appears  in  Annals  of  Surgery  (143:600, 
1956).  Experience  with  93  patients  in  clinical 
shock  formed  the  basis  of  their  observations.  Some 
of  the  types  of  infection  causing  shock  were  peri- 
tonitis, intra-abdominal  abscess  with  peritonitis,  in- 
fections of  the  abdominal  wall  and  perineum,  cellu- 
litis of  skin  and  subcutaneous  tissues. 

Circulatory  collapse  during  an  infection  requires 
prompt  treatment,  the  authors  state.  An  intra- 
venous infusion  of  Levophed  (Winthrop)  was  given 
to  45  patients,  and  “was  able  to  elevate  the  blood 
pressure  temporarily  in  every  instance.”  Doses 
varied  with  each  case,  with  duration  of  administra- 
tion as  long  as  144  hours.  Other  measures  to  be 
used  promptly  are  infusion  of  plasma  or  whole 
blood  and  massive  doses  of  the  appropriate  anti- 
biotic. 

Noting  that  septic  shock  is  often  unrecognized, 
the  authors  suggest  four  factors  playing  a role  in 
its  development.  They  are:  hemoconcentration 

with  diminished  blood  volume;  disparity  between 
blood  volume  and  volume  of  peripheral  circulation; 
toxic  effect  of  the  infection  on  the  adrenal  glands; 
and  circulatory  failure  due  to  profound  toxemia  and 
direct  toxic  effect  on  the  heart. 


ASPIRIN  CALLED  MOST  VALUABLE  DRUG 
IN  RHEUMATOID  ARTHRITIS 

Aspirin  is  the  most  valuable  drug  in  treating 
rheumatoid  arthritis,  and  in  combination  with  other 
accepted  therapeutic  measures,  can  effect  good  re- 
sults in  at  least  75  to  80  per  cent  of  such  patients, 
Dr.  Moise  D.  Levy  states  in  the  Texas  State  Journal 
of  Medicine,  May,  1956. 

A basic  schedule  of  ten  to  15  grains  of  aspirin 
(two  to  three  tablets)  every  four  hours  a day  “is  of 
great  value,”  Dr.  Levy  declares  on  the  basis  of  ex- 
periences at  the  Arthritis  Clinic,  Jefferson  Davis 
Hospital,  and  the  Baylor  University  College  of  Medi- 
cine. Aspirin  decreases  pain  and  swelling,  allow- 
ing the  patient  to  perform  physical  therapy  with 
much  greater  comfort.  There  is,  consequently,  im- 
provement in  the  range  of  motion  of  affected  limbs. 

Management  of  the  disease  requires  full  cooper- 
ation between  doctor  and  patient,  Dr.  Levy  says. 
The  regimen  should  stress  physical  therapy,  good 
hygiene  and  correction  of  obesity  or  under-nutrition. 
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advance  in  potentiated  multi-spectrum  therapy- 
higher,  faster  levels  of  antibiotic  activity 
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OLEANDOMYCIN  TETRACYCLI N E- PHOSPHATE  BUFFERED 


Signemycin  V—the  new  name 
for  multi-spectrum  Sigmamycin 
—now  buffered  for  higher 
antibiotic  serum  levels. 


capsules 


Neiv  added  certainty  in  antibiotic  therapy 
— particularly  for  that  90%  of  the  patient 
population  treated  at  home  or  office  where 
susceptibility  testing  may  not  be  practical . 

Signemycin  V Capsules  provide  the  unsur- 
passed antimicrobial  spectrum  of  tetracy- 
cline extended  and  potentiated  to  include 
even  those  strains  of  staphylococci  and 
certain  other  pathogens  resistant  to  other 
antibiotics.  The  addition  of  the  buffering 
agent  affords  higher,  faster  antibiotic  blood 
levels  following  oral  administration. 

Supplied:  Capsules  containing  250  mg.  (oleando- 
mycin 83  mg.,  tetracycline  167  mg.),  phosphate 
buffered.  Bottles  of  16  and  100.  ^Trademark 


World  leader  in  antibiotic  development  and  production 


zer)  Pfizer  Laboratories,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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HLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

The  striking  consistency  with  which  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  acts  against  staphylococci  is  well-documented.1-10  Continued 
sensitivity  of  these  problem  pathogens  to  CHLOROMYCETIN  accounts  for 
clinical  effectiveness  of  this  antibiotic,  often  where  other  antimicrobial 
agents  fail.  Whereas  most  strains  of  staphylococci  isolated  by  Kempe  over 
a period  of  one  year  were  not  inhibited  by  commonly  used  antibiotics, 
“...only  11  per  cent  were  chloramphenicol-resistant.”1  CHLOROMYCETIN 
also  retains  its  potency  against  the  significant  gram-negative  pathogens.6’11-15 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 
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Current  Comment 

Antibiotic  and  Gamma  Globulin 
Combination — 

A combination  of  an  antibiotic  and  gam- 
ma globulin  is  suggested  as  a desirable  method 
of  treatment  for  infections  resistant  to  anti- 
biotics alone,  according  to  two  articles  and 
an  editorial  in  the  June  issue  of  Antibiotics 
and  Chemotherapy  Journal. 

The  gamma  globulin  is  thought  to  increase 
the  post  resistance  to  the  infection.  The  clin- 
ical trials  were  reported  by  Dr.  Burton  A. 
Waisbren  of  the  Infectious  Disease  Control 
Unit  of  the  Milwaukee  County  General  Hos- 
pital. 

Poliomyelitis  Increases  Abroad — 

Data  assembled  by  the  World  Health  Or- 
ganization indicates  an  increase  in  epidemics 
of  poliomyelitis  throughout  the  world.  While 
the  widespread  use  of  the  Salk  vaccine  in  the 


United  States  in  1956  is  accompanied  by  a 
50%  drop  in  the  incidence  of  polio  compared 
with  1955,  the  world  has  experienced  a gen- 
eral rise  in  the  number  of  cases.  Epidemics 
are  now  occurring  in  countries  from  which 
they  had  not  yet  been  reported  up  to  a dec- 
ade ago. 

Vaccines  made  essentially  in  the  same 
fashion  as  the  Salk  vaccine  are  now  being 
manufactured  in  a number  of  foreign  coun- 
tries for  their  own  use. 

A Remedy  for  Penicillin  Reactions — 

Penicillinase,  for  a long  time  a product  of 
certain  strains  of  bacteria,  neutralizing  peni- 
cillin so  as  to  render  penicillin  therapy  inef- 
fective, may  be  of  therapeutic  value.  In  a 
paper  presented  at  the  recent  session  of  the 
American  Medical  Association,  Navy  physi- 
cians reported  the  value  of  penicillinase  to 
control  the  allergic  manifestations  of  penicil- 
lin reactions. 
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ization  of  medicine  that  has  been  executed 
up  to  the  present. 


MANY  ROADS  TO  SOCIALISM 

Did  you  ever  use  night-crawlers  for  fish 
bait?  They  are  like  giant  earthworms,  ex- 
cepting they  are  much  faster,  stronger,  and 
more  slippery  than  the  common  “fish-worm.” 
For  some  reason,  the  following  story,  based 
upon  A.M.A.  Washington  Letter  85-25,  made 
the  writer  think  of  these  extra-slippery 
worms. 

Experience  with  Medicare  is  scarcely  suf- 
ficient in  duration  or  in  volume  to  permit 
well-based  deductions  about  any  of  its 
phases.  Doctors  have  felt  that  the  provi- 
sions of  Medicare  allowing  the  patients  a 
free  choice  of  physician  and  hospital  and  per- 
mitting fees  to  be  the  same  as  for  other  pa- 
tients in  the  same  committees  justified  most 
of  the  less  acceptable  terms.  The  fact  that 
the  Government  pays  the  bills  is  a thorn-in- 
the-side  that  could  be  overlooked  under  these 
conditions. 

Recently,  Navy-witnesses  went  before 
closed  hearings  of  the  House  Appropriation 
Committee  and  claimed  that  the  cost  of  hos- 
pitalization in  civilian  hospitals  is  from  2 
to  2V2  times  as  much  as  in  military  hos- 
pitals. On  the  basis  of  this  testimony  the 
economy-minded  Committee  made  the  follow- 
ing report: 

“It  is  the  Committee’s  belief  . . . that  the 
free  choice  element  (should)  be  amended  so 
as  not  to  permit  dependents  to  utilize  civilian 
medical  and/or  hospital  services  unless  a 
positive  determination  is  made  by  appropri- 
ate authority  that,  without  augmentation, 
the  military  medical  hospital  facilities  and 
medical  personnel  are  inadequate  . . .” 

The  American  Medical  Association  has 
challenged  the  testimony  of  the  Navy-wit- 
nesses and  has  taken  steps  to  oppose  the  rec- 
ommendation of  the  House  Committee,  but 
we  blushingly  recall  how  the  A.M.A.  brought 
about  the  defeat  of  H.R.  7225.  If  the  recom- 
mendations of  the  House  Committee  should 
be  carried  out,  the  whole  Medicare-business 
will  be  the  smoothest  bit  of  piecemeal  social- 


We  are  happy  to  publish  the  following  in 
our  editorial  space,  because  we  believe  in 
the  World  Medical  Association  and  hope  that 
more  Nebraska  doctors  may  see  fit  to  sup- 
port this  world-wide  watch-dog  of  doctors’ 
rights  and  privileges. 

THE  WORLD  MEDICAL  ASSOCIATION 
NEEDS  YOU 

Membership  in  the  United  States  Commit- 
tee of  The  World  Medical  Association  offers 
you  the  opportunity  to  play  a direct  role  in 
the  world-wide  affairs  of  organized  medi- 
cine. 

In  these  times,  when  mutual  understand- 
ing seems  to  be  the  only  road  to  peace,  the 
universal  language  of  medicine  can  help 
mend  the  ills  of  the  body  politic,  just  as  it 
is  mending  the  ills  of  the  individual. 

The  5,000  leaders  of  American  medicine 
who  comprise  the  U.S.  Committee  of  W.M.A. 
recognize  that  it  is  just  as  important  for 
them  to  support  medicine’s  international  so- 
ciety as  it  is  to  be  members  of  their  county, 
state  and  national  medical  organizations. 

W.M.A.  has  formulated  an  International 
Code  of  Medical  Ethics  and  a modified  Hip- 
pocratic Oath  defining  the  ideals  and  obliga- 
tions of  physicians.  W.M.A.  has  also  set 
forth  the  basic  principles  that  should  pro- 
tect the  rights  and  status  of  doctors  in  all 
governmental  social  security  schemes.  And 
W.M.A.  has  done  more  than  give  lip  serv- 
ice to  these  codes  and  principles.  It  is  work- 
ing day  and  night  around  the  world  to  pro- 
tect the  profession  wherever  it  is  threatened 
by  political  interference  that  would  prevent 
the  doctor  from  serving  his  patients  accord- 
ing to  his  scientific  knowledge  and  his  cons- 
cience. Recently,  W.M.A.  has  defended  the 
rights  of  the  medical  profession  against  at- 
tempts by  various  non-medical  organizations 
to  draft  a code  of  international  medical  law. 

American  physicians  are  singularly  for- 
tunate in  having  met  their  social  and  eco- 
nomic problems  by  voluntary  action,  turning 
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back  the  threat  of  political  domination.  Our 
favored  position  only  emphasizes  our  respon- 
sibility to  lead  the  fight  to  preserve  the  prin- 
ciples of  good  medical  practice  for  our  col- 
leagues abroad,  and  to  help  them  restore 
these  principles  wherever  they  have  been 
compromisd. 

Doctors  the  world  over  hold  the  same  basic 
ideals  and  cherish  the  same  hopes  for  medi- 
cine. W.M.A.  has  provided  solidarity  and 
strength  by  bringing  physicians  together  for 
the  solution  of  their  common  problems. 

A tangible  benefit  of  membership  in  the 
U.S.  Committee  is  the  privilege  of  attending 
the  Annual  Assemblies  of  The  World  Medi- 
cal Association  as  an  Official  Observer.  The 
11th  General  Assembly  will  be  held  in  Istan- 
bul, Turkey,  from  September  29  to  October 
5,  1957.  A large  number  of  U.S.  Committee 
members  are  expected  to  be  present,  many  of 
them  combining  attendance  at  the  Assembly 
with  a tour  of  European  centers  of  medical 
interest. 

The  W.M.A.  Secretariat  assists  members 
of  the  U.S.  Committee  in  making  arrange- 
ments for  foreign  travel,  providing  informa- 
tion on  foreign  medical  meetings  and  intro- 
ductions to  medical  leaders  and  teachers 
abroad,  and  promoting  to  the  utmost  the  in- 
ternational friendships  and  contacts  of 
physicians. 

Membership  in  the  U.S.  Committee  also 
brings  you  the  ” World  Medical  Journal,” 
published  every  other  month  by  W.M.A. 
This  magazine,  edited  by  Dr.  Austin  Smith, 
(Editor  of  J.A.M.A.)  brings  you  world-wide 
information  on  medical  progress  and  prob- 
lems in  the  53  countries  whose  national  med- 
ical associations  comprise  the  membership 
of  W.M.A. 

W.M.A.  is  speaking  for  you  and  working 
for  your  interests  in  its  contacts  with  other 
world  organizations  concerned  with  health 
or  medical  care,  such  as  the  World  Health 
Organization  (W.H.O.)  of  the  United  Na- 
tions, the  International  Labour  Organization 
(I.L.O.),  the  International  Social  Security 
Association  (I.S.S.A.)  and  the  International 
Committee  of  the  Red  Cross. 

Some  other  activities  and  accomplish- 
ments of  W.M.A.  of  interest  to  every  Ameri- 
can physician  are : 

Sponsorship  of  the  First  World  Con- 
ference on  Medical  Education  in  London 
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in  1953  and  the  second  such  conference 
to  be  held  in  Chicago  in  1959; 

Promotion  of  international  exchanges 
of  medical  students  and  teachers,  lec- 
tures and  clinical  teaching  by  traveling 
teams  of  physicians; 

Development  of  an  international  pro- 
gram to  improve  occupational  health 
services ; 

Promotion  of  a freer  flow  of  proven 
therapeutic  agents  throughout  the  world 
by  urging  removal  of  unwarranted  trade 
restrictions  and  arbitrary  licensing  re- 
quirements in  certain  countries; 

Promotion  of  medical  research,  by 
promoting  national  pharmacopoeias  and 
defending  the  rights  of  individuals  dis- 
covering new  drugs  and  agents  to  name 
them; 

Development  of  an  international  em- 
blem (in  conference  with  the  Interna- 
tional Committee  of  the  Red  Cross  and 
the  International  Committee  on  Military 
Medicine  and  Pharmacy)  for  identifica- 
tion and  protection  of  medical  units  and 
civilian  physicians  engaged  in  civil  de- 
fense in  war  time ; and  promulgation  of 
regulations  stating  the  rights  and  duties 
of  such  physicians ; 

Formulation  of  plans  for  a central  re- 
pository of  medical  credentials,  to  en- 
able qualified  physicians  of  every  coun- 
try to  file  proof  of  their  identity  and 
qualifications  with  a safe  and  author- 
itative international  source; 

Conducting  useful  studies  of  many 
subjects  of  world-wide  interest  to  physi- 
cians, such  as  postgraduate  medical  edu- 
cation, hospital  facilities,  cult-practices, 
medical  advertising,  and  effects  of  so- 
cial security  legislation  on  medical  prac- 
tice. 

The  World  Medical  Association  brings  you 
solid  benefits  as  well  as  the  satisfaction  of 
taking  part  in  the  international  affairs  of 
our  profession.  You  can  help  make  its  work 
more  effective  by  joining  the  U.S.  Commit- 
tee. The  nominal  dues  of  Active  Member- 
ship in  the  U.S.  Committee  are  only  $10.00 
each  year.  The  Committee  is  seeking  to 
double  its  present  membership  of  5,000 
American  physicians  this  year.  The  objec- 
tives of  W.M.A.  are  your  objectives.  It  is 
(Continued  on  page  416) 
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Presidential  Address* 

J.  M.  WOODWARD,  M.D. 

Lincoln,  Nebraska 

Members  of  the  Nebraska  State  Medical 

Association,  Guests,  Ladies  and  Gentle- 
men : 

First,  I want  to  express  my  gratitude  to 
you  for  the  trust  you  placed  in  me  in  per- 
mitting me  to  steer  the  activities  of  your 
Association,  for  the  past  year. 

As  I said  in  my  acceptance  address  last 
May,  the  year  as  president-elect  has  been 
an  education  to  me.  The  complexity  of  the 
activities  of  the  society  had  been  most  aston- 
ishing. 

The  past  year  as  president  has  been  equal- 
ly impressive.  In  the  light  of  my  experi- 
ences I cannot  help  but  view  the  future  of 
organized  medicine  with  considerable  alarm. 
Without  the  guidance  of  the  Board  of  Coun- 
cilors and  the  instructions  of  the  House  of 
Delegates,  the  responsibilities  would  have 
been  even  a greater  burden. 

The  establishment  of  the  Policy  Commit- 
tee was  a forward  step  in  maintaining  the 
continuity  of  the  society’s  activities  between 
the  meetings  of  the  House  of  Delegates. 
This  committee  consists  of  the  three  imme- 
diate past  presidents,  the  president,  and  the 
president-elect.  There  is  no  group  that  is 
as  familiar  with  the  problems  of  the  society 
or  is  better  qualified  to  deal  with  the  emer- 
gencies that  arise.  I am  grateful,  also,  to 
them  for  their  moral  support. 

I want  to  commend  our  committees.  By 
and  in  the  large  they  have  been  industrious 
and  have  done  much  to  perpetuate  the  for- 
ward trend  in  both  the  scientific  advance- 
ment and  the  education  of  ourselves  and  the 
general  population. 

In  this  connection,  I think  our  society  is 
top-heavy  with  committees.  There  are  a 
number  that  have  outlived  their  usefulness. 
To  eliminate  those  that  are  no  longer  active 
and  functioning  would  at  least  relieve  the 
president-elect  of  the  arduous  responsibilities 
of  their  appointment.  In  my  opinion  there 
is  nothing  that  contributes  more  to  the 
apathy  of  an  individual  than  to  be  repeatedly 
reappointed  to  a committee  that  is  inactive 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  14,  1957. 


when  he  knows  there  is  little  use  for  its 
existence.  I think  we  should  be  ever  mind- 
ful of  keeping  our  organization  streamlined 
and  consequently  virile  and  functioning. 

Now,  to  report  to  you  on  the  activities  of 
our  association,  this  has  been  a year  in 
which  many  important  and  perplexing  prob- 
lems have  arisen.  The  decisions  on  these 
may  be  far  reaching  and  have  great  influ- 
ence on  the  developments  of  the  future. 
There  have  been  both  frustrations  and  satis- 
factions. 

My  first  official  duty  was  to  serve  as  a 
member  of  the  President’s  Committee  on 
Traffic  Safety.  The  meeting  was  held  in 
Chicago.  The  preparation  for  the  meeting 
was  impressive  and  the  program  inspiring, 
but  after  all  this,  one  suddenly  came  to  the 
realization  that  it  was  all  geared  to  the  pro- 
fessional on  how  to  organize  safety  councils, 
stimulate  interest,  and  enroll  membership 
to  make  the  general  population  conscious  of 
this  devastating  problem. 

The  liberalization  of  social  security  and 
the  total  and  permanent  disability  clause, 
H.R.  7225,  was  next  brought  to  our  atten- 
tion. There  was  again  a nationwide  meet- 
ing in  Chicago,  the  purpose  of  which  was 
to  familiarize  the  entire  profession  with  the 
possible  effects  of  this  legislation  on  the  pro- 
fession and  the  economy  of  the  country. 
Plans  were  laid  to  enlist  the  entire  profes- 
sion toward  its  defeat.  The  response  was 
nation-wide.  The  medical  testimony  before 
the  committee  was  overpowering.  Even  the 
Secretary  of  the  Department  of  Health,  Edu- 
cation, and  Welfare  gave  testimony  and 
strongly  recommended  its  defeat.  The  doc- 
tors of  the  state  answered  the  call,  and  I am 
glad  to  report  that  both  Senators  Carl  Curtis 
and  Roman  Hruska  voted  against  the  bill, 
but  as  you  know,  it  still  passed. 

This  should  be  a warning  to  us.  Quoting 
Medical  Economics , “It  used  to  be  said  in 
Washington  that  if  the  A.M.A.  was  against 
it,  it  won’t  pass;  but  of  the  26  health  bills 
enacted  in  1955-56,  the  passage  of  not  a 
single  health  bill  could  be  attributed  to  the 
initiative  or  the  militant  backing  of  the 
A.M.A.” 

To  emphasize  my  point,  I will  quote  from 
context  of  an  address  by  David  B.  Allman, 
M.D.,  president-elect  of  the  A.M.A.,  given  at 
the  polio  conference.  I quote : “All  too 

often  in  the  past  our  energies  have  been  ex- 
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pended  in  defending  medicine’s  position 
rather  than  assuming  the  positive  leadership 
which  is  expected  of  us.” 

I have  the  feeling  that  the  public  and  the 
Congress  have  been  exposed  to  these  thinly 
veiled  attitudes  so  long  that  it  will  be  diffi- 
cult to  reestablish  the  confidence  that  has 
existed  in  the  past. 

The  Trustees  of  the  A.M.A.  are  now  in 
the  process  of  formulating  a Legislative 
Committee  which  will  include  representation 
from  each  state  society.  It  is  hoped  that 
state  society  representatives  will  be  able  to 
duplicate  this  in  the  state,  having  a key 
man  in  each  county  which  will  give  us  or- 
ganization that  perhaps  can  greatly  increase 
our  efficiency  in  influencing  national  trends. 

We,  as  physicians,  are  all  resentful  of  any 
governmental  interference  in  medical  mat- 
ters and,  consequently,  we  didn’t  receive 
Medicare  with  open  arms.  We  talk 
about  resisting  socialized  medicine.  If  we 
don’t  think  we  already  have  it,  it  is  because 
of  a very  limited  definition  of  the  term  “so- 
cialized medicine.” 

I think  that  the  administration  of  Medi- 
care is  a victory  for  organized  medicine.  In 
the  final  plan  we  do  not  have  governmental 
edict  but  rather  a well  worked  out  program 
by  the  united  efforts  of  the  Defense  Depart- 
ment and  the  Task  Force  of  the  A.M.A. 

I think  that  the  A.M.A.  looked  after  our 
interest  well.  We  maintained  those  princi- 
ples we  hold  so  dear  — free  choice  of  physi- 
cian, fee  for  service,  and  no  fee-fixing  at  a 
national  level.  We  maintained  our  state’s 
rights  by  negotiating  a maximum  schedule 
of  allowances  for  service,  which,  if  we  ad- 
here to  the  principle  accepted  by  our  nego- 
tiating group  of  charging  our  usual  fees, 
will  be  tantamount  to  operating  without 
monetary  restrictions. 

Under  the  ever  watchful  eye  of  the  A.M.A. 
Task  Force,  chairmanned  by  E.  H.  Hamilton, 
M.D.,  the  scope  of  the  program  was  greatly 
curtailed  from  the  original  plan,  the  benefi- 
ciaries of  which  included  almost  any  one 
that  could  possibly  have  been  considered  a 
dependent,  to  just  the  spouse  and  children 
of  the  members  of  the  uniformed  services. 

It  is  unquestionably  true  that  there  will 
be  repeated  attempts  to  expand  this  program 
and  to  develop  new  ones  to  cover  additional 
groups.  I think  that  to  have  had  a voice 


in  the  development  of  this  revolutionary 
program  and  to  have  maintained  the  prin- 
ciples to  which  we  are  so  firmly  committed 
may  act  as  a pattern  and  have  great  influ- 
ence on  the  developments  of  the  future. 

As  you  know,  the  Policy  Committee  in- 
structed us  to  choose  Nebraska  Medical 
Service  (Blue  Shield)  as  our  fiscal  agent. 
Doctor  Offerman  assures  me  that  the  plan 
has  been  working  well.  The  physicians  of 
the  state  have  been  cooperative.  I urge  you 
to  continue  this  cooperation  as  I think  if  the 
plan  works  it  will  show  even  the  most  skep- 
tical that  socialized  medicine  is  not  the  an- 
swer in  our  free  enterprise  system. 

This  is  again  a legislative  year.  There 
was  the  usual  rash  of  bills  introduced  to  ex- 
pand the  privileges  of  the  cults. 

The  chiropodists  bill,  extending  to  them 
the  privilege  of  the  use  of  narcotics,  due  to 
an  amendment  extending  the  same  priv- 
ileges to  the  osteopaths,  came  in  for  a hard 
fight,  the  result  of  which  was  the  withdrawal 
of  the  amendment.  The  original  bill  then 
went  through  without  difficulty  as  the  House 
of  Delegates  had  put  their  stamp  of  approval 
on  this  legislative  change. 

The  osteopathic  bill,  in  which  they  asked 
for  unlimited  privileges  in  the  use  of  drugs 
and  minor  surgery,  was  killed  in  committee. 
This  was  accomplished  by  the  untiring  work 
of  your  executive  secretary,  M.  C.  Smith, 
and  his  staff,  with  the  help  of  your  legisla- 
tive committee  at  the  hearing,  and  the  co- 
operation of  many  of  you  in  contacting  your 
legislators. 

We  had  a shocking  experience  when  our 
legislative  committee  met  with  some  of  the 
legislators  to  have  some  of  them  attack  us 
with  beligerent  statements,  one  of  which  I 
quote:  “You  of  the  profession  are  no  long- 
er the  fair-haired  boys  in  the  eyes  of  our 
constituents.”  It  is  time  to  pause  and  intro- 
spect a little.  They  continued  to  say,  “You 
are  at  the  bottom  of  the  totem  pole  in  regard 
to  your  public  relations,”  and  recounted  in 
detail  excessive  charges,  unwillingness  to 
make  night  calls,  and  intimated  that  many 
of  us  were  more  interested  in  being  comfort- 
able and  making  money  than  we  were  in  the 
welfare  of  the  people. 

I feel  that  when  the  elected  representa- 
tives of  our  State  will  brazenly  confront  a 
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medical  group  in  this  manner  there  must  be 
some  justification.  Whether  it  is  true  or 
false,  we  should  devote  ourselves  to  correct- 
ing the  situation  so  that  even  a crackpot 
would  not  feel  he  had  justification  for  such 
a tirade.  You  should  be  conscious  that  the 
medical  ethics  committee  is  repeatedly  called 
to  intercede  for  us.  We  should  recognize 
that  when  one  physician  is  careless  in  his 
personal  relations  with  the  people  it  can  af- 
fect the  public  relations  of  the  whole  profes- 
sion. 

There  has  been  great  disagreement  over 
the  University  of  Nebraska  budget  and  the 
quarter  mill  levy  for  the  building  program  at 
the  College  of  Medicine.  It  appears  that 
there  are  active  minority  groups  in  opposi- 
tion to  the  considered  action  of  the  Medical 
Education  Committee,  approved  by  the 
House  of  Delegates,  which  may  have  been 
harmful.  I think  that  everyone  is  entitled 
to  his  own  opinion,  but  I do  believe  that  ma- 
jority opinion  should  prevail  so  we  can  pre- 
sent a united  front  because  in  union  there 
is  strength. 

The  last,  but  not  the  least,  controversial 
problem  to  be  laid  in  our  lap  was  motivated 
by  the  A.M.A.  conference  held  by  the  Com- 
mittee on  Poliomyelitis  when  it  endorsed 
the  1957  nation-wide-vaccination  drive.  We 
sent  Dr.  Paul  Bancroft  of  Lincoln  and  Dr. 
John  McMillan  of  Hastings  to  this  meeting 
as  our  representatives.  They  made  their 
report  to  the  Board  of  Councilors,  and  this 
body  drew  up  a resolution  which  was  pre- 
sented to  the  House  of  Delegates  the  next 
week. 

The  House  passed  a three-point  resolution 
with  which  you  are  familiar.  The  instru- 
mentation of  this  resolution  was  assigned  to 
the  Public  Relations  Committee.  This  com- 
mittee did  a masterful  job  of  setting  up  the 
publicity  campaign  and  the  state  office  a 
superb  job  in  correlating  the  press  releases, 
along  with  the  county  society  campaign. 

The  actual  inoculation  varied  from  area 
to  area.  In  some  areas  the  program  was 
carried  on  in  the  doctors’  offices  in  a very 
satisfactory  manner.  In  other  areas  there 
was  a demand  for  mass  inoculations  and  I 
am  glad  to  see  that  the  physicians  in  the 
state  were  versatile  enough  to  cooperate  with 
the  inevitable.  What  we  wanted  to  accom- 
plish was  to  make  the  people  conscious  of 


the  necessity  and  do  as  near  a hundred  per 
cent  inoculation  as  possible. 

This  concludes  my  report  on  the  state  of 
the  nation.  In  closing,  I want  to  again  re- 
peat the  quotation  from  Dr.  Allman’s  re- 
marks. I quote:  “All  too  often  in  the  past 
our  energies  have  been  expended  in  defend- 
ing medicine’s  position  rather  than  assuming 
the  positive  leadership  which  is  expected  of 
us.” 

To  me  our  public  relations  have  suffered, 
and  I think  the  time  has  passed  when  we 
can  devote  ourselves  to  protecting  our  pre- 
rogatives and  take  the  attitude  that  decisions 
can  be  made  only  on  whether  it  is  good  for 
us  or  not. 

I think  we  have  the  same  responsibility 
to  society  we  have  always  carried,  but  that 
we  should  do  it  through  positive  leadership 
that  will  make  the  citizenry  conscious  of 
our  anxiety  for  their  welfare.  We  should 
rededicate  our  lives  to  the  care  of  the  sick 
and  think  less  of  our  personal  remuneration. 

A fine  old  doctor  once  said  that  if  a doc- 
tor will  take  care  of  his  patients,  his  patients 
will  take  care  of  him. 

We,  as  physicians,  hold  an  enviable  posi- 
tion in  society  and  with  this  position  goes 
additional  duties  and  responsibilities.  We 
should  do  them  well  and  deserve  the  posi- 
tion we  value  so  much. 


Response  Upon  Induction  As 
Incoming  President 

R.  RUSSELL  BEST.  M.D. 

Omaha,  Nebraska 

Mr.  Chairman,  Members  of  the  Association, 
and  Guests: 

With  modesty  I accepted  the  president- 
elect’s position  here  a year  ago  and  at  that 
time  I told  you  I knew  very  little  about  the 
so-called  politics  in  medicine.  It  has  been  a 
year  in  postgraduate  education  to  me  and  I 
wish  to  thank  our  Board  of  Trustees,  our 
House  of  Delegates,  our  Councilors  and  our 
Past  Presidents  who  served  on  the  Policy 
Committee.  They  have  given  me  wonderful 
guidance  and  I hope  I can  reap  benefits 
equal  to  that  to  which  I have  been  exposed 
during  the  last  year. 
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Continuing  in  the  same  vein  as  Dr.  Wood- 
ward has  stated,  it  seems  to  me  the  biggest 
problem  concerns  the  inroads  on  medicine 
that  are  being  made  or  attempted.  I wish 
every  one  of  you  could  receive  the  literature 
emanating  from  the  Washington  office  of 
the  American  Medical  Association.  We  are 
the  last  bastion  of  freedom  of  the  individual 
as  we  have  known  it.  Some  changes  are  in- 
evitable. As  a good  indication,  last  year 
there  was  the  Medicare  program  which  I 
believe  is  just  another  step  in  the  socializa- 
tion process.  It  is  not  so  called;  neverthe- 
less, it  is  socialization.  We  had  no  other 
alternative  but  to  accept  it.  We  only  hope 
that  in  the  future  in  this  particular  pro- 
gram we  may  be  able  to  mould  the  program 
as  changes  occur.  We  are  not  going  to  be 
able  to  block  them  entirely;  that  is  out  of 
the  question.  We  must  continue  to  push 
forward  and  do  what  is  best  for  all  of  the 
American  people,  healthwise,  rather  than 
be  deterred  by  the  “isms”  that  are  contrary 
to  good  medical  care. 

Again,  I thank  you  for  this  honor  and 
privilege  of  serving  you. 


Greetings  from  Nebraska  State 
Dental  Association 

W.  J.  BRENNAN.  D.D.S.,  President 

Mr.  President  and  Members  of  the  Nebraska 

State  Medical  Association: 

We  of  the  Nebraska  State  Dental  Associa- 
tion bid  you  a hearty  welcome  and  bring 
greetings.  May  your  program  have  God- 
speed and  may  it  be  launched  very  well  and 
successfully. 

Your  President,  or  retiring  President,  Dr. 
Woodward,  was  over  and  spoke  to  us  in  Lin- 
coln last  week  and  he  said  that  since  the  aims 
and  purposes  of  the  two  associations  were 
largely  identical  it  was  a fitting  gesture 
that  we  should  bring  greetings  from  one  as- 
sociation to  the  other  in  mutual  respect.  He 
also  said  he  was  glad  to  see  there  was  as 
much  confusion  among  the  dentists  as  there 
was  among  the  physicians.  Since  I have 
been  around  in  the  Exhibit  Room  this  morn- 
ing I have  found  he  is  a very  honest  man. 

We  in  dentistry,  of  course,  are  an  autono- 
mous profession.  We  feel  that  it  is  a natural 


autonomy.  Our  roots,  however,  are  steeped, 
very,  very  deep,  basically,  in  medicine  and 
we  observe  very,  very  closely  and  benefit 
greatly  from  your  research  and  clinical  prac- 
tice, most  of  which  is  published  at  meetings 
like  this. 

So  we  say,  God  be  with  you  during  your 
deliberations  these  days  and  we  hope  that 
you  will  have  a highly  successful  meeting. 

Thank  you  very  much. 


Greetings  from  Nebraska  State 
Bar  Association 

BARTON  H.  KUHNS.  President 

Mr.  Chairman,  Dr.  Best,  Distinguished  Mem- 
bers of  the  Nebraska  State  Medical  Asso- 
ciation, and  Guests: 

First  I want  to  bring  you  the  greetings 
of  the  Nebraska  State  Bar  Association  and 
express  to  you  my  appreciation  of  this  kind 
invitation  to  be  present  and  speak  to  you 
for  a few  moments  this  morning  as  a rep- 
resentative of  another  profession. 

We  have  followed  out  the  custom,  which 
is  rapidly  becoming  a tradition,  of  having 
at  our  meetings  the  presidents  of  the  medi- 
cal association  and  the  dental  association 
and  I think  it  is  very  helpful  to  the  welfare 
of  all  of  the  professions  to  carry  out  this 
program  and  to  exchange  views  and  greet- 
ings on  an  occasion  such  as  this. 

It  is  one  of  the  duties  of  the  president  of 
the  Bar  Association — I think  it  may  be  true 
of  the  Medical  Association,  I am  not  sure — 
to  travel  around  to  visit  and  attend  the  State 
Bar  Association  meetings  in  surrounding 
states,  and  I have  been  impressed  with  the 
fact  that  in  these  other  states  this  same 
tradition  is  now  being  followed  out.  A few 
weeks  ago  I was  down  in  Wichita  at  the 
meeting  of  the  Kansas  State  Bar  Associa- 
tion. The  Kansas  Medical  Association  was 
represented  on  their  program.  The  same 
thing  was  true  last  week  at  the  Colorado 
State  Bar  Association.  I think  it  is  very 
natural  that  this  should  happen  because  even 
in  listening  just  a few  minutes  here  this 
morning  I can  fully  appreciate  the  common 
problems  of  the  professions.  You  spoke  of 
public  relations,  and  you  spoke  of  the  fact 
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that  just  a few  reprobates  among  the  pro- 
fession can  bring  disgrace  upon  the  entire 
profession.  We  all  have  that  same  problem 
and  I think  it  is  well  that  we  should  be  frank 
about  it  and  discuss  together  remedies  for 
the  situation. 

I think,  also,  it  is  helpful  to  have  some 
programs  where  doctors  and  lawyers  and 
dentists  all  particpate  in  what  we  would  call 
educational  or  instructive  programs.  I have 
attended  several  such  programs  during  the 
past  year  when  there  have  been  discussions 
from  both  the  legal  and  the  medical  points 
of  view;  problems  of  expert  testimony,  for 
example.  I think  they  are  very  helpful. 

I really  believe  that  if  there  is  any  cleav- 
age at  all  between  the  different  professions 
it  comes  about  simply  by  a difference  in 
language.  You  have  so  many  phrases  and 
so  many  words  of  which  not  just  laymen 
but  members  of  other  professions  have  no 
understanding  that  it  makes  us  feel,  some- 
times, as  though  we  are  living  in  a foreign 
country  when  we  mingle  with  doctors.  I am 
sure  there  are  a number  of  technical  expres- 
sions in  the  law  that  probably  give  the  same 
impression  to  others.  For  example,  when 
you  speak  of  a complaint  I am  sure  it  is 
some  illness  or  pain  that  some  patient  relates 
to  you.  To  us  a complaint  is  a formal  docu- 
ment which  recites  a cause  of  action.  You 
have  a remedy  which  may  be  pills  or  it  may 
be  an  operation  or  it  may  be  some  other 
cure.  The  remedy  for  us  is  the  procedural 
step  which  must  be  taken  in  order  to  com- 
pensate for  the  alleged  wrong.  And  then 
there  are  such  words  as  “appendix.”  If 
you  speak  to  a lawyer  about  an  appendix 
he  immediately  moves  over  to  the  back  of  the 
book  and  tries  to  find  it.  If  you  mention 
appendix  to  a doctor  he  starts  poking  around 
the  abdomen  to  try  to  find  it. 

With  this  difference  in  language  it  is  little 
wonder,  therefore,  that  doctors  and  lawyers 
have  felt  themselves  somewhat  separated  in 
their  interests.  Actually,  the  more  we  study 
about  it  and  the  more  organized  medicine 
and  organized  law,  in  the  sense  of  organiza- 
tion such  as  you  have  here  and  such  as  we 
have,  develop  an  interprofessional  under- 
standing of  our  common  goals  and  our  re- 
sponsibilities to  the  public,  the  better  it  will 
be  for  both  our  professions. 

I thank  you  very  much  indeed  for  the 
privilege  of  being  here. 


The  House  of  Delegates:  Its 
Functions  and  Accomplishments 

FRITZ  TEAL,  M.D. 

Lincoln,  Nebraska 

Dr.  Stehl,  Members  of  the  Society: 

I have  been  asked  by  the  officers  to  give 
a brief  report  of  the  functions  and  accom- 
plishments of  our  House  of  Delegates.  I 
don’t  know  how  important  it  is  to  go  into 
all  this  but  since  I have  been  asked  to  do 
it  we  will  go  through  it  very  briefly. 

The  House  of  Delegates  is  the  legislative 
body  of  the  Nebraska  State  Medical  Asso- 
ciation and,  of  course,  is  composed  of  dele- 
gates from  the  component  county  societies 
on  the  basis  of  one  delegate  for  each  fifty 
members  or  fraction  thereof.  At  this  point 
I might  say  that  for  the  last  year  or  two  the 
attendance  in  the  House  of  Delegates  has 
been  very  poor.  At  this  meeting  we  have 
not  had  much  over  50  per  cent  attendance, 
and  two  councilors  were  not  represented  in 
the  House  of  Delegates.  I think  this  is 
pretty  poor  and  I urge  the  members  in  se- 
lecting delegates  to  try  to  pick  someone  who 
will  attend  the  meetings.  It  is  very  im- 
portant. 

The  duties  of  the  House  of  Delegates  are : 
Election  of  officers  with  the  exception  of 
the  Secretary-Treasurer  and  the  Trustees; 
the  appropriation  of  money ; setting  the  dues 
and  making  special  assessments  when  neces- 
sary. They  may  call  a special  session  of 
the  House  of  Delegates  or  of  the  Association 
when  indicated.  They  may  create  special  or 
standing  committees  at  any  time  or  for  any 
purpose. 

The  House  provides  for  the  maintenance 
of  the  official  publications  including  the 
Journal  of  the  Association.  It  also  selects 
or  elects  honorary  members  and  grants  the 
life  memberships.  It  has  the  power  to  as- 
sign additional  duties  to  any  of  the  constitu- 
tional officers.  It  has  the  power  to  impeach 
officers.  The  House  of  Delegates  receives 
reports  from  all  standing  and  special  com- 
mittees and  approves  the  reports  of  all  the 
officers  including  the  Secretary-Treasurer, 
and  approves  the  annual  audit.  One  of  its 
big  functions  is  the  changing  of  the  Consti- 
tution and  By-Laws  in  order  to  keep  up  with 
modern  trends  in  medical  practice  and  the 
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trends  in  medical  legislation  of  the  Amer- 
ican Medical  Association. 

The  February  meeting  in  Lincoln  was 
quite  well  attended,  accomplished  a great 
deal,  and  took  a great  load  off  the  meeting 
here  in  Omaha.  The  meeting  here  I think 
was  much  easier  on  the  delegates  and  it 
seems  that  the  midwinter  meeting  is  going 
to  prove  to  be  quite  a useful  change  in  our 
operation. 

At  the  February  meeting  we  passed  a reso- 
lution proposing  the  election  of  Dr.  Joseph 
McCarthy  for  the  Board  of  Trustees  of  the 
American  Medical  Association.  We  ap- 
proved the  report  of  the  Secretary-Treasur- 
er, the  delegates  to  the  North  Central  Con- 
ference, the  Editor  of  the  Journal.  We  re- 
ceived the  report  from  the  Medical-Legal  Ad- 
visory Committee  and  the  report  of  the 
Council  on  Professional  Ethics.  We  ap- 
proved the  annual  audit,  the  report  of  the 
Board  of  Trustees,  and  the  delegates  to  the 
American  Medical  Association. 

Life  memberships  were  granted  to  Dr. 
Carl  Amick  of  Loop  City  and  Dr.  W.  R. 
Strickland  of  Omaha. 

We  granted  50-year  pins  to  Doctors  Roy 
D.  Bryson  of  Callaway,  H.  R.  Brown  of  Be- 
atrice, James  M.  Woodard  of  Aurora,  M.  J. 
Powell  of  Fairbury,  R.  B.  Adams  of  Lincoln, 
F.  T.  Wright  of  Lincoln,  H.  S.  Reed  of  Guide 
Rock,  Charles  McMahon  of  Superior,  and 
Rudolph  Decker  of  Byron. 

We  studied  and  made  corrections  or 
changes  in  the  Constitution  and  By-Laws. 
We  received  the  reports  of  all  the  standing 
committees.  We  passed  a resolution  sup- 
porting the  entire  University  of  Nebraska 
budget.  We  passed  a resolution  on  the  so- 
called  three-point  plan  for  the  use  of  the 
Salk  vaccine. 

A special  resolution  was  passed  commend- 
ing Dr.  Earl  Rogers  for  the  manner  in 
which  he  conducted  the  Salk  Vaccine  Pro- 
gram. 

At  the  May,  1957,  meeting  the  House  of 
Delegates  reaffirmed  its  stand  on  the  Salk 
vaccine. 

We  elected  new  officers:  Dr.  Fay  Smith, 
Imperial,  President-elect;  Dr.  George  Salter, 
Vice-President;  Councilors:  from  District  1, 
Dr.  Harold  Neu,  Omaha;  District  2,  Dr. 
Richard  Garlinghouse,  Lincoln;  District  3, 


Dr.  Harvey  Runty,  DeWitt;  District  4,  Dr. 
Walter  Benthack,  Wayne. 

We  formed  a new  committee  to  study 
the  matter  of  the  aging  population. 

We  passed  a resolution  again  favoring 
the  restoration  of  the  cut  in  the  University 
of  Nebraska  budget.  We  were  told  that  if 
this  more  than  a million-dollar  cut  were  not 
restored  the  University  Hospital  would  again 
have  to  close  part  of  its  wards  for  the  total 
biennium. 

We  passed  a resolution  encouraging  the 
setup  which  would  allow  professional  recog- 
nition to  technologists  — X-ray,  laboratory, 
etc. 

We  again  passed  changes  in  the  Constitu- 
tion and  By-Laws. 

Our  final  act  was  to  set  the  meeting  date 
at  Lincoln,  after  which  the  meeting  ad- 
journed. 

I realize  this  is  not  much  of  a report  but 
I did  want  to  mention  and  list  the  functions 
of  the  House  and  particularly  to  call  the 
attention  of  the  members  to  the  import- 
ance of  electing  someone  who  will  take  suf- 
ficient interest  to  attend  the  meetings  so 
we  can  have  better  representation.  There 
are  many  members  of  the  Association  who 
say,  “Well,  this  thing  may  have  been  rail- 
roaded or  something,”  and  then  you  find 
out  that  the  delegate  from  your  own  district 
wasn’t  there.  So  try  in  your  local  county 
societies  to  pick  someone  for  the  House  of 
Delegates  who  will  attend  these  meetings. 

Thank  you. 

"The  Function  of  the  House  of 
Delegates,  Councilors,  and 
Trustees — Is  It  Politics  or 
Just  Hard  Work?" 

JAMES  F.  KELLY.  SR..  M.D. 

Omaha,  Nebraska 

My  subject  today  is  one  which  I did  not 
seek.  I accepted  it  with  the  idea  of  doing 
some  research  on  the  problem  with  the  aid  of 
other  members  of  the  association  but  I 
found  it  impossible  to  get  sufficient  time  to 
give  it  proper  consideration.  What  I have, 
therefore,  will  be  in  the  form  of  a prelim- 
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inary  recommendation  as  I think  it  is  im- 
portant to  consider  the  functions  of  Dele- 
gates, Councilors,  and  Trustees. 

When  one  looks  at  the  title  he  is  led  to 
believe  that  there  is  a difference  between 
politics  and  hard  work  and  the  inference  is 
that  if  it  were  “just  hard  work”  everything 
is  all  right  but  if  it  is  politics,  there  may  be 
something  wrong.  I think,  therefore,  at  the 
out-set  that  it  seems  reasonable  to  assume 
that  politics  is  one  thing  and  hard  work  is 
something  else,  but  since  a difference  has 
been  inferred  in  the  title  we  might  consider 
it  from  that  angle. 

When  one  looks  in  the  dictionary  he  finds 
politics  defined  as  the  “science  and  art  of 
government”  or,  in  a bad  sense,  “dishonest 
management  to  secure  the  success  of  certain 
candidates  or  parties.”  With  such  a defini- 
tion one  immediately  realizes  that  our  com- 
mittee had  in  mind  this  full  definition 
whether  we  consider  it  a poor  definition  or 
a proper  one. 

Unfortunately  very  often  a reference  is 
made  to  politics  with  the  latter  part  of  the 
definition  in  mind  or  in  other  words  that 
if  it  is  politics  it  is  bad.  However,  it  is 
evident  from  Article  II  of  our  constitution 
that  “we  have  an  organization  to  bring  the 
entire  medical  profession  in  the  State  of  Ne- 
braska into  one  compact  organization  and 
to  unite  with  similar  associations  in  other 
states  to  maintain  the  American  Medical  As- 
sociation as  well  as  to  promote  the  science 
and  art  of  medicine,  to  elevate  the  standard 
of  medical  education,  and  to  promote  public 
health.”  Therefore,  it  goes  without  saying 
that  since  we  are  and  have  been  for  many 
years  an  organized  body  of  over  one  thou- 
sand physicians  located  in  all  parts  of  the 
state,  we  must  have  some  officers  and  other 
sub-divisions  of  government  to  carry  out 
the  normal  and  necessary  functions  of  a 
scientific  body.  The  only  way  we  can  get 
these  officers  is  by  an  election  and,  since 
the  definition  of  politics  is  “the  science  and 
art  of  government,”  it  is  obvious  that  as 
soon  as  one  becomes  elected  to  office  he 
must  become  engaged  in  the  government  of 
the  association  and,  therefore,  he  is  in  poli- 
tics. 

In  this  .association  the  one  elected  to  an 
office  or  appointed  to  a committee  has  this 
honor  bestowed  upon  him  without  any  ef- 
fort on  his  part.  In  other  words  the  work 
to  be  done  seeks  the  man  and  therefore 


when  one  is  elected  or  appointed  to  do  some 
work  it  is  an  injustice  to  say  that  he  is  in 
politics  and  must,  therefore,  be  bad.  On 
the  other  hand,  if  he  is  elected  or  appointed 
and  uses  his  office  to  further  his  own  aims 
or  ambitions  when  such  ends  are  contrary  to 
the  best  interests  and  the  wishes  of  a great 
majority  of  this  association,  then  his  politics 
is  bad  and  his  conduct  tends  to  blacken  the 
character  of  all  his  colleagues.  Regardless 
of  their  proper  ethics  and  conduct,  many 
doctors  are  cast  under  a cloud  of  suspicion 
built  up  by  the  misconduct  of  one,  or  of  a 
few  at  the  most. 

From  the  foregoing  I believe  it  should  be 
evident  that  I consider  it  possible  for  one  in 
politics  to  be  good  and  to  work  hard.  At 
the  same  time  I believe  it  is  generally  rec- 
ognized that  all  politicians  who  are  bad 
work  hard  because  they  have  that  added  per- 
sonal incentive  to  get  something  for  them- 
selves. 

The  foregoing  is  not  meant  to  cast  any 
suspicion  on  some  of  the  finest  men  whom  I 
have  ever  met,  men  who  hold  office  or  com- 
mittee appointments  in  this  association  and 
who  work  very  hard.  The  fact  that  an  of- 
ficer of  our  Association  works  hard  does 
not,  of  course,  imply  that  he  is  a bad  poli- 
tician. It  is  equally  true  that  one  may  work 
hard  and  in  spite  of  that  he  may  make  a 
mistake  which  results  in  ill  effects  involv- 
ing the  entire  association.  One  who  does 
nothing  never  makes  any  mistakes,  but  one 
who  does  do  something  may  find  later  that 
his  work  was  not  to  the  greatest  advantage 
of  all  of  the  membership.  However,  mis- 
takes made  under  these  circumstances  are 
usually  minimal  and  transitory  when  com- 
pared to  the  damaging  actions  which  have 
been  deliberately  ill-conceived  and  wilfully 
and  secretly  carried  out  by  someone  seeking 
a personal  advantage  for  himself  or  for 
others. 

To  ask  any  single  member  in  the  asso- 
ciation to  analyze  the  function  of  the  House 
of  Delegates,  the  Board  of  Councilors,  and 
the  Board  of  Trustees  and  to  designate  what 
he  thinks  has  happened  as  a result  of  bad 
politics  or  just  honest  hard  work,  is  quite 
an  order  and  I don’t  believe  it  should  ever 
be  done  by  one  individual. 

There  is,  however,  a strong  undercurrent 
of  unrest  among  many  of  our  sincere  mem- 
bers who  have  no  ambition  to  hold  an  office 
or  a committee  appointment  but  who  realize 
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the  obvious  fact  that  we  are  losing  ground; 
and  I firmly  believe  that  a committee  should 
be  appointed  to  study  the  functions  of  the 
House  of  Delegates,  the  functions  of  the 
Councilors,  and  the  functions  of  the  Trustees 
and  of  their  sub-divisions  and  appointees. 
This  committee  should  be  known  as  the 
COMMITTEE  FOR  CONSTITUTIONAL 
GOVERNMENT  and  regardless  of  what  the 
constitution  and  by-laws  says  about  the  mat- 
ter, the  committee  should  be  composed  of 
members  selected  from  the  entire  association 
without  respect  to  their  present  or  past  po- 
sition in  the  association’s  governmental  set- 
up. Some  means  should  be  provided  for  the 
president  to  select  this  committee  with  the 
approval  by  a majority  vote  of  the  entire 
House  of  Delegates.  The  committee  should 
be  instructed  to  review  the  entire  govern- 
mental structure.  It  should  be  given  power 
to  consider  any  suggestions  regarding  any 
activity  of  the  association  that  may  be  sub- 
mitted for  consideration  by  any  member  of 
the  association.  When  the  study  is  complet- 
ed, the  committee  should  then  offer  their 
findings  and  opinions  in  a written  report  to 
the  House  of  Delegates.  If  the  members  of 
this  committee  should  not  fully  agree  upon 
their  final  report  and  recommendations,  the 
minority  should  also  be  permitted  to  report 
their  findings  and  recommendations,  in  writ- 
ing, to  the  House  of  Delegates. 

I am  sure  that  the  Medical  and  Scientific 
Committee  which  assigned  the  subject  to  me 
had  no  specific  criticism  of  any  individual 
or  of  any  group  in  mind.  They  are  evident- 
ly aware  of  the  fact  that  we  have  lost  a lot 
of  ground  and  that  every  possible  means 
should  be  used  to  alter  this  trend.  Its  main 
concern  is  our  fight  against  socialized  medi- 
cine. 

Everyone  in  the  association,  I am  sure, 
feels  that  a general  review  of  our  govern- 
mental structure  and  what  we  are  doing 
with  it  might  be  of  some  help.  The  Medical 
and  Scientific  Committee  feels  as  I do,  I am 
sure,  that  many  of  our  members  work  tire- 
lessly to  perform  a duty  for  the  association 
without  any  thought  of  personal  fame  or 
gain;  they  are  just  the  right  kind  of  people 
and  they  are  in  a great  majority  in  this  as- 
sociation. I would  estimate  those  who  are 
selfish  in  their  efforts  at  not  more  than  one 
or  two  per  cent  of  the  entire  association,  if 
they  are  there  at  all.  It  might  clear  the  air 
considerably  if  our  committee  were  to 


parallel  the  Hoover  Committee  in  its  study 
of  the  National  Government. 

The  committee  we  are  recommending 
should  be  able  to  propose  changes  which 
would  be  of  great  value  to  our  organization. 
Since  we  are  a much  smaller  organization 
than  the  national  government,  any  changes 
which  this  committee  recommends  would  be 
easy  to  analyze  and  to  adopt  by  our  House 
of  Delegates. 

In  closing  I wish  to  congratulate  our 
present  House  of  Delegates.  They  have  been 
alert  and  firm  in  recognizing  and  dealing 
with  measures  which  tend  to  lead  to  social- 
ized medicine.  In  our  association  every 
member  should,  at  all  times  realize  his  duty 
to  protect  the  people  of  Nebraska  from  so- 
cialized medicine. 

In  summarizing  this  brief  presentation 
I wish  to  make  it  clear  that  if  one  has  any 
part  in  the  governmental  structure  of  our 
association  he  is  in  politics.  Because  poli- 
tics is  the  science  and  art  of  government — 
but  he  is  not  necessarily  bad. 

In  my  recommendation  for  the  formation 
of  a committee  on  constitutional  government 
with  a broad  base  from  all  important  seg- 
ments of  our  membership,  for  the  sake  of 
haste,  I suggest  that  the  committee  be  ap- 
pointed by  the  president  with  the  approval 
of  its  membership  by  the  House  of  Dele- 
gates. This  automatically  calls  for  a resolu- 
tion in  the  House  of  Delegates  authorizing 
the  formation  of  this  committee  by  the  presi- 
dent who  returns  the  names  of  those  select- 
ed to  the  House  for  their  final  approval. 

The  function  of  this  committee  would  be 
to  analyze  what  has  been  going  on  in  the 
government  of  our  association  for  the  past 
few  years;  determine,  if  possible,  why  we 
have  lost  so  much  ground;  and  recommend 
whatever  changes  seem  necessary  to  correct 
our  trouble  and  to  prevent  further  losses. 

In  my  opinion  a complete  overhauling  of 
our  present  governmental  structure  is  indi- 
cated if  we  are  to  do  the  greatest  good  for 
the  greatest  numbers. 

This  committee  should  consist  of  twelve 
to  sixteen  members  and  they  could  obtain 
help  from  all  standing  committees  as  they 
presently  exist. 
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Cardiac  Resuscitation * 


Doctor  Hosier  defines  death  in  relation  to  vari- 
ous organs  and  assures  the  reader  that  death 
may  be  cheated  in  many  instances  if  persons 
with  the  "know  how"  act  speedily.  These  per- 
sons must  have  certain  minimal  equipment  and 
drugs  at  hand  at  all  times,  and  in  the  places 
where  needed.  Rehearsals  and  regular  replen- 
ishment of  materials  must  be  carried  out.  He  de- 
fines the  necessary  factors  for  successful  resusci- 
tation after  cardiac  standstill  has  occurred  and 
while  death  is  in  process. 

—EDITOR 

CARDIAC  Resuscitation  is  still 
in  its  infancy.  Although,  the 
first  successful  resuscitation 
was  performed  in  1902,  a queer  lack  of 
knowledge  has  prevailed  in  medical  circles 
during  the  ensuing  fifty  years.  Only  within 
the  past  six  years  has  it  become  an  accept- 
able procedure  in  the  operating  room.  At 
this  time,  as  predicted1,  this  field  is  ready  to 
enlarge  and  remedy  many  so-called  fatal 
situations. 

Death  is  defined  as  the  cessation  of  all 
vital  functions  without  capability  of  resus- 
citation. General  surgery  is  now  in  the  for- 
tunate position  of  being  able  to  challenge 
and  evaluate  the  word,  capability,  having 
now  in  its  grasp  the  ability  to  restore  all  the 
vital  functions  in  countless  patients.  The 
previous  statement  has  now  become  an  ac- 
cepted fact. 

Our  conception  of  so-called  death  must 
necessarily  undergo  new  consideration  be- 
cause the  death  factor  may  at  times  be  small 
and  reversible.  It  may  be  likened  to  re- 
starting a clock  or  an  engine,  and  after  be- 
ing restarted,  it  will  function  normally  for 
an  indefinite  period.  The  precipitating  fac- 
tor at  times  amounts  to  a minor  mechanical 
breakdown,  the  magnitude  of  which  in  cer- 
tain circumstances  becomes  sufficient  to 
cause  cessation  of  the  heart  with  resulting 
deterioration  of  the  cerebral  cortex.  This 
is  the  decisive  and  basic  problem  in  resusci- 
tation, namely  to  keep  the  brain  viable.  As 
the  body  undergoes  deterioration  or  death 
the  various  organs  have  entirely  different 
time  limitations  beyond  which  they  are  not 
capable  of  resuscitation.  Thus,  to  apply  the 
definition,  the  body  undergoes  death  not  as 
a unit,  but  as  an  orderly  progression  which 
is  dependent  upon  the  amount  of  anerobic 

*Read  before  the  Annual  Convention,  Nebraska  State  Med- 
ical Association,  May,  1957. 


ROBERT  M.  HOSLER,  M.D.,  F.A.C.S. 

Cleveland,  Ohio 

tissue  oxidation  which  can  take  place  in 
each  organ. 

The  upper  centers  of  the  brain,  those 
phylogenetically  the  youngest,  are  the  most 
vulnerable  to  lack  of  oxygen.  Under  ordi- 
nary conditions  these  will  withstand  anoxia 
for  3-4  minutes  before  irreversible  damage 
has  taken  place.  The  adrenal  glands  are 
next  in  vulnerability  to  anoxia,  followed  by 
the  kidneys  or  liver,  then  the  lower  centers 
of  the  brain.  The  heart  as  a muscular  or- 
gan is  well  down  this  designated  ladder  of 
decendency  of  selective  vulnerability.  Al- 
though it  will  remain  viable  it  must  have 
oxygenated  blood  in  its  coronary  system  in 
order  to  function. 

Experience  leads  us  to  believe  that  the 
time  has  arrived  when  resuscitation  proce- 
dures can  and  must  be  included  in  the  treat- 
men  of  cardiac  stoppage  from  acute  coronary 
insufficiency.  There  are  now  several  re- 
ports on  record  of  people  who  have  been 
successfully  revived  even  after  suffering  ap- 
parent death  from  acute  coronary  occlusion. 
Many  of  these  hearts  will  beat  again  if2-3 
given  the  second  chance.  Death  apparently 
can  occur  from  minimal  myocardial  dam- 
age4. 

Resuscitation  may,  under  satisfactory 
circumstances,  be  effectually  applied  to  vic- 
tims of  electrocution,  asphyxia,  drowning, 
massive  hemorrhage,  particularly  those 
which  have  an  overwhelming  paralyzing  ef- 
fect upon  the  respiratory  center,  and  air 
embolism.  Resuscitation  measures  are  ap- 
plicable in  the  hospital  for  treating  certain 
new  born  infants  and  the  victims  of  acute 
bulbar  poliomyelitis  who  suffer  cardiac  ar- 
rest due  to  anoxia.  This  tragedy  also  occa- 
sionally confronts  those  who  administer 
drugs  of  any  kind  by  injection  in  the  home, 
office,  or  hospital.  Time  and  experience 
will  record  the  feasibility  of  resuscitation 
in  well  organized  dental  offices  and  electrical 
power  stations. 

Cardiac  arrest  in  the  operating  room  is 
still  an  enigma,  and  attempting  to  save  the 
patient’s  life  is  still  a challenge  to  the  sur- 
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geon,  the  anesthetist,  the  operating  team, 
and  the  hospital.  Until  1952,  the  pendulum 
of  occurrence  was  swinging  alarmingly  up- 
ward, but  since  that  time,  through  the  un- 
veiling and  disbursal  of  old5  and  new  knowl- 
edge of  the  subject,  the  swing  of  the  pendu- 
lum apparently  is  on  the  downgrade.  After 
fifty  years  resuscitation  emerged  from  its 
underground  tunnel  of  despair  to  be  accepted 
as  a therapeutic  measure  with  new  dimen- 
sions. 

The  public  has  become  well  informed  con- 
cerning this  subject  through  the  newspapers 
and  periodicals.  People  have  a right  to  de- 
mand of  their  surgeon  at  such  a time  that 
he  know  how  and  make  a reasonable  and 
intelligent  attempt  at  resuscitation,  but  they 
have  no  reason  to  demand  that  it  be  suc- 
cessful. There  is  no  need  to  alarm  or  allow 
your  patients  to  become  frightened  into  be- 
lieving that  cardiac  stoppage  in  the  operat- 
ing room  is  a common  occurrence,  but  it  is 
not  a rarity. 

There  seems  to  be  little  agreement  or 
comparison  in  the  data  accumulated  by  vari- 
ous authors.  This  is  understandable,  as 
there  are  so  many  variables  and  intangible 
factors  that  must  be  considered.  It  would 
appear  that  an  average  figure  for  collected 
statistics  from  general  hospitals  throughout 
the  United  States  would  indicate  that  cardiac 
arrest  in  the  operating  room  occurs  once 
in  every  2,000  anesthetics.  This  would  sug- 
gest that  it  is  a greater  killer  than  dreaded 
poliomyelitis.  Fatalities  in  the  operating 
room  each  year  from  static  electrical  sparks 
are  variously  reported  from  20  to  less  than 
100.  Compare  the  safety  measures  and  edu- 
cational programs  that  have  been  made  avail- 
able to  hospital  personnel  to  circumvent  haz- 
ards of  explosion  with  those  established  to 
combat  cardiac  arrest. 

Cardiac  arrest  in  the  operating  room  can 
occur  under  a number  of  circumstances.  It 
can  take  place  under  local  or  regional  anes- 
thesia as  well  as  under  a general  anaesthetic. 
Furthermore,  it  may  strike  during  a simple 
procedure  as  well  as  during  a long  compli- 
cated one.  Cardiac  arrest  appears  almost 
as  frequently  to  the  young  as  to  the  old  and 
as  often  to  a patient  with  a good  heart  as 
to  the  individual  with  known  cardiac  im- 
pairment. In  other  words  it  haunts  all  hos- 
pitals. 

The  best  treatment  for  this  condition  is 
prevention.  The  majority  of  these  disasters 


can  be  'prevented.  Comprehensive  planning 
for  such  an  eventuality  is  one  of  the  most 
successful  ways  to  avert  it.  This  planning 
must  be  on  an  institutional  plane  as  well  as 
on  an  individual  plane.  Hospital  drill  teams 
of  the  permanent  staff  (the  white  coat  staff) 
should  be  organized.  The  knowledge,  use, 
and  whereabouts  of  special  instruments  and 
equipment  should  be  learned.  The  house 
staff  should  have  formal  discussions  and  in- 
structions on  this  important  subject  every 
six  months ; otherwise  complacency  will  take 
over,  and  when  the  lightning  strikes,  the  in- 
ertia which  has  been  engendered  cannot  be 
quickly  overcome.  This  is  another  way  of 
saying  that  the  persons  in  a position  to  carry 
out  this  procedure  may  have  become  “rusty.” 
Delay  or  error  in  this  instance  can  be  the 
difference  between  life  and  death.  When- 
ever death  is  imminent  under  anesthesia, 
there  should  be  a means  of  alerting  such  a 
team.  False  alarms  should  be  relished. 

This  procedure  may  be  done  in  any  area 
of  a hospital,  provided  a system  has  been 
established  and  a trained  team  is  on  hand. 

In  some  persons  the  specific  cause  of  car- 
diac arrest  is  entirely  clear  and  obvious.  In 
many  instances  this  is  not  the  case : it  may 
be  the  result  of  a chain  of  circumstances 
which  are  not  well  understood,  or  may  have 
been  ignored,  and  somewhere  along  this 
physiological  chain  a link  is  broken  which 
precipitates  the  disaster.  Many  of  the  fac- 
tors implicated  do  not  seem  important  until 
after  the  catastrophe  has  occurred. 

Almost  without  exception  the  cause  of 
cardiac  arrest  ultimately  resolves  itself  into 
a lack  of  oxygen  in  the  vital  tissues.  Anoxia, 
in  this  day  and  age,  constitutes  one  of  the 
gravest  hazards  to  the  surgical  patient,  and 
the  immediate  effect  on  the  brain  and  myo- 
cardium is  the  most  serious.  This  lack  of 
oxygen  is  the  result  of  either  impaired  ven- 
tilation or  impaired  circulation,  the  former 
occurring  more  frequently.  It  is  typical  of 
severe  anoxia  that  when  respiration  and 
circulation  fail,  they  fail  suddenly.  Too  oft- 
en the  incriminating  expression  has  been 
used:  “The  patient  was  overdrugged  and 
underoxygenated.” 

Briefly,  the  majority  of  the  contributing 
causes  may  be  found  in  the  following  cate- 
gories: Position  of  patient,  decreased  vital 
capacity,  tracheal  obstruction,  poor  oxygen- 
ation, anemia,  anxiety,  insufficient  atropine, 
shock,  poor  cardiac  filling,  torsion  of  the 
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heart,  excessive  accumulation  of  carbon  diox- 
ide in  spite  of  good  oxygenation,  vagal  re- 
flexes, errors  of  judgment,  excessive  num- 
bers and  quantities  of  preanesthetic  drugs, 
individual  idiosyncrasies,  apathy,  and  car- 
diac disease. 

The  procedure  of  resuscitation  cannot  be 
carried  out  by  one  person  and  the  thorax 
cannot  be  entered  without  positive  pressure 
apparatus;  although  on  occasions  the  time 
honored  mouth  to  mouth  respiration  can 
temporarily  suffice.  Anyone  opening  the 
chest  on  the  golf  course,  and  this  has  been 
recorded  in  the  newspapers  (Cleveland, 
1954)  reveals  his  own  ignorance  of  this  sub- 
ject. 

In  this  discussion  the  steps  for  the  treat- 
ment of  this  cataclysmic  disaster  will  be  re- 
ferred to  only  briefly,  as  precise  detailed 
instructions  are  found  in  other  medical  lit- 
erature6. 

In  my  opinion,  the  most  important  point 
in  the  resuscitation  procedure  is  its  separa- 
tion into  two  distinct  steps.  Beck  is  re- 
sponsible for  this  basic  contribution.  The 
components  are  1.  Part  I.  Re-establishment 
of  the  oxygen  system,  (the  emergency  act) ; 
2.  Part  II.  The  restoration  of  the  heart- 
beat. This  separation  makes  it  mandatory 
to  assign  proper  importance  to  the  various 
acts  that  are  taken  in  the  resuscitation-pro- 
cedure. The  recognition  that  these  are  two 
separate  and  distinct  steps  has  been  fre- 
quently overlooked.  This  concept  focuses 
attention  on  the  oxygen  system  and  not  on 
the  heartbeat.  With  a thorough  under- 
standing of  this  distinction,  the  problem  of 
resuscitation  becomes  simple,  provided  one 
can  place  and  keep  first  things  first  and  can 
exert  the  necessary  perseverance.  The  im- 
portance of  each  simple  little  step  cannot  be 
overemphasized,  as  failure  in  only  one  often 
may  account  for  failure  to  save  a life.  For 
instance,  failure  to  make  a large  thoracoto- 
my; movement  of  blood  through  massage 
would  then  be  impossible.  It  would  amount 
to  tickling  the  heart. 

What  is  meant  by  re-establishing  the  oxy- 
gen system?  In  simple  understandable 
terms  we  mean  performing  three  functions : 
First,  get  oxygen  into  the  lungs;  second, 
have  enough  available  hemoglobin  to  trans- 
port the  oxygen;  finally,  provide  a dynamic 
pump  to  propel  the  oxygenated  hemoglobin 
to  the  brain  and  other  vital  organs  in  order 
that  they  will  remain  viable.  The  “arrest- 


ed heart”  remains  a satisfactory  hydrody- 
namic pump,  provided  the  surgeon  gets  his 
hand  upon  it  and  carries  out  manual  mas- 
sage. This  act  represents  the  crisis,  and, 
for  successful  resuscitation,  it  must  be  estab- 
lished within  three  to  four  minutes,  other- 
wise the  brain  will  be  irreversibly  damaged. 
After  the  oxygen  system  has  been  started 
and  kept  in  operation,  the  restoration  of  the 
heartbeat  can  be  carried  out  without  special 
reference  to  time.  In  the  operating  room  the 
surgeon  is  confronted  with  two  conditions  of 
cardiac  stoppage,  namely,  cardiac  standstill 
and  ventricular  fibrillation.  Fortunately, 
the  former  is  encountered  more  frequently, 
as  it  is  the  easier  of  the  two  to  treat. 

In  cardiac  standstill,  effective  massage 
and  good  ventilation  will  effectively  restore 
the  heart  in  most  instances.  If,  after  a cer- 
tain period,  a rhythmic  beat  has  not  been 
restored,  a drug  may  be  injected  into  the 
chamber  of  the  ventricle.  The  cardiac  stim- 
ulant par  excellence  in  this  instance  is  epi- 
nephrine solution  in  a dilution  of  1-10,000. 
Drugs  are  not  resorted  to  first,  and  they 
should  be  used  only  in  the  smallest  amounts 
that  are  effective.  In  an  adult  this  dilu- 
tion is  administered  in  4 c.c.  amounts  and 
this  can  be  repeated  rather  frequently  if 
necessary. 

Briefly,  the  treatment  of  ventricular  fi- 
brillation consists  of  good  ventilation,  effec- 
tive massage,  and  the  application  of  a strong 
electrical  shock  by  means  of  a defibrillating 
machine.  If  conditions  are  right,  this  will 
convert  the  fibrillating  or  convulsing  heart 
to  one  with  a coordinated  beat.  Immediate 
and  best  results  are  obtained  only  if  the 
heart  muscle  has  returned  to  a good  pink 
color  and  the  electrodes  are  firmly  held 
against  each  ventricle.  If,  after  several 
shocks,  success  has  not  resulted,  1 per  cent 
procaine  in  the  amount  of  about  4 cc.  is  in- 
troduced into  the  chamber  of  the  heart  and 
further  massage  carried  out.  This  drug  may 
reduce  the  irritability  of  the  heart  muscle 
so  that  the  next  shock  will  be  successful.  In 
some  cases,  as  a last  resort,  it  may  be  neces- 
sary to  use  1 cc.  of  1-10,000  epinephrine  so- 
lution even  though  it  is  against  physiological 
principles.  In  the  face  of  this,  it  may  be 
the  difference  between  success  and  failure, 
particularly  if  the  cardiac  muscle  has  lost 
its  tone  and  gives  a doughy  sensation  to  pal- 
pation. During  the  emergency  or  crisis 
these  are  the  only  two  drugs  that  must  be 
available. 
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The  surgeon  should  not,  at  this  point,  be 
in  a hurry  to  close  the  thorax  as  soon  as 
the  heart  beat  is  restored.  The  heart  should 
be  carefully  observed  for  a period  of  time; 
the  length  of  time  depends  upon  the  indi- 
vidual surgeon’s  judgment.  The  patient 
should  not  be  removed  from  the  operating 
room  until  his  color  is  good  and  his  blood 
pressure  and  pulse  are  stable.  Only  then  is 
it  permissable  to  remove  the  patient  to  a re- 
covery room  and  never  directly  to  his  room. 

Certain  equipment  should  be  available  in 
every  operating  room.  Special  equipment 
must  be  on  the  floor  and  always  in  working 
order.  This  applies  as  well  for  so-called 
minor  operations,  regardless  of  the  anes- 
thetic employed.  An  emergency  sterile  kit 
containing  a few  instruments,  among  them 
scalpel,  retractors,  and  electrodes,  should  be 
on  the  operating  room  floors  at  all  times.  A 
tray  of  selected  drugs  should  also  be  kept  in 
the  surgical  suite  to  be  used  by  consultants 
or  assistants.  Some  prefer  to  keep  these  up- 
on a mobile  cart  along  with  oxygen  tanks, 
face  masks,  rubber  bag,  intratracheal  tubes, 
intravenous  sets,  a defibrillator  and  possibly 
a heartpacer. 

A reliable  and  foolproof  shocking  device 
or  a defibrillating  machine  is  a necessity. 
As  of  now  this  is  the  only  practical  method 
which  will  successfully  restore  a coordinated 
beat  to  a human  heart  which  is  undergoing 
ventricular  fibrillation.  Ventricular  fibril- 
lation is  incompatible  with  life.  Experimen- 
tation is  being  undertaken  with  the  hope 
that  a very  strong  current  applied  to  the 
intact  chest  will  prove  to  be  an  effectual  ap- 
proach in  the  treatment  of  this  condition. 
Using  currents  in  the  range  of  400  to  700 
volts,  dogs’  hearts  can,  under  ideal  circum- 
stances, be  returned  to  an  effectual  beat  pro- 
vided little  more  than  60  seconds  has  elapsed. 
The  time  limit  is  reduced  approximately  75 
per  cent.  This  approach  to  resuscitation, 
according  to  Beck’s  dictum,  ignores  the 
Emergency  Act,  Part  I (the  re-establish- 
ment of  the  oxygen  system)  ; instead  it  be- 
gins with  Part  II  (the  restoration  of  the 
heart  beat).  The  need  for  brevity  prevents 
further  discussion  of  this  interesting  facet. 

A heartpacer,  or  pacemaker,  is  a valuable 
machine  to  have  available  during  the  post- 
resuscitation period.  Applied  to  a heart 
whose  rhythm  is  slow  and  faltering,  at  times 
it  can  control  and  bolster  the  beat  in  a very 
effectual  manner.  It  is  my  opinion  that  it 


should  not  be  used  during  the  emergency 
act,  which  I have  previously  defined.  Oth- 
ers have  great  hopes  that  this  machine, 
when  applied  to  the  exterior  of  the  body,  will 
act  as  a self-starter  for  the  arrested  heart 
in  standstill7.  Its  main  value  to  date  has 
been  in  the  Stokes-Adams  syndrome.  My  ex- 
perience in  the  laboratory,  using  dogs,  led 
me  to  believe  that  the  desired  results  will 
not  occur  when  cardiac  stoppage  has  taken 
place  for  any  ordinary  length  of  time  with- 
in the  normal  time-limitation  of  three  to 
four  minutes.  Applied  to  a dilated  and  cya- 
notic heart  it  has  no  effect.  Under  clinical 
circumstances,  the  greatest  opportunity  for 
success  in  resuscitation  arises  from  first 
re-establishing  the  oxygen  system.  This  is 
the  emergency  act. 

The  use  of  defibrillating  and  pacemaker 
machines  necessitates  that  we,  as  doctors, 
have  some  conception  of  safe  current  values. 
As  has  been  widely  known  and  demonstrat- 
ed, electrical  currents  can  be  of  benefit  to 
the  heart  and  also  can  be  extremely  hazard- 
ous and  harmful.  As  paradoxical  as  it  may 
seem,  so-called  moderately  weak  currents 
fall  into  the  latter  classification.  In  the 
human,  current  values  of  50-150  milliam- 
peres  usually  produce  ventricular  fibrilla- 
tion which  means  death. 

Currents  above  200  milliamperes  can 
cause  burns,  muscular  contraction,  and  par- 
alysis of  the  respiratory  center,  but  they 
prevent  ventricular  fibrillation.  At  the 
time  the  current  is  broken,  the  heart  is  de- 
fibrillated.  It  functions  like  a defibrillating 
machine.  This  accounts  for  the  amazing  re- 
coveries from  short  contacts  with  excessive- 
ly high  voltage.  It  would  appear  that  crim- 
inals undergoing  legal  electrocution  forfeit 
their  lives  from  the  thermal  effects  of  the 
current,  particularly  upon  the  brain. 

In  the  long  and  difficult  resuscitation  pro- 
cedure, a breathing  machine  is  a definite 
benefit  and  not  a luxury.  A rubber  bag 
filled  with  oxygen  can  be  squeezed  by  hand, 
and  lungs  can  be  made  to  inflate  and  deflate 
by  this  method.  However,  over  a long  peri- 
od of  time,  a respirator  will  undoubtedly  do 
a much  better  job  than  can  be  done  by  hand. 
The  machine  does  not  tire  out  and  lose  effi- 
ciency. 

An  electrocardiograph  should  be  avail- 
able in  surgery.  However,  it  is  of  no  value 
unless  a competent  cardiologist  is  readily 
available  to  interpret  the  record.  Further- 
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more,  electrical  impulses  may  be  recorded 
as  complexes  four  to  six  minutes  after  all 
visible  cessation  of  the  heartbeat8.  Empha- 
sis should  be  placed  upon  the  fact  that  unless 
it  has  been  previously  attached,  it  has  no 
place  in  the  emergency  act.  However,  it 
has  a distinct  place  in  the  post-resuscitative 
and  postoperative  period. 

“Monitoring”  during  operations  is  becom- 
ing more  prevalent.  This  means  that  an 
electronic  instrument  to  record  the  electrical 
or  sound  complexes  of  the  heart  beat  is  at- 
tached to  the  patient  in  the  operating  room 
or  recovery  room.  This  type  of  recording 
is  necessary  during  cardiac  surgery  and  its 
use  is  becoming  more  widespread  in  all 
fields  of  complicated  surgery.  These  records 
still  need  careful  and  intelligent  interpreta- 
tion, preferably  by  a cardiologist.  These 
machines  do  not  eliminate  the  need  for  con- 
stant attention  to  the  many  minor  details 
which  influence  the  physiology  of  the  anes- 
thetized patient. 

While  the  patient  is  recovering  from  this 
disaster,  his  condition  must  be  evaluated 
carefully  and  he  will  need  a great  deal  of 


attention  and  expert  care,  without  which,  a 
successful  resuscitation  may  have  been  done 
in  vain. 

The  Cleveland  Area  Heart  Society,  1689 
E.  115  St.,  Cleveland  6,  Ohio,  inaugurated 
a postgraduate  course  in  Cardiac  Resuscita- 
tion, in  1950.  It  is  given  monthly  and  after 
7 years  it  is  still  going  strong.  Over  1,400 
have  participated  in  the  instruction.  Start- 
ing as  more  or  less  an  orphan,  it  appears  to 
be  filling  a need  for  instruction  in  the  treat- 
ment and  prevention  of  cardiac  arrest. 
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Xanthoma  of  the  Lung 

A Case  Report 


Xanthoma  of  the  lung  is  a very  rare  tumor. 
These  authors  report,  herein,  the  third  case  to  be 
found  in  the  literature.  The  successful  removal 
of  this  neoplasm  should  be  curative,  and  the 
result,  therefore,  highly  satisfactory.  This  tumor 
is  another  of  those  conditions  which  must  be  kept 
in  mind  when  one  reviews  the  possibilities  in 
differential  diagnosis. 

—EDITOR 

XANTHOMA  of  the  lung  is  a 
rare  pathological  entity.  Only 
two  cases  have  been  recorded  in 
the  literature  of  the  world.  Scott  & asso- 
ciates reported  one  in  1948,  and  Ford  & as- 
sociates another  in  1950.  The  rarity  of  this 
lesion  justifies  the  publication  of  a third 
case. 

Case  Report: 

Presenting  Complaints — 

1.  Hemoptysis 
2.  Chest  pain 

Present  History  — The  patient  was  a 
forty-seven-year-old  married  white  fe- 
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male  with  a history  of  hemoptysis  two 
weeks  prior  to  registration  in  the  Clinic. 
There  was  only  one  episode  of  bleeding, 
but  it  was  copious  in  amount  and  con- 
sisted of  both  fresh  and  clotted  blood. 
It  was  unattended  by  antecedent  or  con- 
current upper  respiratory  infection  but 
was  associated  with  mild  intermittent 
pain  in  the  right  hemithorax.  She  con- 
sulted her  family  physician  who  secured 
a chest  film  demonstrating  a mass  in  the 
lower  portion  of  the  right  lower  lobe. 

History  by  Systems  — Not  significant 
except  for  an  allergic  background  as 
noted  below. 
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Past  Medical  History  — The  patient 
gave  a history  of  mild  to  moderate  sea- 
sonal allergic  rhinitis  and  asthma  begin- 
ning in  mid- July  and  lasting  until  the 
first  frost.  In  addition  to  pollen  al- 
lergy, she  had  a history  of  sensitivity  to 
iodides  which  had  been  administered  at 
one  time  for  her  asthma.  Treatment  of 
her  allergic  manifestations  included  sev- 
eral series  of  roentgen  irradiation  to  the 
chest  during  the  past  six  years.  The 
last  previous  roentgenogram  of  the 
chest  was  taken  six  years  prior  to  her 
episode  of  hemoptysis. 

Past  Surgical  History — This  included 
an  appendectomy  in  1926,  cholecystec- 
tomy for  cholelithiasis  in  1951,  and  re- 
moval of  a dilated  cystic  duct  containing 
residual  stones  in  1953. 

Marital  and  Obstetrical  History  — 
Married  thirty  years.  Para  III,  Grav- 
ida III. 

Family  History — Not  significant. 

Physical  Examination  — The  patient 
was  a well  developed,  apparently 
healthy,  moderately  obese  female.  Tem- 
perature was  98.6  degrees;  pulse  rate, 
84  and  rhythm  regular;  respirations, 
20;  and  blood  pressure,  120/80.  The 
general  physical  examination  including 
that  of  the  thorax  was  negative  through- 
out. 

Laboratory  Procedures  — The  hemo- 
globin level  was  15.4  gms.  per  cent  and 
the  white  count,  7,550.  Urinalysis  of  a 
catheterized  specimen  revealed  a spe- 
cific gravity  of  1.020  and  was  negative 
for  sugar,  albumin,  pus,  and  red  blood 
cells.  Bronchial  washings  and  smears 
taken  at  the  time  of  bronchoscopic  ex- 
amination failed  to  demonstrate  malig- 
nant cells  or  acid  fast  bacilli.  Electro- 
cardiographic tracings  were  within  nor- 
mal limits. 

Roentgenologic  Examination  — Pos- 
terior-anterior and  lateral  projection 
films  of  the  chest  verified  the  presence 
of  a mass,  4x4x2  cm.,  situated  in  the 
inferior  and  medial  portions  of  the  right 
lower  lobe. 

Bronchoscopic  Examination  — This 
failed  to  reveal  neoplastic  disease  of  the 
tracheo-bronchial  tree.  However,  the 


bronchus  to  the  right  lower  lobe  was 
filled  with  both  fresh  and  clotted  blood. 

Operation  — The  right  pleural  cavity 
was  explored  through  a long  postero- 
lateral incision  with  removal  of  the  sev- 
enth rib.  The  lower  medial  portion  of 
the  right  lower  lobe  contained  a large 
cystic  and  solid  lesion  necessitating 
lobectomy  for  complete  removal.  The 
vessels  to  the  right  lower  lobe  were  indi- 
vidually identified  and  ligated.  The 
bronchus  to  the  right  lower  lobe  was  ex- 
posed proximally  to  the  origin  of  the 
middle  lobe  bronchus  and  amputated. 
Closure  of  the  bronchial  stump  was  ef- 
fected using  a single  row  of  interrupted 
00  silk.  Two  intercostal  catheters 
were  inserted  into  the  pleural  cavity  for 
application  of  continuous  postoperative 
suction.  The  right  upper  and  middle 
lobes  had  expanded  to  fill  the  pleural 
cavity  by  the  third  day  when  the  inter- 
costal tubes  were  removed.  The  patient 
was  dismissed  from  the  hospital  on  the 
tenth  day.  Her  activity  is  now  unre- 
stricted, and  she  has  remained  com- 
pletely asymptomatic.  Subsequent  in- 
vestigation has  failed  to  reveal  any  dis- 
turbance of  fat  or  lipoid  metabolism  or 
cutaneous  or  skeletal  involvement. 

Pathological  Report — Gross.  In  the 
medial  hilar  area  near  the  diaphragmat- 
ic surface  of  the  right  lower  lobe  there 
was  a wedge-shaped  area  suggesting  an 
infarct.  On  cut  section,  however,  this 
represented  a hemorrhagic  area  about 
4 cm.  in  diameter.  Additional  cut  sec- 
tions through  this  region  demonstrated 
a soft  yellow  mass.  The  adjacent  lung 
tissue  exhibited  focal  areas  of  atelec- 
tasis. Microscopic:  Sections  through 

the  mass  revealed  a fibrous  type  of  le- 
sion with  numerous  spindle  cells,  multi- 
nucleated  giant  cells,  and  foam  cells. 
There  was  marked  hemorrhage,  both  in- 
to the  lesion  and  into  contiguous  alveoli. 

Pathologic  Diagnosis.  Xanthoma  of 
the  right  lower  lobe. 

DISCUSSION 

In  the  case  report  of  Scott  et  al,  published 
in  1948,  the  patient  was  a thirty-four-year- 
old  female  with  a history  of  one  episode  of 
hemoptysis  and  chest  pain.  Roentgenograms 
of  the  chest  revealed  a circumscribed  shad- 
ow in  the  right  cardiophrenic  angle.  A right 
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Fig.  1.  Posterior  - anterior  roentgeno- 
gram of  the  chest  demonstrating  a soli- 
tary lesion  in  the  right  base. 


Fig.  2.  The  resected  right  lower  lobe 
shewing  a hemorrhagic  lesion  in  the  in- 
ferior medial  portion. 


Fig.  3.  Photomicrograph  showing  nu- 
merous spindle  cells,  multinucleated  giant 
cells,  and  foam  cells. 


lower  lobe  lobectomy  was  carried  out,  and 
the  lesion  proved  to  be  a solitary  xanthoma. 
Postoperatively  the  patient  was  re-evaluated 
in  detail.  There  was  no  evidence  of  general- 
ized xanthomatosis ; there  were  no  cutaneous 
lesions;  roentgenograms  of  the  skull  and 
long  bones  were  negative,  and  blood  chem- 
istry determinations  failed  to  reveal  a hyper- 
cholesterolemia. The  report  of  Ford  & as- 
sociates, in  1950,  concerned  a thirty-five- 
year-old  white  female  whose  lesion  in  the  left 
lung  was  detected  in  the  course  of  a chest 
survey.  Since  it  occupied  the  lingula  it  was 
adequately  removed  by  a lingulectomy. 

Grossly,  the  xanthoma  is  a loosely  or 
poorly  encapsulated  yellow  tumor  mass.  Mi- 
croscopically, there  are  numerous  spindle 
type  cells  interspaced  by  clusters  of  the 
characteristic  foam  cells  with  small  round 
nuclei  and  a large,  pale,  vacuolated  cyto- 
plasm. Plasma  cells,  lymphocytes,  and  multi- 
nucleated giant  cells  may  be  present.  Nu- 
merous blood  filled  endothelial  lined  spaces 
indicate  a generous  blood  supply  and  explain 
the  propensity  to  hemorrhage.  The  etiology 
and  nature  of  disturbances  of  lipoid  metabo- 
lism manifested  by  local  or  general  xantho- 
matous masses  are  unknown.  Gruenfeld  and 
Sielig  classified  xanthomatous  disease  as  fol- 
lows : 

1.  Primary  xanthomatosis  with  or  with- 
out hypercholesterolemia. 

2.  Secondary  xanthomatosis  associated 
with  lipemia. 


3.  Localized  xanthoma  formation  in  a 
true  tumor. 

Probably  the  solitary  xanthomata  of  the 
lung  reported  in  the  literature  to  date  repre- 
sent a local  manifestation  of  an  undetected 
disturbance  in  lipoid  metabolism.  The  pos- 
sibility remains,  however,  of  xanthomatous 
replacement  of  a neoplastic  process  with  no 
surviving  identifiable  remnants. 
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Until  well  past  the  beginning  of  the  present  cen- 
tury the  wide  prevalence  of  open  tuberculosis  in 
most  parts  of  the  country  was  sufficient  to  account 
for  continuation  of  the  disease.  For  the  past  20 
years  or  more  it  has  become  increasingly  important 
to  consider  the  less  obvious  and  precise  sources  of 
infection.  No  doubt  the  chief  reservoir  of  infection 
consists  of  patients  with  positive  sputum  who  in 
spite  of  more  general  hospitalization  and  better  pub- 
lic health  supervision,  continue  to  infect  a certain 
number  of  immediate  contacts.  (Alton  S.  Pope, 
M.D.,  and  John  E.  Gordon,  M.D.,  Am.  J.  Med.  Sci- 
ences, September,  1955). 
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What  About  Grandma ?* 


Doctor  McArdle  provides  a mass  of  accumulat- 
ed data  regarding  the  rapid  growth  of  that  seg- 
ment of  our  population  past  the  age  of  sixty-five, 
and  projects  his  figures  into  the  future.  He  com- 
pares the  incidence  and  duration  of  illnesses  in 
the  aged  group  with  those  of  younger  ages  and 
relates  these  data  to  economic  status  and  to  the 
experiences  with  health  insurance.  While  this 
paper  was  presented  from  the  viewpoint  of  in- 
surance, the  data  have  interest  to  the  medical 
profession  in  other  relationships. 

—EDITOR 

THE  increased  attention  focused 
on  our  aged  population  has 
highlighted  the  importance  of 
their  interrelated  problems  of  health  and  fi- 
nancing adequate  medical  care.  Therefore, 
it  behooves  us  to  stop  a moment  and  consid- 
er the  number  of  aged  people  in  the  United 
States  today  and  the  adequacy  or  inadequacy 
of  voluntary  medical  care  available  to  them. 

There  now  are  more  than  fourteen  million 
persons  aged  65  and  over  in  the  continental 
United  States.  Every  day  the  number  in- 
creases about  one  thousand,  which  means 
about  one  in  every  twelve  persons  of  our 
population  is  now  aged  65  or  over. 

From  1900  to  1953  we  know  the  average 
life  expectancy  at  birth  in  the  United  States 
increased  from  47.3  to  68.8  years — a gain 
of  21.5  years.  Five  of  these  years  were  add- 
ed since  1943.  The  general  death  rate  has 
declined  12  per  cent  in  the  past  decade  with 
much  more  spectacular  drops  in  death  rates 
from  certain  specific  causes. 

By  the  year  2000,  even  assuming  no  un- 
usual progress  in  reducing  the  death  rate, 
we  can  expect  to  have  an  aged  population  of 
more  than  twenty-seven  million  persons. 
This  would  represent  approximately  one  in 
eight  of  our  total  population  compared  to 
one  in  twelve  today. 

Of  the  14.1  million  aged  people  on  July 
1st,  1955,  about  two-thirds  were  between  65 
and  75  years  of  age  and  one-third  past  their 
75th  birthday.  More  than  two  million  were 
octogenarians.  Women  outnumber  men  in 
the  population  past  65,  and  the  disparity  in- 
creases with  each  five  year  age-group. 

Just  how  much  money  these  aged  people 
have  is  as  follows:  Only  one  out  of  every 
three  aged  persons  had  incomes  of  their 
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own  of  $1,000.00  or  more  in  1954.  The 
group  with  no  money-income  of  their  own, 
or  with  less  than  $1,000.00,  included  almost 
half  of  the  aged  men  and  five  sixths  of  the 
women.  Many  of  the  latter  were  married 
women  depending  on  their  husbands  for  sup- 
port. 

We  know  that  at  present,  O.A.S.I.  benefi- 
ciaries and  O.A.A.  recipients  number  about 
six  and  one-half  million  and  is  increasing  in 
the  sum  of  fifty  thousand  each  month. 

O.A.S.I.  beneficiaries,  comprising  as  they  do 
such  a large  proportion  of  the  total  aged  in 
the  United  States,  can  be  considered  repre- 
sentative of  our  aged  retired  persons.  Their 
health  problems  are  identical  with  the  health 
problems  of  all  the  aged  in  the  years  of  re- 
tirement. 

There  are  a few  recent  statistical  studies 
to  document  what  everyone  knows,  namely, 
that  older  people  are  in  poorer  health  than 
young  people  and,  hence,  require  more  medi- 
cal care.  As  people  grow  older  more  of  them 
have  disabling  conditions  and  their  dis- 
abilities tend  to  last  longer.  As  would  seem 
natural,  persons  past  65  years  of  age  have 
the  highest  rate  of  chronic  disease  and  dis- 
ability of  any  age-group.  Almost  one  of 
each  two  aged  persons  has  a chronic  disease 
or  impairment.  While  they  make  up  just 
over  8 per  cent  of  our  total  population,  on 
any  given  day  the  aged  occupy  18  per  cent 
of  our  general  hospital  beds,  22  per  cent  of 
our  long-term  hospital  beds,  and  80  to  90 
per  cent  of  the  beds  in  nursing  homes. 

The  amount  of  medical  care  aged  persons 
are  currently  receiving  is  not,  of  course,  a 
measure  of  the  amount  they  require.  Their 
receipt  of  medical  services  is  governed  by 
many  factors  of  which  the  most  important 
is  the  ability  to  pay  for  care. 

Health  status,  utilization,  and  financing 
of  health  services  among  the  aged  can  be 
organized  under  the  following  headings: 

1.  Indications  of  General  Health. 

2.  Hospital  Utilization. 

3.  Physicians'  Services. 

U.  Medical  Costs,  Insurance  Ownerships. 
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Indications  of  General  Health  of  the  Aged 

The  health  status  of  the  population  aged  65 
and  over,  within  the  last  five  years,  is  based 
upon  the  1951  nation-wide  sample  survey  of 
beneficiaries  of  old-age  and  survivors  in- 
surance. We  find  31  per  cent  of  all  sur- 
veyed beneficiaries  were  incapacitated  to  the 
extent  of  spending  some  time  ill  and  in  bed 
during  the  year  covered  by  the  survey.  The 
proportions  increased  with  the  age  and  were 
consistently  higher  for  women  than  for  men 
beneficiaries.  Of  those  surveyed,  we  find 
40  per  cent  spent  more  than  four  weeks  in 
bed  either  at  home,  in  a general  hospital,  or 
in  an  institution.  In  1952,  Rhode  Island 
made  a study  of  the  aged  non-institutional 
population  and  found  that  two  out  of  every 
three  persons  aged  65  and  over  reported 
themselves  in  fairly  good  health.  Some,  who 
considered  themselves  in  fairly  good  health, 
were  handicapped  by  physical  defects  such 
as  poor  eyesight  and  poor  hearing.  Forty- 
six  per  cent  reported  themselves  as  having 
serious  physical  handicaps  or  poor  health  or 
both.  Fourteen  per  cent  were  entirely  lim- 
ited in  physical  activity  and  67  per  cent  were 
able  to  take  care  of  their  personal  needs  but 
could  not  get  around  much  outside  of  their 
own  dwellings.  In  relationship  to  the  total 
non-institutional  aged  population,  the  Rhode 
Island  survey  shows  that  36  per  cent  were 
wholly  or  partially  limited  in  physical  activ- 
ity. In  following  the  socio-economic  status 
of  the  people  65  and  over,  we  find  that  four- 
fifths  of  those  with  a high  status  classifica- 
tion, but  only  half  with  a low  status,  were 
in  good  health.  Relatively  more  of  the  per- 
sons in  the  high  socio-economic  group  re- 
ported no  illnesses  and  comparatively  few 
had  had  as  many  as  three  illnesses,  “in- 
compassing  minor  ailments  as  well  as  com- 
pletely incapacitating  conditions.”  Let  us 
not  forget  adequacy  of  housing  and  other  in- 
dications of  socio-economic  status  is  also  as- 
sociated with  good  and  poor  health.  We 
must,  therefore,  conclude  that  those  who 
live  in  a poorer  type  of  housing,  as  well  as 
those  who  have  a low  status  of  income,  have 
a relatively  higher  incidence  of  illness,  espe- 
cially incapacitating  conditions,  than  those 
in  the  high  status. 

Hospital  Utilization 

A special  one  day  survey  of  the  age  and 
sex  of  hospital  patients  made  in  1953,  by 
the  American  Medical  Association,  indicates 
that  at  any  one  given  time  20  per  cent  of  all 


hospitalized  patients  will  be  65  years  of  age 
or  older,  although  this  age  group  represents 
only  8 per  cent  of  the  total  population  of  the 
United  States.  Slightly  over  50  per  cent  of 
the  aged  patients  in  the  1953-survey  were 
men.  In  the  Nervous  and  Mental  Hospitals 
47  per  cent  were  men,  and  in  General  Hos- 
pitals this  percentage  was  52  per  cent.  Of 
the  1.2  million  persons  in  our  hospitals  on 
census  day,  the  aged  accounted  for  247,- 
000;  seven  per  cent  of  the  total  case  load 
were  in  general  hospitals,  10  per  cent  were 
in  nervous  and  mental,  and  3 per  cent  were 
in  tuberculosis  or  other  institutions.  One 
would  assume  from  this  that  the  care  of 
chronically  ill,  whether  young  or  old,  is 
largely  provided  by  government  hospitals. 

When  measured  in  days  used  per  capita 
per  year  the  aged  required  more  days  of  hos- 
pital care  than  any  other  aged  group  regard- 
less of  the  type  of  hospital  they  entered.  The 
amount  of  care  given  per  capita  varies  ac- 
cording to  the  auspices  under  which  the  hos- 
pitals were  operated.  A special  survey  of 
hospital  patients  made  in  1953,  by  the 
A.M.A.,  showed  the  aged,  like  the  younger, 
received  two-thirds  of  their  general  hospital 
care  in  private  hospitals.  Quite  the  re- 
verse is  true,  as  one  would  expect,  in  nerv- 
ous and  mental  conditions  since  only  4 per 
cent  of  such  stays  for  the  aged  and  less  than 
3 per  cent  for  those  under  65  are  in  private 
institutions. 

The  population  of  65  and  over  enters  the 
hospital  less  frequently  than  the  population 
of  all  ages.  About  seven  aged  per  one  hun- 
dred were  admitted  in  1951  to  general  hos- 
pitals, compared  to  eleven  per  one  hundred 
among  persons  of  all  ages.  However,  once  in 
the  hospital,  the  aged  are  confined,  on  the 
average,  more  than  twice  as  long  as  the  total 
population.  Consequently,  the  aged  use  165 
days  of  hospital  care  per  one  hundred  per 
year  while  the  general  population  uses  only 
113  days  in  the  same  year.  Differences  be- 
tween beneficiaries  with  hospital  insurance 
and  those  without  this  protection  indicated 
the  effect  of  prepayment  in  removing  the 
cost  barrier  to  hospital  care,  since  those 
with  hospital  insurance  spent  more  days  per 
capita  per  year  in  general  hospitals  and  few- 
er in  institutions  and  in  bed  at  home  than 
those  with  no  insurance.  Those  with  in- 
surance appeared  to  be  in  better  over-all 
health  than  the  non-insured,  since  their 
days  of  incapacity  averaged  four  days  less 
in  a year.  The  fact  that  the  insurance  bene- 
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ficiaries  use  more  days  of  general  hospital 
care  per  capita  than  the  noninsured  was  at- 
tributable to  their  high  admission  rate;  that 
is,  13.1  per  one  hundred  against  9.7  per  one 
hundred.  Their  stays  in  the  hospital  were 
about  the  same  length. 

Among  the  aged,  the  group  that  has  hos- 
pitalization insurance  includes  relatively 
more  persons  at  the  lower  end  of  the  age- 
scale  and  more  who  are  at  work  and  pre- 
sumably in  better  financial  circumstances. 
Consequently,  these  persons  are,  by  and 
large,  in  better  health  than  aged  persons 
without  protection  against  hospital  cost. 

The  actual  experience  of  Blue  Cross  and 
other  prepayment  plans  insuring  aged  per- 
sons against  hospital  cost  confirm  the  gen- 
eral findings  from  other  surveys. 

Insured  persons  have  relatively  high  ad- 
mission rates  but  relatively  short  hospital 
stays,  on  the  average.  Days  of  care  per  one 
hundred  aged  members  per  year  varied  in 
eight  experiences  from  104  to  445  with  half 
of  the  experiences  concentrated  between  238 
and  252. 

Physicians’  Services 

Rhode  Island,  in  1952,  made  another  sur- 
vey of  aged  persons  using  specified  medical 
services.  The  percentage  of  aged  persons 
who  used  any  medical  service  was  71.1. 
Those  who  consulted  a physician  was  62.8, 
and  those  hospitalized  was  9.5. 

In  the  health  survey  California  made  in 
1955,  rates  of  visits  to  a physician,  in  the 
course  of  twelve  months,  rose  with  advanc- 
ing age.  Older  persons,  on  the  average,  saw 
a doctor  half  again  as  often  as  persons  of 
all  ages.  The  increased  age  was  not  as  sharp 
among  men  as  women,  although  the  rates 
for  women,  aged  65  and  over,  whose  num- 
bers would  include  a large  proportion  of 
very  elderly  women,  were  nearly  twice  those 
for  women  of  all  ages. 

A pattern  of  increase  by  age  was  also 
found  when  family  income  was  kept  con- 
stant. When  persons  of  the  same  age,  but 
in  a different  income  class,  were  compared, 
variation  in  utilization  of  doctors’  services 
was  found  which  pointed  to  poor  health  con- 
ditions in  the  lowest  economic  group  and  to 
the  probability  of  the  receipt  of  free  care. 
Those  past  65  and  in  the  lowest  income 
group  had  the  highest  rate  of  doctors’  visits ; 


that  is,  75  per  one  hundred  persons  in  a 
month. 

Since  ownership  of  health  insurance,  in 
the  aged  group  65  and  over,  is  coupled  with 
better  economic  status  and  better  health,  the 
fact  that  older  people  with  some  health  in- 
surance see  doctors  more  often  than  those 
with  no  health  insurance  seems  to  indicate 
that  there  is  an  economic  deterrent  to  re- 
ceiving medical  services  when  the  family  has 
to  rely  entirely  on  its  own  resources  to  pay 
the  medical  bills.  The  experience  of  the 
United  Medical  Service  Incorporated,  New 
York,  permits  a comparison  of  insured  per- 
sons in  all  ages  with  those  aged  65  and  over 
and  also  indicates  the  differences  by  marital 
status  among  those  65  and  over,  and  the 
relative  cost  of  surgical  claims  and  other 
claims  for  in-hospital  attendance  by  physi- 
cians. 

Under  contracts  covering  single  individu- 
als, surgical  claims  for  the  average  cost,  on 
the  average,  are  slightly  more  than  twice 
the  average  cost  for  all  ages.  Since  this 
group  comprises  5 per  cent  of  all  men  in- 
sured for  surgery  on  the  one  person  contract, 
claims-cost  for  the  aged  will  account  for 
slightly  more  than  10  per  cent  of  all  such 
surgical  claim-costs.  The  aged  women  in- 
sured for  surgery,  under  single  contract, 
were  not  as  costly  claim-wise.  The  older 
women,  however,  had  a relatively  higher 
claim-cost  for  in-hospital  medical  service. 

The  experience  of  persons  past  65,  under 
the  single  person  contract,  is  in  marked  con- 
trast to  the  two  person,  that  is  husband  and 
wife  contract.  Under  the  latter,  neither  the 
surgical  claim-cost  nor  the  in-hospital  medi- 
cal claim-cost  were  particularly  high.  Sev- 
eral inferences  can  be  drawn,  namely,  that 
the  mutual  hospitalization  is  reduced  by  the 
presence  in  the  home  of  a spouse  and  that 
the  age  of  couples  is  probably  on  the  average 
lower  than  for  single  persons  so  they  are 
less  apt  to  require  medical  services. 

Medical  Costs,  Insurance  Ownerships 

Medical  care  is  purchased  by  older  people 
in  the  same  way  it  is  by  younger  people,  but 
the  proportions  of  persons  using  the  differ- 
ent methods  is  different.  Fewer  persons 
past  65  have  prepayment  insurance  to  help 
them  meet  medical  cares,  probably  largely 
due  to  the  fact  that  too  few  contracts  are 
offered  to  these  people.  Medical  debts  seem 
to  loom  larger  for  older  people  because  of 
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their  reduced  incomes.  Therefore,  with  their 
increased  need  for  medical  care  it  seems  old 
people  receive  this  care  paid  for  by  others 
either  through  tax  sources,  community  re- 
sources, or  relatives  other  than  the  imme- 
diate family.  It  would  seem,  therefore,  with 
this  large  segment  of  population  now  reach- 
ing 65  and  over,  more  contracts  should  be 
made  available  for  grandma  and  grandpa. 

The  health  insurance  owned  by  aged  per- 
sons applies,  for  the  most  part,  to  hospital- 
ization and  surgical  procedures.  This  con- 
centration of  protection  on  the  risk  of  hos- 
pitalization follows  the  pattern  for  the  pop- 
ulation at  large. 

Even  among  older  people,  who  can  afford 
the  premiums,  it  is  not  easy  to  participate 
in  voluntary  health  insurance  plans  unless, 
before  retirement  from  employment,  they 
have  had  membership  in  the  plan  under  a 
group  policy.  A table,  compiled  in  1955, 
shows  the  extent  of  which  75  Blue  Cross 
Hospital  plans  opened  membership  to  older 
persons  in  groups  and  non-groups.  Only  10 
plans  permitted  initial  non-group  enrollment 
without  an  age  limit,  28  plans  will  not  per- 
mit older  persons  to  participate  in  this 
group. 

Too  many  Blue  Shield  plans  fail  to  take 
the  bull  by  the  horns  and  attempt,  at  least, 
to  begin  the  preparation  of  the  ground  work 
for  an  adequate  prepayment  surgical  and 
medical  care  contract  for  those  aged  65  and 
over.  I am  sure  some  of  you  within  the 
confines  of  this  room  have  such  a contract, 
and  I would  like  to  briefly  outline  our  65- 
and-older  contract,  its  cost,  coverage  and 
utilization. 

Costs:  Single  agreements  for  Blue  Cross 

are  $14.10  a quarter  and  $6.90  for  Blue 
Shield,  or  a total  of  $21.00  per  quarter.  The 
family  agreement  is  $28.20  for  Blue  Cross 
and  $13.80  for  Blue  Shield,  or  a total  of 
$42.00  per  quarter.  Blue  Cross  coverages 
for  an  aggregate  of  not  over  21  days  of 
eligible  hospital  service,  at  any  one  member- 
ship year  are  as  follows:  $7.00  per  day  is 
paid  for  bed  and  board  accommodations;  it 
furnishes  general  nursing  care,  use  of  oper- 
ating room  as  often  as  needed,  anesthesia 
up  to  $20.00,  routine  blood  counts  and  urin- 
alysis, all  medicines  administered  by  mouth, 
except  antibiotics,  and  all  stimulants  and 
opium  derivatives  administered  by  hypo- 
dermic injection,  plus  $10.00  per  admission 
to  the  hospital  for  antibiotics.  In  addition 


to  that,  it  also  provides  for  the  use  of  gauze, 
cotton  fabrics,  plaster,  etc.,  oxygen  therapy, 
and  steam  inhalations,  up  to  $15.00  in  any 
one  hospital  admission. 

The  Blue  Shield  benefits  are,  in  essence, 
maximum  of  $150.00  coverage  for  surgery; 
in-hospital  medical  care  payment  will  be 
$10.00  for  care  on  the  first  day  of  admission 
to  the  hospital,  $4.00  a day  for  care  on  sub- 
sequent days.  Blue  Shield  also  has  an  ag- 
gregate of  not  over  21  days  of  medical  care 
on  one  or  more  hospital  admissions  per 
membership  year. 

To  date  our  utilization  has  been  very  sat- 
isfactory and  makes  the  contract  seem  most 
worthwhile. 


PLACQUENIL  FOUND  EFFECTIVE  IN 
THREE  FORMS  OF  “LUPUS” 

Placqenil,  a new  antimalarial  compound  under 
clinical  study,  proved  highly  effective  in  treating 
three  varieties  of  lupus  erythematosus  in  40  pa- 
tients, with  virtually  no  side  effects,  a group  of  in- 
vestigators state  in  the  Journal  of  the  American 
Medical  Association  (p.  879,  June  30,  1956). 

The  study  was  made  by  Dr.  J.  Fred  Mullins  and 
associates  at  the  University  of  Texas  Medical 
Branch.  Placquenil  (Winthrop  Laboratories),  they 
conclude,  may  prevent  “transformation  of  most 
cases  of  evanescent  lupus  erythematosus  into  the 
chronic  discoid  or  subacute  types.”  In  the  series 
studied,  35  patients  were  suffering  from  the  local- 
ized edematous  and  discoid  varieties,  and  five  pa- 
tients from  the  subacute  form. 

Placquenil  produced  complete  clearing  of  erythema 
and  infiltration  within  four  to  14  days  in  16  of  17 
cases  with  the  localized  edematous  condition.  With 
the  exception  of  the  remaining  patient,  who  could 
not  tolerate  the  dosage,  there  were  no  side  effects 
observed  in  this  treatment  group.  A significant 
percentage  of  the  group  would  have  developed  the 
chronic  discoid  form  of  the  disease,  the  authors 
say,  noting  their  belief  that  “Pacquenil,  as  well  as 
Aralen,  has  prevented  development  of  the  result- 
ing scarring  and  disfiguring.” 

Excellent  to  good  results  were  obtained  with  Plac- 
quenil in  all  but  one  of  18  chronic  discoid  cases. 
Improvement  was  noticed  from  the  first  to  third 
week  of  treatment,  at  which  time  the  dosage  was 
decreased  to  maintenance  levels.  In  treating  five 
patients  with  subacute  lupus,  two  showed  excellent 
responses  to  large  doses  of  Placquenil;  one  patient 
had  a good  response  on  a low  dosage;  and  two  cases 
were  failures. 


The  adult  constitutes  the  great  reservoir  for  child- 
hood tuberculosis  in  this  country,  and  the  eradica- 
tion of  the  disease  in  children  stands  or  falls  on 
acceptance  or  rejection  of  treatment  by  adults. 
(Sidney  H.  Dressier,  M.D.,  Am.  Rev.  Tuberc.,  No- 
vember, 1955). 
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Ticks  and  Tularemia  in  Nebraska 


Tularemia,  or  "rabbit  fever,"  is  a disease  that 
must  be  kept  in  mind  in  Nebraska  although  its 
frequency  seems  considerably  less  than  in  many 
other  areas  in  the  United  States.  The  author 
calls  attention  to  the  reservoirs  of  Pasteurella 
tularensis  in  rabbits,  birds  and  other  small  mam- 
mals as  well  as  in  the  American  Dog  Tick,  in 
our  state.  The  latter,  the  dog  tick,  may  serve 
as  the  vector  in  man  and  is  probably  the  prin- 
ciple vector  between  animals.  Infection  in  man 
more  often  is  traceable  to  handling,  dressing,  and 
skinning  of  infected  rabbits. 

—EDITOR 

TULAREMIA  is  an  infectious  dis- 
ease, caused  by  Pasteurella  tu- 
larensis, known  to  occur  under 
natural  conditions  principally  in  hares  and 
rabbits  (Leporidae),  although  it  has  oc- 
curred in  at  least  47  species  of  birds  and 
mammals.  The  disease  was  first  reported 


WILLIAM  F.  RAPP,  JR. 

Entomologist,  Division  of  Sanitation, 

Nebraska  State  Department  of  Health 
Lincoln,  Nebraska 

In  Nebraska  and  other  midwest  states, 
cottontails  (Sylvilagus  floridanus)  appear 
to  be  the  principal  source  of  tularemia.  In 
Illinois,  Sharp  (1939)  reported  that  all  but 
two  of  459  reported  cases  in  1938  were  trace- 
able to  contact  with  cottontail  rabbits. 

TULAREMIA  IN  TICKS 

Tularemia  is  spread  among  wild  animals 
largely  by  the  bite  of  ticks.  In  Nebraska, 
the  most  widely  distributed  tick  is  the  Amer- 
ican Dog  Tick,  Dermacentor  variabilis 


STATE  OF  NEBRASKA 
DEPARTMENT  OF  HEALTH 


Counties  where  ticks  are  known  to  occur 


Counties  where  Tularemia -positive  ticks  have  been  taken 


Figure  l 


in  Nebraska  in  1926.  Since  that  time  51 
human  cases  have  been  reported  in  the 
State. 

TULAREMIA  IN  WILDLIFE 

Burrought  et  al  (1945)  list  47  birds  and 
mammals  which  had  been  found  naturally  in- 
fected with  the  organism  that  causes  tular- 
emia. Various  rodents,  especially  lago- 
morphs,  make  up  more  than  75  per  cent  of 
dhe  list.  Also  included  are  certain  galli- 
naceous birds,  raptorial  birds,  and  carni- 
vores, as  well  as  a few  domestic  animals. 


(Say).  This  tick  is  found  throughout  the 
state,  but  reaches  its  largest  populations  in 
the  postclimax  river  bottom  forests.  Ameri- 
can Dog  Ticks  collected  by  the  author  in 
Dawes,  Morrill,  and  Sheridan  Counties 
have  been  found  positive  for  tularemia.  This 
work  was  done  by  the  Rocky  Mountain  Lab- 
oratory, U.S.  Public  Health  Service,  Ham- 
ilton, Montana,  and  isolation  was  achieved 
by  animal  inoculation.  Figure  1 shows  the 
known  distribution  of  the  American  Dog 
Tick  and  the  counties  in  which  tularemia- 
positive ticks  have  been  found.  During  June 
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1956,  ticks  were  collected  from  several 
areas  in  the  Missouri  Valley  region  of  Ne- 
braska and  sent  to  the  Rocky  Mountain  Lab- 
oratory for  isolation;  however,  no  positive 
ticks  were  found  from  this  region.  There- 
fore, we  may  assume  that  at  the  present 
time  Western  Nebraska  seems  to  be  the  en- 
demic area  for  tularemia  in  Nebraska. 

In  Nebraska,  ticks  seem  to  be  the  prin- 
cipal vector  of  tularemia  between  cotton- 
tails, but  are  of  minor  importance  as  a vec- 
tor in  the  case  of  man.  In  areas  where 
there  is  a high  tick  population,  the  tick  can 
become  the  principal  vector  in  human  cases. 
Green  (1942)  reported  that  the  most  com- 
mon mode  of  human  infection  with  P.  tular- 
ensis  in  Minnesota  is  by  ticks. 

TULAREMIA  IN  MAN 

The  first  reported  case  of  tularemia  in 
Nebraska  occurred  in  1926.  Since  that  time 
some  51  cases  have  been  reported.  Because 
it  is  a well-known  fact  that  the  reporting 
of  communicable  diseases  in  Nebraska  is 
very  low,  it  is  doubtful  that  this  figure  rep- 
resents an  accurate  picture  of  tularemia  in 
Nebraska.  It  is  the  opinion  of  the  author 
that,  in  all  probability,  the  disease  is  com- 
moner than  the  number  of  reported  cases  in- 
dicates. 

Cottontails  are,  without  doubt,  the  prin- 
cipal source  of  human  tularemia,  and  Fran- 
cis (1937)  has  claimed  that  more  than  90 
per  cent  of  all  cases  in  the  United  States  have 
come  from  wild  rabbits  and  hares.  This  last 
statement  seems  to  be  borne  out  by  the  fact 
that  the  majority  of  cases  occur  during  the 
rabbit-hunting  season. 

Ticks  are  probably  the  number-two  source 
of  tularemia  in  the  United  States,  and  their 
importance  as  vectors  varies  from  year  to 
year.  In  Nebraska,  there  is  a marked  vari- 
ation from  year  to  year.  During  June  1955, 
several  areas  in  Nebraska  were  checked  for 
ticks,  and  in  all  areas  the  tick-population 
was  found  to  be  very  high.  During  June 
1956,  the  same  areas  were  again  checked  and 
the  population  was  found  to  be  low.  The 
factors  affecting  tick-populations  are  not 
well  understood;  one  would  think  that  since 
ticks  are  ectoparasites  their  numbers  would 
vary  directly  with  those  of  their  hosts. 
However,  such  does  not  seem  to  be  the  case, 
because  studies  carried  on  in  Nebraska  dur- 
ing 1955  and  1956  show  little  or  no  change 
in  the  small  mammal  population.  Thus,  we 


cannot  assume  that  large  tick-populations 
are  completely  dependent  upon  large  rodent- 
populations,  nor  can  we  assume  that  a small 
rodent-population  will  supply  a small  tick- 
population. 

Ticks  play  an  even  more  important  role 
than  just  being  vectors  of  the  disease;  they 
are,  without  doubt,  the  principal  reservoir 
for  the  disease.  The  organism  Pasteurella 
tularensis  may  be  harbored  for  long  periods 
within  the  body  cells  and  coelomic  fluid  as 
well  as  in  the  lumen  of  the  gut.  Hereditary 
transmission  has  been  demonstrated  from 
infected  ticks  to  their  eggs,  larvae,  and 
nymphs. 

CONCLUSIONS 

Although  only  51  cases  of  tularemia  have 
occurred  in  Nebraska,  the  disease  must  be 
considered  one  of  the  more  potential  diseases 
occurring  in  the  state  because  we  have  a 
large  tick-population  which  can  become  a 
reservoir  for  the  disease.  Studies  conducted 
in  1955  and  1956  have  shown  that  the  ticks 
in  Western  Nebraska  are  positive  for  the 
disease  and  are  acting  as  a reservoir  for  the 
disease. 

BIBLIOGRAPHY 

Burroughs,  A.  L.;  Holdenried,  R.;  Longanecker, 
D.  S.,  and  Meyer,  K.  F.:  1945 — A Field  Study  of 
Latent  Tularemia  in  Rodents  With  a List  of  All 
Known  Naturally  Infected  Vertebrates.  Jour.  Infect. 
Dis.,  76:115-9. 

Francis,  Edward:  1937 — Sources  of  Infection  and 
Seasonal  Incidence  of  Tularemia  in  Man.  Reprint 
1799  from  U.S.  Pub.  Health  Service  Reps.,  52  (4) : 
103-13. 

Green,  Robert  G. : 1942 — Tularemia  As  a Hunter’s 
Problem.  Const.  Volunteer  3 (17):41-5  (Minnesota 
Dept,  of  Conservation,  St.  Paul). 

Sharp,  Cecil  A.  A.:  1939 — Tularemia  in  Illinois. 

111.  State  Acad.  Sci.  Trans.  32  (2):225-6. 


Current  Comment 

Borden  Undergraduate  Research  Awards 
In  PJedicine — 

In  thirteen  years,  254  medical  students  in 
26  medical  schools  have  received  $500  Re- 
search Awards  from  Borden.  The  awards 
are  for  senior  medical  students  whose  re- 
search as  undergraduates  has  been  deemed 
most  meritorious  in  their  class.  The  basic 
purpose  is  to  furnish  incentive  for  high 
scholastic  attainment  and  to  dramatize  the 
importance  of  such  attainment.  Freshman 
awards  also  were  begun  in  1956,  to  empha- 
size the  importance  of  good  scholarship. 
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Neurologic  Briefs: 

Some  Important  Considerations  in  the 
Examination  of  Cerebrospinal  Fluid 

JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska 


PURPOSE 

To  assist  in  diagnosis  (or  to  estimate 
progress)  of  disease  involving  brain,  spinal 
cord,  meninges  and  peripheral  nerves. 

RISKS 

1.  Greatest  risk  involves  release  of  ele- 
vated fluid  pressure,  drawing  brain- 
stem and  cerebellar  tonsils  into  fora- 
men magnum,  resulting  in  compres- 
sion of  medulla  and  death.  History 
and  findings  (e.g.  papilledema)  may 
warn  of  high  pressure.  Once  in  and 
discovering  high  pressure,  allow  no 
more  fluid  to  escape  than  has  run  into 
manometer. 

2.  Precipitate  spinal  cord  compression, 
if  tumor  present,  by  removal  of  fluid 
from  below. 

3.  Bacterial  contamination  of  subarach- 
noid space  (meningitis). 

4.  Injury  of  intervertebral  disc  or  nerve 
root  by  needle. 

5.  Post-spinal  puncture  headache. 

6.  A precipitating  trauma  for  hysterical, 
paranoid  or  litigious  patients. 

TECHNIQUE 

Use  size  No.  20  spinal  needle.  Short  needle 

with  children ; extra  long  needle  with  obese 

patients. 

Larger  size  unnecessarily  traumatic. 

Smaller  size  gives  less  satisfactory  pres- 
sure studies. 

Patient  lies  on  his  side. 

Pressure  studies  are  not  satisfactory 
with  patient  sitting  up.  If  examiner 
prefers  patient  in  sitting  position  for 
placing  needle,  then  once  needle  is  in 
place,  gently  roll  patient  on  his  side 
to  continue  examination. 


If  “pure  blood”  comes  from  needle  under 
very  low  presure,  most  likely  a vein  has 
been  tapped.  Withdraw,  use  a clean  nee- 
dle and  puncture  again  at  a different  level. 

TESTS 

1.  Initial  and  final  pressures. 

2.  Queckenstedt  (jugular  compression) 
test. 

3.  Laboratory  tests  on  fluid. 

INITIAL  AND  FINAL  PRESSURES 

Always  use  water  manometer;  be  certain 
connections  are  tight.  Don’t  estimate 
pressure  from  rate  of  flow;  this  is  a com- 
mon error  by  which  one  will  miss  border- 
line high  and  slightly  elevated  pressures 
at  least.  The  old  mercury  manometer  is 
no  longer  recommended. 

Check  patency  of  needle-subarachnoid  sys- 
tem by: 

1.  Noting  small  cardio-respiratory  vacil- 
lations in  level  (meniscus)  of  fluid  in 
manometer. 

2.  Asking  patient  to  cough  or  strain 
slightly;  or  push  on  patient’s  abdo- 
men. Note  quick  rise  and  fall  of  fluid 
in  manometer. 

If  initial  pressure  is  quite  low,  rotate  needle 
and  manometer  from  upright  12  :00  posi- 
tion to  5 :00  as  if  it  were  hand  of  a clock. 
Gravity  pulls  fluid  into  manometer  as- 
suring you  immediately  that  adequate  en- 
try has  been  made  into  subarachnoid 
space.  The  fluid  level  should  drop  quick- 
ly when  manometer  returns  upright ; 
otherwise  the  needle  is  blocked  by  arach- 
noidal tissue. 

Reasons  for  false  high  pressure  readings: 

1.  Patient  tense;  give  him  at  least  60  sec- 
onds to  relax  after  needle  is  in  place 
and  he  is  comfortable  again.  Antici- 
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pate  need  for  and  use  adequate  pre- 
test sedation. 

2.  Excessive  flexion  of  neck  and  thighs. 
After  needle  is  in  place,  unflex  neck 
to  neutral  position  and  withdraw 
knees  from  abdomen. 

3.  Level  of  foramen  magnum  is  higher 
than  needle.  A sag  in  the  bed  or  any- 
thing elevating  head  and  shoulders 
will  do  this. 

4.  Pillow  compresses  jugular  vein. 

The  initial  pressure : 

Normal  pressure  cannot  be  rigidly  or  ab- 
solutely defined.  Levels  below  160  mm. 
H20  are  considered  normal. 

Levels  of  160  mm.  to  200  mm.  of  water  are 
borderline  high  or  slightly  elevated. 
Many  of  these  readings  may  have  no 
clinical  significance. 

Levels  above  200  mm.  of  water  shade  in- 
to more  significantly  elevated  pressure 
readings. 

The  final  pressure : 

Ayala  index.  Indicates  roughly  the  size  of 
the  reservoir  tapped. 

Withdrawal  of  much  fluid  with  only  slight 
drop  in  pressure  suggests  a large  reser- 
voir of  fluid  (e.g.  cerebral  atrophy;  non- 
obstructive hydrocephalus). 

Withdrawal  of  little  fluid  with  great  drop 
in  pressure  suggests  a small  reservoir 
(e.g.  spinal  subarachnoid  block  by  neo- 
plasm above  level  of  needle;  expanding 
intracranial  lesion). 

Calculation:  number  of  c.c.  spinal  fluid 
withdrawn,  multiplied  by  final  pressure, 
divided  by  initial  pressure. 

An  index  well  over  5 suggests  a large  res- 
ervoir; well  under  5 suggests  a small 
reservoir. 

THE  QUECKENSTEDT  (JUGULAR 
COMPRESSION)  TEST 

Purpose:  To  reveal  subarachnoid  block  be- 
low foramen  magnum,  especially  a space- 

occupying  lesion  (e.g.  neoplasm,  fracture 

deformity)  crowding  the  spinal  cord. 

Occasionally  used  also  to  determine  pat- 
ency of  lateral  venous  sinus  (throm- 
bosis). 


Mechanism : Pressure  on  jugular  vein  blocks 
return  flow  of  blood  from  intracranial 
vault,  causes  distention  of  intracranial 
venous  system,  which  crowds  out  intra- 
cranial spinal  fluid,  forcing  it  down  the 
spinal  subarachnoid  space,  thence  out 
spinal  needle  into  manometer. 

A spinal  space-filling  lesion  may  block 
the  compressed  spinal  fluid  so  the  in- 
creased pressure  cannot  be  (freely)  trans- 
mitted to  the  manometer  below. 

Technique : 

Digital  compression  of  each  jugular  vein, 
then  both.  Note  rapidity  and  extent 
of  rise  and  fall  in  manometer. 

“Quantitative”  method.  Blood  pressure 
cuff  around  patient’s  neck.  Raise  pres- 
sure quickly  to  20  mm.  Hg,  leave  it 
there  10  seconds,  release.  Repeat  with 
40  mm.  Hg. 

The  incomplete  block  by  a cervical  spinal 
cord  neoplasm  occasionally  may  be  dem- 
onstrated only  by  doing  the  Quecken- 
stedt  test  with  neck  in  definite  flexion 
or  extension. 

Be  sure  you  have  a free,  “wide  open”  nee- 
dle-subarachnoid connection.  If  the 
needle  is  not  well  in  the  subarachnoid 
space  or  if  the  tip  is  blocked  by  sub- 
arachnoid tissue,  erroneous  results  oc- 
cur. Test  patency  as  previously  de- 
scribed. 

If  initial  spinal  fluid  pressure  is  low,  in- 
conclusive results  may  be  somewhat 
more  frequent.  After  specimens  are 
taken  for  laboratory  tests,  isotonic,  ster- 
ile saline  may  be  injected  to  produce 
a higher  and  more  responding  initial 
pressure. 

Erroneous  Methods : 

Compress  patient’s  abdomen  or  have  him 
cough.  This  distends  venous  communi- 
cations through  the  entire  length  of  the 
spinal  subarachnoid  space,  both  above 
and  below  the  space  filling  lesion. 

Compress  carotid  sinus,  causing  vasode- 
pressor effects,  hypotension  and  hence 
no  rise  or  a drop  in  cerebrospinal  fluid 
pressure. 

Contraindications : 

1.  Presence  of  cerebral  edema  or  space- 
filling intracranial  lesion  (e.g.  neo- 
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plasm,  hematoma).  Danger  of  caus- 
ing compression  of  cerebellum  and 
medulla  from  above. 

2.  Presence  of  high  cervical  (C-5  or  high- 
er) edema  or  space-filling  lesion.  Dan- 
ger of  compressing  upper  cord  to 
paralyze  respiration. 

LABORATORY  TESTS 

Clean,  sterile  tubes  for  specimens.  Bacteri- 
al, protein,  mineral  contamination  and 
debris  may  grossly  distort  lab  tests. 

Take  care  lest  powder  (talc,  starch)  from 
gloves  or  cotton  fibers  fall  into  tubes  (may 
alter  cell  count;  starch  granules  confused 
for  cells  in  count). 

Cork  or  glass  stoppers  (rather  than  cot- 
ton) for  specimen  tubes. 

Don’t  let  fluid  touch  stoppers;  absorption 
may  alter  concentration  or  cell  count. 

If  fluid  is  slightly  turbid  or  pink,  this  could 
be  due  to  trauma  (and  slight  bleeding)  of 
the  spinal  puncture.  Withdraw  fluid 
then  in  three  successive  tubes  to  note 
whether  initial  gross  appearance  remains 
or  clears  up. 

Label  last  tube  into  which  fluid  is  taken  and 
indicate  that  laboratory  do  protein  and 
cell  count  on  this  specimen.  The  confus- 
ing traumatic  blood  contamination  is  thus 
usually  washed  out  into  the  first  tube. 

Routine  tests  include: 

Cell  count:  red,  white,  other  (e.g.  mal- 
ignant, fungus) 

Protein 

Serologic 

Gold  curve 

If  infectious  (other  than  luetic)  disease  is 
suspected : 

Bacteriologic  studies  (smears,  cultures, 
innoculation  of  guinea  pigs,  sensitiv- 
ity tests). 

Sugar  and  chloride  determination  (low 
in  bacterial  meningitis,  meningeal 
carcinomatosis). 

Pellicle  formation. 

Eosinophil  differential  count  if  hel- 
minth or  other  parasitic  infestation 
is  suspected. 


Papanicolou  smears  on  centrifuged  speci- 
men. 

Certain  tests  must  be  done  on  fresh  spinal 
fluid  within  a few  hours  at  least.  This  is 
especially  true  for  the  cell  count,  sugar 
content  and  bacteriology.  Error  grows 
in  proportion  to  the  amount  of  time  the 
fluid  is  allowed  to  set.  Cell  count  drops 
rapidly  if  the  fluid  is  infected  (or  con- 
taminated) and  allowed  to  stand  (even 
in  refrigeration).  Hence  a cell  count 
the  next  day  may  be  misleading. 

THE  CELL  COUNT 

Involves : 

White  cell  count  and  differential. 

Red  cell  count. 

Other  cells  such  as  fungus  and  yeast  or- 
ganisms, malignant  cells. 

Normal  white  cell  count  is  less  than  5 per 
cubic  mm.,  often  0 or  1 or  2. 

Inexperienced  technicians  may  confuse  red 
and  white  cells.  Care  regarding  starch 
granules  and  other  contaminants! 

If  fluid  is  blood  tinged  and  it  is  still  thought 
necessary  to  estimate  white  cell  count 
(e.g.  to  rule  out  infection),  may  calcu- 
late that  bleeding  into  subarachnoid  space 
produces  one  white  cell  for  every  600  red 
cells.  (A  more  accurate  ratio  may  be 
made  from  patient’s  immediate  blood  red 
and  white  cell  counts).  The  remaining 
white  cells  in  the  spinal  fluid,  especially 
if  many,  are  likely  due  to  an  infection  or 
marked  irritative  process. 

The  spinal  fluid  red  cell  count  should  be 
estimated  only  on  undiluted  fluid  unless 
the  fluid  is  “almost  pure  blood,”  or  has  the 
gross  appearance  of  being  entirely  blood. 
To  do  a cell  count  on  this  is  often  unnec- 
essary. A red  cell  count  of  25  or  50  in 
the  last  tube  of  fluid  obtained  may  suggest 
a small  hemorrhage  otherwise  undetect- 
ed. Crenated  and  deteriorated  red  cells 
in  number  (over  10  and  in  the  last  tube 
of  fluid)  may  be  compatible  with  an  older 
(several  days)  bleeding. 

Glacial  acetic  acid  and  other  diluents  are 
valuable  where  it  is  necessary  to  more 
clearly  identify  white  cells  and  their  types. 

PROTEIN  ESTIMATION 

As  the  figure  goes  over  40  mg.  per  100  cc., 
it  is  increasingly  significant. 
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Normal  figure  is  35  mg.  or  less. 

Presence  of  globulin  in  ordinarily  detectable 
quantities  (Ross- Jones  test,  Nonne  test, 
Pandy  test)  is  abnormal. 

Colloidal  gold  tests  indicate  abnormal  pro- 
tein fractions  in  spinal  fluid. 

If  fluid  is  blood  tinged,  it  must  be  centri- 
fuged before  protein  estimation.  Centri- 
fuging removes  the  non-hemolyzed  red 
cells.  Yellow  supernatant  fluid  means 
blood  in  spinal  fluid  48  hours  or  longer 
(hemolysis).  Benzedine  test  on  superna- 
tant fluid  will  confirm  presence  of  hemo- 
globin if  this  is  uncertain.  Allow  1 mg. 
protein  for  each  1,000  red  cells  (spinal 
fluid  red  cell  count)  due  to  hemorrhage; 
subtract  this  amount  of  protein  from  the 
total  and  this  leaves  a rough  estimate  of 
the  spinal  fluid  protein  uncontaminated 
by  bleeding.  Rarely  a yellow  spinal  fluid 
is  found  due  to  icterus  or  to  a markedly 
elevated  protein.  Hemorrhage  is  ruled  out 
by  absence  of  red  cells  or  deteriorated 
forms,  negative  benzedine  test  and  a very 
high  protein  reading  (several  hundred  mg. 
or  more). 

BACTERIOLOGY 

Don’t  contaminate  the  sample.  Technique ! 

Bacteriologic  studies  are  often  misleading  or 
negative  if  the  patient  has  been  given  anti- 
biotics. 

Smears  may  be  valuable  immediate  sources 
of  information.  In  bacterial  meningitis 
with  white  cell  counts  over  100,  the  or- 
ganism may  be  quickly  disclosed. 

If  a pellicle  forms,  it  may  collect  a num- 
ber of  bacteria  for  smear  and  staining. 

Tubercle  bacilli  and  fungus  organisms  usu- 
ally require  special  bacteriologic  tech- 
niques. 

Sensitivity  tests  to  determine  antibiotics 
most  effective. 

SUGAR 

Important  test  to  differentiate  bacterial 
from  virus  infections.  Low  values  with 
bacterial  growth  in  subarachnoid  space. 

Suspect  any  value  below  50  mg.  per  cent  as 
significant  and  increasingly  significant 
with  lower  values. 

Sugar  concentration  in  spinal  fluid  may  be 
misleading  in  hyperglycemic  states  (e.g. 
diabetes  mellitus)  or  hypoglycemia. 


Value  is  usually  somewhat  lower  than  that 
in  bloodstream.  It  also  follows  the  blood- 
stream rise  and  fall  with  a lag  of  2-3 
hours. 

Remember,  low  concentrations  also  found 
with  meningeal  carcinomatosis. 

POSITIVE  SPINAL  FLUID 
FINDINGS 

Practically  always  in: 

Meningitis 

Subarachnoid  bleeding  (any  source) 

Syphilis  of  central  nervous  system  (active, 
untreated) 

Encephalitis 

Poliomyelitis 

Infectious  polyneuritis  (Gullain-Barre) 
Brain  abscess 
Spinal  abscess 

In  many  cases  of : 

Brain  tumor,  primary  or  metastatic 
Spinal  cord  tumor,  primary  or  metastatic 
Subdural  hematoma 
Trauma 

Collagen  diseases  affecting  C.N.S. 

Occasionally  in : 

Multiple  sclerosis 

Recent  cerebral  thrombosis 

Intervertebral  disc  herniation  (large) 

Current  Comment 

From  the  Council  Bluff s-Xonpareil — 

A specimen  of  the  influenza  virus  respon- 
sible for  the  outbreaks  in  Asia  has  been  sent 
to  the  State  University  of  Iowa  Hospitals. 
for  study  in  the  event  the  disease  should 
break  out  in  the  Midwest. 

No  cases  are  known  to  have  originated 
in  this  country  and  there  is  no  cause  for 
alarm,  says  Dr.  A.  P.  McKee,  bacteriology 
professor  and  regional  director  of  the  World 
Health  Organization. 

Dr.  McKee  said  he  received  specimens  and 
has  been  growing  virus  in  his  laboratory. 
From  these  specimens  an  “antigen”  has  been 
developed  which  could  lead  to  rapid  identifi- 
cation of  the  disease,  Dr.  McKee  said. 
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Marquis  W.  Hir.eman,  M.D.,  was  bom  April  20,  1914,  in  Pittsburgh, 
Pennsylvania,  and  received  his  early  education  at  Midland,  Pennsylvania. 
His  pre-medical  work  was  taken  at  Pennsylvania  State  University,  the 
Creighton  University  and  the  University  of  Nebraska.  His  medical 
studies  were  completed  at  the  University  of  Nebraska  from  which  he 
graduated  with  the  degree,  Doctor  of  Medicine,  in  1952. 

His  internship  at  University  Hospital  was  followed  by  a residency 
in  general  surgery  at  Veterans  Administration  Hospital,  Omaha. 

Doctor  Hineman  holds  memberships  in  the  Alpha  Gamma  Rho  and 
Phi  Rho  Sigma  fraternities. 

Doctor  Hineman  served  seven  years  with  the  U.S.  Army,  in  the 
Infantry,  Signal  Corps,  and  Military  Intelligence  Service. 

He  previously  practiced  in  Wakefield  and  Mullen,  Nebraska,  and 
is  still  engaged  part-time  in  Mullen.  His  major  practice  is  in  Heming- 
ford  where  he  resides. 

Doctor  Hineman  and  his  wife,  the  former  Margie  Gentry,  are  the 
parents  of  a three-year-old  child. 

For  relaxation  Doctor  Hineman  enjoys  music,  photography  and  wood- 
working. 


Indianola,  Nebraska,  is  the  birthplace  of  Leslie  C.  Potts,  M.D.,  who 
was  bom  August  15,  1925.  He  received  his  early  education  in  Indianola. 
Both  his  pre-medical  and  medical  training  were  taken  at  the  Univer- 
sity of  Nebraska  from  which  he  graduated  in  1954  with  the  degree, 
Doctor  of  Medicine.  His  intership  was  served  at  Immanuel  Hospital 
in  Omaha. 

Doctor  Potts  served  2 M>  years  with  the  U.S.  Army,  18  months  of 
which  was  spent  in  the  European  theater. 

He  and  his  wife,  Royce  Elaine,  have  three  children,  Leslie,  age  7, 
John,  age  6,  and  Genie,  age  5. 

Fishing  and  hunting  are  Doctor  Potts  favorite  pastimes. 

Doctor  Potts  is  practicing  at  the  Arnold  Clinic  in  Arnold,  Nebraska. 


Norman  D.  Render,  M.D.,  was  born  April  8,  1903,  in  Waterloo, 
Quebec.  His  pre-medical  work  was  talcen  at  the  University  of  Nebraska. 
He  received  his  medical  training  at  McGill  University,  Montreal,  from 
which  he  graduated  with  the  degree,  Doctor  of  Medicine  in  1928. 

After  a rotating  internship  at  Montreal  General  Hospital  he 
completed  both  an  internship  and  a residency  at  State  Psychopathic 
Hospital,  Iowa  City,  where  he  later  served  as  instructor  in  Psychiatry. 

Doctor  Render  served  as  Junior  and  later,  Senior  psychiatrist  at 
Worcester  State  Hospital,  Worcester,  Massachusetts,  from  1938  to  1940. 

He  is  certified  by  the  American  Board  of  Psychiatry  and  Neurology 
and  also  as  a Mental  Hospital  Administrator. 

He  holds  memberships  in  the  Massachusetts  Psychiatric  Society, 
the  New  England  Psychiatric  Association,  the  American  Association 
for  the  Advancement  of  Science,  the  Iowa  Neuro-Psychiatric  Society, 
the  Iowa  Society  for  Mental  Hygiene  and  is  a Fellow  of  the  American 
Psychiatric  Association. 

Doctor  Render  is  an  Associate  Professor  in  Psychiatry  at  the 
University  of  Nebraska  College  of  Medicine.  He  and  his  wife,  the 
former  Helena  Willis,  reside  at  Norfolk  where  he  is  engaged  in  prac- 
tice at  the  State  Hospital. 
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Walter  M.  Gvsin,  M.D.,  is  a native  of  Berlin,  Germany,  where  he 
was  born  January  2,  1898.  His  elementary  education  was  received  at 
the  Schiller  Realgymnasium  in  Berlin.  He  studied  medicine  at  univer- 
sities in  both  France  and  Germany  and  received  the  degree,  Doctor 
of  Medicine,  in  1923. 

His  internship  at  the  Moabit  University  Hospital  in  Berlin  was  fol- 
lowed by  a residency  at  University  Hospital  Charite,  also  in  Berlin. 

Doctor  Gysin  was  in  charge  of  the  Institute  for  Brain  Injuries 
at  the  University  of  Frankfort  from  1928  to  1929.  He  was  Assistant 
Medical  Director  of  the  Evangelical  Mental  Hospital  at  Biehen-Basle, 
Switzerland  from  1933  to  1938. 


Doctor  Gysin  was  certified  in  Neurology,  in  Germany,  in  1930,  and 
by  the  American  Board  of  Psychiatry  and  Neurology  in  1946. 

He  holds  memberships  in  the  Nebraska  Society  of  Neurology  and 
Psychiatry,  the  National  Academy  of  Religion  and  Mental  Health  and 
has  been  a Fellow  of  the  American  Psychiatric  Association  since  1950. 

Since  coming  to  the  United  States  Doctor  Gysin  has  been  Chief  of 
Neuro-Psychiatry  Service  at  Veterans  Administration  Hospital,  Omaha, 

Director  of  Professional  Services  at  Veterans  Administration  Hospital, 

Lexington,  Kentucky,  and,  since  May  1956,  Clinical  Director  at  Norfolk 
State  Hospital. 

For  the  past  three  years  Doctor  Gysin  has  held  the  position  of  Associate  Professor  of  Neurology 
and  Psychiatry  at  the  University  of  Nebraska  Medical  School. 

Among  his  hobbies  are  chess  and  photography. 

Doctor  Gysin  and  his  wife,  Linely,  reside  at  1324  Koenigstein  Ave.,  Norfolk. 


George  0.  Lewis,  M.D.,  was  born  March  10,  1928,  at  Gordon,  Ne- 
braska, where  he  attended  elementary  and  high  school.  His  pre- 
medical work  was  taken  at  Chadron  State  College.  He  then  enrolled 
at  Northwestern  University  Medical  School  from  which  he  graduated 
with  the  degree,  Doctor  of  Medicine,  in  1954.  He  interned  at  Toledo 
Hospital,  Toledo,  Ohio. 

Doctor  Lewis  holds  membership  in  the  American  Academy  of  Gen- 
eral Practice. 

His  military  experience  consisted  of  active  duty  with  the  Air  Force. 

Doctor  Lewis  was  in  general  practice  in  Toledo,  Ohio,  from  June 
1955  to  May  1956. 

He  and  his  wife,  Margaret,  are  the  parents  of  two  sons,  aged  8 
years  and  3 years  and  a two-year-old  daughter. 

Doctor  Lewis’  hobbies  are  “Hi-Fi,”  tropical  fish,  and  gardening. 

His  address  is  543  South  10th  Avenue,  Broken  Bow. 


Merlin  L.  Sucha,  M.D.,  is  a native  of  Leigh,  Nebraska,  where  he 
was  born  September  1 5,  1926.  He  received  his  early  education  in 
Leigh.  His  pre-medical  work  was  taken  at  Midland  College  and  Creigh- 
ton University.  For  medical  school  he  enrolled  at  the  University  of 
Nebraska  from  which  he  received  the  degree,  Doctor  of  Medicine,  in 
1955.  His  internship  was  served  at  St.  Joseph’s  Hospital,  Omaha. 

Doctor  Sucha  is  a member  of  Alpha  Kappa  Kappa  medical  fra- 
ternity. 

Doctor  Sucha  and  his  wife,  Delores,  are  the  parents  of  a two- 
year-old  daughter. 

Fishing  and  hunting  are  his  favorite  recreations. 

Doctor  Sucha  practices  at  O’Neill. 
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In  Menioriam  . . . 1956-1957 


ALEXANDER,  J.  S.„ 

AVERY,  H.  H .. 

BARTLETT,  GROVER  W. 

BELL,  FIRMAN  M 

BILD,  ELMER  J 

BORGHOFF,  J.  A,.... 

BRENDEL,  J.  W 

BRYANT,  A.  R 

CAMERON,  JOSEPH  R— 
EVERETT,  ERNEST  A,.... 


FARQUHAR,  E.  M... 

FARNSWORTH,  E ARL  E... 

GELOW,  J.  E 

GRIMM,  BENJAMIN  H 

HALL,  GILBERT 

HAND,  GEORGE  J 

HICKMAN,  CLARENCE  C 
HOWLEY,  AMBROSE  N.„_ 

IVINS,  R.  L 


JELINEK,  J.  A 

KRAMPERT,  FRANK  L... 

LINFORD.  H.  LEE. 

MACE,  JOHN  L 

MARTIN,  JAMES  W 

MERIDETH.  JOHN  A 

MEYER.  J.  E... 

MOON,  LOUIS  E 

MORRILL,  WALTER  LEROY...... 

ORR,  H.  WINNETT.. 

PACKER,  J.  McKINLEY 

PALMER,  KING  PAIGE 

PHELPS,  EUGENE  T 

POSKA,  ABRAHAM  . 

ROYAL,  PAUL  A. 

RUSSUM,  B,  CARL.. 

SHEETS,  CHAS.  H 

SLAGLE,  CHARLES  E._ 

SRB,  J.  J 

STEJSKAL,  F.  J.  

STOOPS,  JAMES  N 

SWENSON,  SAMUEL  A.,  SR....... 

TAYLOR,  WILLIS  H.,  SR 

VANDERSLICE,  AUGUSTUS  M. 
VANDIVER,  HOWARD  A 

VESLEY,  FRANCIS  V 

YOUNG,  G.  A... 


Omaha 

.—November  30,  1956 

.Omaha 

May  17,  1956 

.Belgrade 

.....September  8,  1956 

.Grant 

August  4,  1956 

. Page-Snencer 

May  4,  1956 

_ Omaha 

February  21,  1957 

.Avoea 

July  25,  1956 

..Beatrice 

June  15,  1956 

.Long  Beach,  Calif 

December  1,  1956 

(Bennett) 

Santa  Cruz,  Calif 

(Lincoln) 

.Santa  Monica,  Calif..... 

January  18,  1957 

(Minatare) 

Grand  Island 

.—.December  31,  1956 

Grand  Island 

...  September  22,  1956 

..Sidney 

May  31,  1956 

.Tulsa,  Okla. 

(Verdun) 

. Alliance 

April  11,  1957 

Lincoln  

...  June  13,  1956 

.Norfolk 

...June  4,  1956 

..Miles  City,  Montana.... 

April  14,  1957 

(Crawford) 

Bruno 

.....  February  12,  1957 

. Auburn 

August  24,  1956 

Los  Angeles,  Calif 

April  11,  1956 

(Utica  and  Seward) 

..Hastings 

December  12,  1956 

.Omaha 

July  20,  1956 

. Cobden,  111 

....September  28.  1956 

(Lincoln) 

..Columbus 

October  5,  1956 

-Omaha 

.... . December  30,  1956 

..Sterling 

July  27,  1956 

..Lincoln 

October  11,  1956 

.Ashland 

June  7,  1956 

. Holdrege 

May  28,  1956 

.Chicago  

(Hebron) 

.Los  Angeles.  Calif 

June  17,  1957 

(Lincoln) 

Lincoln  

December  26,  1956 

-Omaha 

May  26,  1956 

..Cozad 

Januarv  31,  1957 

.Alliance 

October  29,  1956 

..Dwight.. 

January  11,  1956 

Crete 

April  26,  1957 

. Scottsbluff 

... . November  25,  1956 

..Omaha 

July  31,  1956 

..Omaha 

August  5,  1956 

-Smithfield 

January  4,  1957 

..Reno,  Nevada 

January  7,  1957 

(Ogallala) 

. Lewellen 

June  8,  1956 

..Gardnerville,  New. 

—June  28,  1956 

(Tilden) 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
August  10,  North  Platte,  High  School 
August  24,  Broken  Bow,  Elks  Club 

September  7,  Scottsbluff,  St.  Mary  Hos- 
pital 

September  21,  Kearney,  Good  Samaritan 
Hospital 

A.M.A.  1957  PUBLIC  RELATIONS  INSTI- 
TUTE— Aug.  28-29,  1957,  Drake  Hotel, 
Chicago. 

INTERNATIONAL  CONFERENCE  ON 
ULTRASONICS  IN  MEDICINE— Statler 
Hotel,  Los  Angeles,  Sept.  6-7,  1957.  Ad- 
dress John  H.  Aides,  Secretary,  4833 
Fountain  Ave.,  Los  Angeles  29,  Calif. 

SEVENTH  CONGRESS,  PAN  - PACIFIC 
SURGICAL  ASSOCIATION  — Honolulu, 
Hawaii,  Nov.  14-22,  1957. 

CENTRAL  ASSOCIATION  OF  OBSTETRI- 
CIANS AND  GYNECOLOGISTS  — Octo- 
ber 24-26,  Sheraton-Fontanelle  Hotel, 
Omaha. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS— 1957  annu- 
al convention,  will  be  held  October  31  to 
November  2,  at  the  Palmer  House,  Chica- 
go. 

THE  NINTH  POSTGRADUATE  ASSEM- 
BLY IN  ENDOCRINOLOGY  AND  ME- 
TABOLISM will  meet  in  Augusta,  Ga., 
Oct.  21-25,  1957.  Tuition  fee  $100.  Cred- 
it in  Category  I for  Generalists.  Write 
Robert  Greenblatt,  M.D.,  Medical  College 
of  Georgia,  Augusta. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Will  hold  43rd  annual  Clinical  Congress 
in  Atlantic  City,  N.J.,  Oct.  14-18,  1957. 

NEBRASKA  CHAPTER,  AMERICAN 
ACADEMY  OF  GENERAL  PRACTICE 
— Will  hold  its  first  two-day  scientific 
meeting  Sept.  13-14,  at  Sheraton-Fonten- 
elle  Hotel,  Omaha. 

MISSISSIPPI  VALLEY  MEDICAL  SO- 
CIETY — 22nd  Annual  Meeting,  Hotel 
Sheraton- Jefferson,  St.  Louis,  Sept.  25- 
27,  1957. 


AMERICAN  MEDICAL  WRITERS’  ASSO- 
CIATION — 14th  Annual  Meeting,  Hotel 
Sheraton- Jefferson,  St.  Louis,  Sept.  27-28, 
1957. 


The  Month  in  Washington — 

The  economy  drive  to  the  contrary  not- 
withstanding, health  spending  by  the  De- 
partment of  Health,  Education,  and  Welfare 
for  the  fiscal  year  that  began  this  July  al- 
ready is  assured  of  surpassing  last  year’s 
record  by  some  $33  million.  This  assumes, 
of  course,  that  no  further  requests  will  be 
made  by  JI.E.W.  for  supplemental  funds,  a 
practice  common  in  government  for  many 
years. 

Research  programs  were  the  most  favored 
by  legislators,  many  of  whom  spoke  out 
against  federal  spending  by  other  agencies. 
But  when  the  health  budget  came  up  for 
debate,  the  economy  oratory  subsided. 

In  only  one  instance  was  a health  program 
cut  back.  And  to  the  surprise  of  many,  it 
occurred  in  the  Senate  which  traditionally 
restores  budget  cuts  originating  in  the 
House.  A sum  of  $45  million  was  voted, 
instead  of  the  House-approved  $50  million, 
for  grants  to  states  for  sewage  treatment 
works  construction.  But  then  the  Senate 
wrote  in  language  permitting  states  to  get 
their  maximum  allotments  a full  year  after 
the  fiscal  year  ends. 

The  Hill-Burton  hospital  construction  pro- 
gram received  $3.8  million  less  than  last 
year  but  only  because  the  administration 
asked  for  $121.2  million  instead  of  the  $125 
million  appropriated  last  year. 

The  National  Cancer  Institute  received  the 
largest  dollar  increase  of  any  health  item 
in  the  budget.  The  increment  was  $8  mil- 
lion over  last  year.  The  administration  had 
asked  for  $48.4  million,  the  House  voted 
$46.9  million,  and  the  Senate  raised  this  to 
$58.5.  It  was  finally  compromised  at  $56.4 
million. 

Congress  obviously  agreed  with  the  views 
expressed  by  the  Senate  Appropriations 
Committee:  . . the  committee  is  fully 

aware  that  it  is  providing  funds  for  cancer 
research,  the  outcome  of  which  is  unknown. 
On  the  judgment  of  those  who  are  scientif- 
ically most  competent,  the  committee  is  fully 
willing  to  risk  the  investment  on  the  ground 
that  the  chance  of  a big  payoff  is  a reason- 
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able  one.  Such  risks  are  inherent  in  re- 
search.” 

The  Institute  of  Arthritis  and  Metabolic 
Diseases  fared  well  too,  getting  a total  of 
$20,385,000  compared  Avith  last  year’s  $17,- 
885,000.  And  the  Senate  Committee  charged 
the  institute  with  taking  leadership  in  re- 
search on  effects  of  radiation  on  the  human 
organism. 

The  Mental  Health  Institute’s  spending 
has  been  going  steadily  upward,  and  this 
year  it  was  given  another  boost  with  a final 
appropriation  of  $39,217,000,  an  increase 
of  about  $4  million.  Other  research  totals 
for  the  current  year:  National  Heart  Insti- 
tute, $35,936,000;  Neurology  and  Blindness 
Institute,  $21,387,000;  Allergy  and  Infec- 
tious Disease  Institute,  $17,400,000. 

On  only  one  score  did  the  research  advo- 
cates lose  out.  The  House  view  prevailed  in 
conference  on  the  setting  of  a 15%  ceiling 
on  additional  overhead  costs  allowed  schools 
and  other  institutions  getting  federal  grants. 
This  question  which  drew  considerable  at- 
tention in  hearings  is  likely  to  be  reopened. 
Congress  wants  a General  Accounting  Office 
study  by  the  end  of  this  year. 

In  voting  a $5  million  increase  (to  $22,- 
592,000)  for  general  public  health  assistance 
to  the  states,  Congress  was  reaffirming  its 
support  of  helping  local  health  departments 
increase  their  professional  staffs  and  broad- 
en their  services.  The  Senate  Committee  re- 
port contained  this  significant  language : 

. . with  a population  increase  of  more 
than  20  million  during  the  past  decade,  there 
are  no  more  organized  health  departments 
than  there  were  10  years  ago.  This  means 
that  18  million  people  are  living  in  areas 
with  no  full-time  organized  community 
health  services,  and  millions  more  live  in 
areas  where  such  services  are  only  fragmen- 
tary.” 

A few  days  later,  the  Public  Health  Serv- 
ice announced  plans  for  a broad  survey  of 
rural  health  needs,  particularly  in  sparsely 
settled  areas.  It  picked  for  its  first  study 
Kit  Carson  County,  Colo.,  an  area  known  for 
its  scattered  farm  population,  low  income 
level  and  adverse  climatic  conditions. 

CAPITAL  NOTES: 

The  President  has  signed  into  law  a two- 
year  revision  of  the  doctor  draft  law  permit- 


ting selective  call-up  of  physicians  to  age  35 
if  they  were  deferred  from  regular  draft 
service  to  complete  professional  training  . . . 
The  poliomyelitis  vaccine  act  expired  July 
1 with  all  but  $400,000  of  $53.6  million  tak- 
en up  by  states  for  inoculation  programs. 
An  estimated  29  million  children  and  preg- 
nant women  received  70  million  injections  . . . 
The  Public  Health  Service  has  conferred 
with  the  American  Medical  Association  on 
medical  manpower  plans  in  event  of  an  epi- 
demic of  the  new  Far  East  influenza  . . . 
The  National  Library  of  Medicine  no  longer 
is  lending  books  and  other  material  over  the 
counter  to  individuals;  requests  must  be 
channeled  through  other  libraries  . . . The 
administration  bill  on  federal  workers  health 
insurance  has  been  introduced ; it  combines 
both  basic  and  major  medical  coverage. 
— (From  A.M.A.  Washington  Office). 

News  and  Views 

Congratulatory  Confirmation — 

The  editorial  page  of  The  Bulletin,  Oma- 
ha-Douglas  County  Medical  Society,  explains 
some  of  the  reasons  for  the  marked  success 
of  the  Eighty-ninth  Annual  Session  of  the 
N.S.M.A.,  held  in  Omaha,  in  May.  The  main 
reason,  according  to  the  Bulletin,  was  the 
planning  and  effort  expended  by  the  Chair- 
man of  Arrangements,  Dr.  W.  J.  Holden,  and 
his  committee. 

This  editorial  page  also  presents  a copy  of 
a letter  from  our  Executive  Secretary,  Mr. 
M.  C.  Smith,  to  Dr.  Paul  Read,  president  of 
the  Omaha-Douglas  County  Medical  Society, 
thanking  the  society,  its  presidents,  and  all 
individuals  who  participated  in  the  prepara- 
tions for  the  meeting. 

The  Journal  can  speak  for  N.S.M.A.  in 
congratulating  and  thanking  the  Omaha- 
Douglas  County  Medical  Society  for  a meet- 
ing that  ran  smoothly,  drew  the  largest  regis- 
tration of  all  time,  and  succeeded  in  getting 
doctors  to  listen  to  the  papers. 

Oriental  Influenza  Epidemic — 

Private  physicians  should  immediately  re- 
port suspicious  cases  to  their  health  depart- 
ments, which  link  to  the  state-federal-inter- 
national  reporting  system.  As  new  develop- 
ments occur,  the  medical  profession  will  be 
kept  informed  through  appropriate  medical 
channels.  State  and  local  health  depart- 
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ments,  in  receipt  of  up-to-the-minute  infor- 
mation, have  lists  of  laboratories  capable  of 
diagnosing  this  new  type  of  influenza.  A 
vaccine  is  in  preparation. 

Vaccine  From  Oriental  Influenza  Virus 
To  Be  Used  by  Armed  Forces — 

Following  an  outbreak  of  influenza  in 
Hong  Kong,  the  Army  Medical  Service  took 
immediate  steps  to  identify  the  causative 
virus.  Within  thirty-four  days  the  virus  was 
in  the  Institute  of  Research  in  Washington 
and  had  been  identified  as  different  from 
any  known  influenza  virus.  Immediately 
upon  identification  samples  were  furnished 
the  Public  Health  Service  and  the  National 
Institute  of  Health.  They  were  immediate- 
ly transmitted  to  licensed  manufacturers 
and  the  military  will  be  vaccinated  with  this 
single-strain  vaccine  as  soon  as  material  be- 
comes available.  It  will  be  made  available 
to  civilian  employees  and  to  military  depend- 
ents upon  a voluntary  basis. 

Use  of  Dependents  Medical  Care — 

From  Blue  Shield  News  Letter  we  learn 
the  following:  “The  Office  for  Dependents 

Care  has  reported  that  as  of  mid-May,  36,- 
922  billings  have  been  received  from  civilian 
hospitals  caring  for  “Medicare”  patients. 
Payments  have  totaled  more  than  $3,560,000. 
The  average  cost  per  hospital  claim  has  been 
slightly  more  than  $96.00. 

Physicians’  claims  have  totaled  53,802  at 
an  average  cost  of  about  $68  per  claim.  To- 
tal disbursements  for  physicians’  claims 
have  been  in  excess  of  $3,600,000. 

It  is  reported  that  Air  Force  personnel 
have  accounted  for  41.5  per  cent  of  the 
claims  paid  for  under  the  program.  The 
Navy,  Army  and  Public  Health  Service  have 
accounted  for  32.5  per  cent,  23.7  per  cent 
and  2.3  per  cent  of  the  cases  respectively. 
The  dependents  medical  care  office  reports 
that  maternity  care  represents  37.9  per  cent 
of  all  the  cases  paid  with  tonsillectomies 
running  second  at  17.4  per  cent. 

A.M.A.  Issues  New  Guides  on  Voluntary 
Agencies — 

A new  “Guides  to  Relationship  Between 
Medical  Societies  and  Voluntary  Health 
Agencies”  has  been  published  by  the  Amer- 
ican Medical  Asosciation.  Prepared  by  the 
Committee  on  Relationships  Between  Medi- 


cine and  Allied  Health  Agencies,  the  book- 
let points  up  the  nature  of  voluntary  health 
agencies,  the  questions  that  need  to  be  an- 
swered in  evaluating  such  agencies,  the 
medical  society’s  obligations  to  voluntary 
agencies,  and  the  voluntary  agency’s  obliga- 
tions to  the  medical  society. 

Copies  of  the  “Guide”  may  be  secured  (aft- 
er August  1)  from  the  Council  on  Medical 
Service. 

Problem  of  Radioactive  Fall-Out  Explored — 

The  Joint  Atomic  Energy  subcommittee 
held  two  weeks  of  hearings  seeking  answers 
to  some  of  the  questions  about  the  nature  of 
radioactive  fall-out  and  its  effect  on  man. 
The  objective  was  to  learn  how  the  govern- 
ment may  deal  with  future  bomb  tests  and 
how  medical  science  may  deal  with  radiation 
hazards.  A.M.A.  Washington  Letter  85-22 
has  the  following  to  say  about  the  testi- 
mony of  Dr.  Charles  Dunham : 

“Dr.  Charles  Dunham,  head  of  the  Atomic 
Energy  Commission’s  division  of  biology  and 
medicine  and  lead-off  witness,  raised  this 
point:  To  say  we  will  tolerate  no  increase 
in  exposure  to  radiation  is  equivalent  to  say- 
ing we  will  make  no  use  of  nuclear  energy. 
It  is,  he  added,  not  unlike  the  problem  facing 
the  physician  in  use  of  X-ray  treatment  for 
certain  diseases:  The  treatment  is  obvious- 
ly justified  when  anticipated  benefits  are 
weighed  against  possible  undesirable  ef- 
fects.” 

From  Nebraska  Heart — 

A budget  of  $$205,000,  one-fifth  greater 
than  last  qear,  is  now  in  effect  for  Nebraska 
Heart  Association  for  the  new  fiscal  year, 
which  started  July  1.  Approved  at  an  Ex- 
ecutive Committee  meeting  June  25,  the 
budget  allocates  51  per  cent  to  research  as 
compared  to  46  per  cent  last  year.  This  in- 
cludes research  reserve  fund  and  support  of 
American  Heart  Association.  Professional 
Education  gets  7 per  cent  or  more  than  $14,- 
000,  1 per  cent  less  share  than  last  year,  but 
an  increase  of  $700,  because  the  total  budget 
is  larger.  Public  Education  receives  12  per 
cent  and  Community  Service  4 per  cent,  same 
shares  as  last  year.  Fund  Raising’s  share 
was  cut  from  14  per  cent  to  11  per  cent  and 
Administration  from  3 14  to  3 per  cent.  One 
fourth  of  the  budget  goes  to  the  American 
Heart,  with  55  per  cent  of  its  allocation  set 
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aside  for  research.  Dr.  Willis  D.  Wright  of 
Omaha,  President,  pointed  out  that  the  20 
per  cent  increase  in  the  budget  was  made 
possible  by  the  fine  success  of  the  February 
Heart  Fund  Drive  and  year-’round  memorial 
gifts.  He  expressed  appreciation  to  all  phys- 
sicians  who  contributed  time,  effort,  and 
money  to  the  campaign. 

With  the  success  this  past  year  of  regional 
cardiac  conferences  at  Kearney  and  Scotts- 
bluff,  the  Nebraska  Heart  Association  is 
hoping  to  have  at  least  five  more  scheduled 
in  the  next  12  months.  These  conferences 
have  been  “wet  clinics”  for  physicians  in 
about  a 12-county  area.  Consultants  fur- 
nished by  the  Heart  Association  have  includ- 
ed both  an  out-of-state  specialist  and  a Ne- 
braska medical  faculty  member. 

The  Research  Program  for  the  next  12 
months  calls  for  an  expenditure  of  almost 
$103,000  compared  to  $79,000  this  past  year. 
This  includes  $58,000  for  support  of  cardio- 
vascular chairs  and  individual  projects  at 
both  Nebraska’s  medical  schools.  Again 
there  is  $8,000  available  in  Project  Research 
grants,  open  to  scientists  throughout  the 
state.  Other  items  include:  $10,000  for  Re- 
search Reserve  Fund  to  assure  continued 
support  of  the  chairs,  $26,000  for  support  of 
national  research  of  American  Heart  Asso- 
ciation, and  $500  for  recruitment  of  new  sci- 
entific talent. 

Arrangements  have  been  completed  for 
five  of  the  six  nationally  prominent  special- 
ists to  speak  at  the  annual  Fall  Scientific 
Conference  of  the  Nebraska  Heart  Assoica- 
tion,  Oct.  3-5  at  Omaha.  The  session,  ex- 
panded from  13/2  to  23/4  days  to  allow  broad- 
er coverage,  will  center  on  coronary  artery 
disease.  Speakers  include:  Dr.  Robert  Fur- 
man of  Oklahoma  Medical  Center,  Dr.  Her- 
man A.  Hellerstein  of  Cleveland,  Dr.  Charles 

F.  Wilkinson  of  New  York  University,  Dr. 

G.  E.  Burch  of  Tulane  University,  Dr. 
Maurice  Lev  of  Mount  Siani  Hospital  at  Mi- 
ami. 

The  30th  Scientific  Sessions  of  the  Amer- 
ican Heart  Association,  to  be  held  in  Chica- 
go’s Hotel  Sherman,  Friday,  Oct.  25  through 
Monday,  Oct.  28,  will  commemorate  the 
300th  anniversary  of  the  death  of  William 
Harvey.  To  honor  Harvey,  the  English  sci- 
entist who  discovered  circulation  of  blood, 
a special  exhibit  and  a film  showing  his 
work  are  planned.  Preceding  the  regular 
sessions  will  be  an  all-day  scientific  pro- 


gram on  Friday  for  general  practitioners  on 
“Prevention  and  Management  of  Cardio- 
vascular Emergencies.”  Friday  evening,  a 
session  will  take  place  on  “Instrumental 
Methods  in  Cardiovascular  Diagnosis.” 

Attending  the  A.H.A.  Scientific  Sessions 
as  a guest  of  the  Nebraska  Heart  Associa- 
tion will  be  Richard  Otteman  of  Pender.  A 
junior  at  the  University  of  Nebraska  College 
of  Medicine,  Otteman  won  the  top  award 
for  the  study  of  heart  disease  presented  by 
the  Heart  Association  for  the  first  time  this 
year.  The  senior  class  prize  of  $50  was 
awarded  Richard  D.  Gentry  of  Gering.  Don- 
ald A.  Prescher  of  Omaha  won  the  top  sopho- 
more award  for  cardiac  diagnosis.  Three 
other  sophomores  were  awarded  textbooks: 
Charles  S.  Dresher  of  Omaha,  James  A. 
Rogers  of  Lincoln  and  Gordon  F.  Moor  of 
Holdrege.  Creighton  University  is  expected 
to  announce  their  award  winners  soon.  Each 
school  was  given  $200  for  the  “awards-pro- 
gram.” 

Announcements 

Central  Association  of  Obstetricians 
And  Gynecologists — 

The  Central  Association  of  Obstetricians 
and  Gynecologists  will  hold  its  annual  meet- 
ing in  Omaha  on  October  24,  25,  and  26, 
1957,  at  the  Sheraton-Fontenelle  Hotel.  Dr. 
Arthur  Hertig,  of  Boston,  will  be  the  guest 
of  the  society.  You  are  invited.  No  regis- 
tration fee. 

Annual  Assembly  in  Otolaryngology, 

University  of  Illinois — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  an- 
nounces its  Annual  Assembly  in  Otolaryn- 
gology from  September  30  through  October 
6,  1957.  The  Assembly  will  consist  of  an  in- 
tensive series  of  lectures  and  panels  concern- 
ing advancements  in  otolaryngology,  and 
evening  sessions  devoted  to  surgical  anatomy 
of  the  head  and  neck  and  histopathology  of 
the  ear,  nose  and  throat. 

Interested  physicians  should  write  direct 
to  the  Department  of  Otolaryngology,  1853 
West  Polk  Street,  Chicago  12,  Illinois. 

New  Awards  for  Best  Articles  by  Physicians 
Offered  by  Medical  Economics — 

The  1957  Medical  Economics  Awards  have 
just  been  announced  by  Medical  Economics. 
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Top  award  of  $500  will  go  to  the  physician 
submitting  the  best  original  article  during 
the  year.  Awards  ranging  from  $300  to 
$100  will  be  made  for  other  original  articles 
written  by  physicians  and  accepted  for  pub- 
lication. Also,  for  the  first  time,  awards  of 
up  to  $50  will  be  made  for  article-ideas  sub- 
mitted by  physicians  and  found  suitable  for 
development  by  the  staff  of  Medical  Eco- 
nomics. 

Specific  data  about  this  contest  may  be 
found  in  the  June  issue  of  the  magazine, 
Medical  Economics. 

Monograph  on  Mercury  Symposium 
Available  on  Request — 

Complete  proceedings  of  the  symposium 
on  Mercury  and  Its  Compounds  held  last 
year  at  the  New  York  Academy  of  Sciences 
have  just  been  published.  The  monograph 
features  23  papers  prepared  by  physicians, 
pharmacologists,  and  chemists  who  report  on 
their  own  studies  and  present  a survey  of 
current  research  and  background. 

One  of  the  three  sections  is  on  clinical 
medicine,  stressing  treatment  of  congestive 
heart  failure,  pre-eclampsia,  etc. 

Lakeside  Laboratories,  Inc.,  Milwaukee,  is 
making  copies  of  the  monograph  available 
without  charge  to  professional  people,  on  re- 
quest. 

Human  Interest  Tales 

Dr.  Vernon  W.  Meyers,  Omaha,  began  a 
residency  in  surgery  at  the  Mayo  Clinic  in 
July. 

Dr.  and  Mrs.  C.  W.  Drasky,  Linwood, 
celebrated  their  60th  wedding  anniversary 
in  June. 

Dr.  and  Mrs.  Ray  S.  Wycoff,  Lexington, 
celebrated  their  40th  wedding  anniversary 
on  June  2nd. 

Dr.  L.  S.  Pucelik,  Plattsmouth,  observed 
his  twenty-fifth  anniversary  of  practice  of 
medicine,  on  June  1st. 

Dr.  C.  N.  Sorensen,  Scottsbluff,  was  the 
guest  speaker  at  a regular  meeting  of  the 
Cosmopolitan  club  in  that  city  in  June. 

Dr.  G.  T.  Schmunk,  Gering,  has  moved  to 
Denver  where  he  will  specialize  in  radiology 
at  the  University  of  Colorado  medical  school. 


Dr.  A.  E.  Raitt,  Hooper,  has  accepted  a 
position  as  Health  Officer  of  Colusa  County, 
California.  He  began  his  new  duties  on  July 
1st. 

Dr.  Harley  Anderson,  Omaha,  attended 
the  Annual  meeting  of  the  American  Society 
for  Study  of  Sterility  in  New  York  City  in 
June. 

Dr.  Gordon  Gibbs,  Omaha,  presented  a pa- 
per at  the  annual  meeting  of  the  American 
Pediatric  Society  in  Carmel,  California,  in 
June. 

Dr.  Robert  A.  Coen,  Hastings  and  Dr.  L. 
E.  Dickinson,  McCook,  were  guest  speakers 
at  a workshop  entitled  “Care  for  the  Aged” 
in  McCook,  in  June. 

Drs.  F.  A.  Stewart  and  Jon  T.  Williams, 
Lincoln,  served  on  the  medical  staff  at  the 
Floyd  W.  Rogers  Diabetic  Camp  during  its 
two-week  session  in  June. 

Dr.  Thaddeus  P.  Krush,  Omaha,  conduct- 
ed a series  of  workshops  on  psychiatric 
problems  of  children  at  the  Kearney  State 
Teachers  College  in  June. 

Dr.  G.  Kenneth  Lewis,  one  time  resident 
of  Osmond,  is  a co-author  of  a pamphlet 
titled  “Reconstruction  Methods  Following 
Laryngophary  ngectomy . ’ ’ 

Dr.  Gerald  Kuehn,  Hastings,  has  been 
certified  as  a specialist  in  internal  medicine 
by  the  American  Board  of  Internal  Medicine 
and  is  a diplomate  of  that  organization. 

Dr.  John  A.  Tamisea,  Omaha,  was  the  rep- 
resentative of  the  Civilian  Aviation  Medical 
Association  of  America  at  the  meeting  of  the 
National  Pilots  Association  held  in  Wash- 
ington, D.C.,  in  June. 

Dr.  and  Mrs.  A.  H.  Holm,  Wolbach,  re- 
turned home  from  a two-month  vacation  in 
Arizona  to  find  that  neighbors  and  friends 
had  completely  redecorated  their  home  and 
also  installed  a new  television  set. 

Drs.  Harry  McCarthy,  Maurice  Grier,  J. 
Harry  Murphy,  Gerald  O’Neil,  John  Sheen, 
all  of  Omaha,  and  Dr.  R.  H.  Tibbels,  Oak- 
land, recently  returned  home  from  a fishing 
trip  to  Vermillion  Bay,  Ontario,  Canada. 

Dr.  Robert  H.  Dickinson  of  Chicago,  has 
been  appointed  medical  director  of  the  Pinel 
Foundation  Hospital  in  Seattle,  Washington. 
Dr.  Dickinson  was  a former  lecturer  at  the 
University  of  Nebraska  College  of  Medicine. 


August,  1957 


41S 


Dr.  and  Mrs.  Harold  Neu,  Omaha,  left 
Omaha  late  in  June  to  attend  medical  meet- 
ings in  Geneva  and  London.  Dr.  Neu  has 
been  invited  to  present  a paper  at  the  Fourth 
International  Poliomyelitis  Congress  in 
Geneva. 

Drs.  Mary  Jo  Henn,  William  Dickerson, 
Edward  Langdon,  Morris  Margolin,  Michael 
Crofoot,  Marshall  Zahller,  and  Harold  Gif- 
ford, Omaha,  helped  with  the  Floyd  W. 
Rogers  Diabetic  Camp  in  Nebraska  City  dur- 
ing its  June  9-22,  session. 

Drs.  Leroy  W.  Lee,  Neal  Davis,  Edward 
M.  Malashock  and  Robert  C.  Therien,  Oma- 
ha, are  incorporators  of  the  Urological  Re- 
search Foundation,  Inc.  The  corporation  is 
a nonprofit  organization  to  administer  funds 
for  scientific,  educational  and  medical  re- 
search. 

Medical  examinations  for  licenses  were 
held  in  June  at  the  University  of  Nebraska 
College  of  Medicine.  One  hundred  and  twen- 
ty-two applicants  took  the  tests.  This  was 
the  largest  group  ever  to  apply.  Successful 
applicants  will  be  granted  licenses  about  the 
middle  of  September. 

THE  WORLD  MEDICAL  ASSOCIATION 
NEEDS  YOU 

(Continued  from  page  382) 
your  voice  in  world  medical  affairs.  We 
invite  you  to  add  your  name  and  your  voice 
in  guiding  and  strengthening  this  great  or- 
ganization. 

TURN  THE  OTHER  CHEEK 

There  is  a movement  afoot  to  deprive  doc- 
tors of  medicine  of  the  right  to  do  refrac- 
tions and  to  fit  glasses.  This  scheme  has 
gone  to  the  point  of  preventing  physicians 
from  treating  diseases  of  the  eye  excepting 
surgical  conditions.  Those  behind  these 
ideas  are  of  the  non-medical  fraternity  who 
have  been  taught  to  refract,  and  to  fit 
glasses.  Their  mode  of  operation  is  via  legis- 
lation, and  no  little  success  has  attended 
their  efforts. 

An  editorial  entitled  “Cycloplegia  and  the 
Optometrist,”  by  Doctors  Howard  F.  Hill 
and  Richard  N.  Dennis,  published  in  the 
Maine  Medical  Journal  in  February,  1957, 
states  that  occasionally  physicians  have  been 
asked  by  optometrists  to  administer  cyclo- 
plegic  medicine  so  that  the  optometrist  may 


then  do  a refraction  and  fit  glasses.  These 
requests  stem  from  the  facts  that  optome- 
etrists  are  not  medically  trained  and  are  for- 
bidden by  law  to  prescribe  medicine  in  any 
form. 

The  authors  of  this  editorial  point  out  two 
major  dangers  when  the  physician  plays 
“good  fellow”  and  responds  amiably  to  the 
request.  The  first  danger  is  that  the  cyclo- 
plegic  may  have  a disastrous  effect  in  some 
instances,  notably  in  glaucoma.  The  second 
is  that  the  physician  who  administers  the 
cycloplegic  becomes  legally  liable  and  subject 
to  malpractice  action  for  any  disaster  that 
occurs  in  such  a case. 


The  Woman's  Auxiliary 

The  thirty-fourth  annual  convention  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  held  in  New  York 
City,  June  3-7,  1957. 

Although  the  formal  opening  was  not  un- 
til Tuesday,  the  delegates  spent  a very  busy 
day  on  Monday.  The  national  chairman  con- 
ducted round  table  discussions  for  all  the 
members.  These  were  wonderful  oppor- 
tunties  to  hear  the  reports  of  the  national 
activities  and  the  experiences  of  the  dele- 
gates working  on  our  projects.  It  is  always 
hard  to  decide  which  discussion  to  attend 
when  more  than  one  is  scheduled  at  the 
same  time.  Because  of  our  state’s  interest 
I chose  to  attend  the  Round  Table  Discus- 
sion on  Legislation,  Today’s  Health,  Ameri- 
can Medical  Education  Foundation,  and  Pub- 
lications, Newsletters,  and  Bulletin  Circula- 
tion. 

During  the  “Round  Table  Discussion  on 
Legislation,”  Mr.  C.  Joseph  Stetler,  Direc- 
tor, Law  Department,  A.M.A.,  asked  the 
auxiliaries  to  concern  themselves  with  the 
Jenkins-Keogh  Bill  and  Social  Security  Cov- 
erage. He  urged  our  continued  support  of 
the  Jenkins-Keogh  Bill  and  requested  that 
we  inform  our  members  about  the  many  as- 
pects of  compulsory  social  security.  (Please 
read  the  editorial  “Security”  — Nebi'aska 
State  Medical  Journal,  July,  1957).  Mr. 
Stetler  stated  that  the  county  medical  so- 
cieties are  being  asked  to  enlist  the  aid  of 
their  auxiliaries  in  legislative  action. 

Mr.  William  Hetherington,  Managing 
Publisher,  Today’s  Health,  emphasized  the 
auxiliary’s  part  in  promoting  the  magazine. 
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He  stated  that  the  magazine  is  not  concerned 
with  disease  but  with  health,  and  is  a fight- 
ing weapon  for  the  things  for  which  the 
American  Medical  Association  stands.  Plac- 
ing Today’s  Health  in  every  physician’s  re- 
ception room,  known  as  “Reception  Room 
Readership”  or  the  3Rs,  is  still  our  goal. 

Dr.  Edward  L.  Turner,  Secretary,  A.M.A. 
Council  on  Medical  Education  and  Hospitals, 
at  the  “Round  Table  Discussion  on  American 
Medical  Education  Foundation,”  briefly  out- 
lined the  needs  and  problems  facing  our 
medical  schools.  In  his  discussion,  Dr.  Tur- 
ner emphasized  especially  the  constant  prob- 
lem of  cost  factors  facing  the  deans  of  medi- 
cal schools,  including  facilities,  equipment, 
maintenance,  faculty  salaries,  etc.  The  deans 
and  the  medical  committees  face  the  problem 
of  an  ever  changing  curriculum.  The  cur- 
riculum cannot  remain  static,  and,  in  addi- 
tion, the  need  for  new  equipment  and  the 
personnel  to  handle  this  equipment  effec- 
tively means  an  increase  in  expenses.  Dr. 
Turner  stated  our  greatest  challenge  is  to 
obtain  the  finest  faculty  and  the  type  of 
students  that  will  be  assets  to  the  medical 
profession.  The  chairman  added  that  per- 
sonal contact  is  the  most  important  in  se- 
curing contributions  for  A.M.E.F.  and  that 
each  county  auxiliary  should  have  a program 
devoted  to  its  purpose.  The  delegates  then 
reported  on  various  projects  for  securing 
money  for  A.M.E.F.  including  the  sale  of 
A.M.E.F.  Christmas  cards  and  of  personal- 
ized name  cards ; the  holding  of  teas,  coffees, 
hobby  exhibits,  card  parties,  style  shows, 
book  reviews,  luncheons;  and  the  use  of  ap- 
preciation and  memorial  cards. 

During  the  discussion  of  “Publications” 
it  was  emphasized  that  the  Bulletin  is  our 
magazine  and  should  be  in  the  hands  of  our 
members.  The  county  presidents  need  to 
realize  the  value  of  the  Bulletin  as  a cur- 
rent work-book.  It  was  suggested  that  the 
county  auxiliaries  give  a gift  subscription  to 
each  new  member  and  the  state  auxiliaries 
to  each  new  member-at-large. 

The  annual  “Tea”  honoring  the  president 
and  the  president-elect  was  held  on  Monday 
afternoon. 

The  Third  Annual  Today’s  Health  Honor 
Breakfast  was  held  on  Tuesday  morning. 
There  were  twenty-two  state  and  territorial 
auxiliaries  who  reached  or  exceeded  100  per 
cent  of  their  contest  subscription  quota.  Ne- 


braska was  included  in  this  group,  having 
reached  213  per  cent  of  the  contest  quota. 

Mrs.  Robert  Flanders  formally  opened  the 
convention  on  Tuesday  morning.  Reporting 
on  the  activities  of  the  auxiliary  during  the 
past  year,  Mrs.  Flanders  stated  that  the  aux- 
iliary has  progressed  and  its  accomplish- 
ments are  due  to  each  person  in  the  organ- 
ization. She  also  pointed  out  that  the 
A.M.A.  was  seeking  our  help  more  and  more. 

The  luncheon  on  Tuesday  honored  the 
past  presidents  of  the  national  auxiliary. 
The  guest  speaker  was  Dr.  Howard  Rusk, 
Professor  and  Chairman,  Department  of 
Physical  Medicine  and  Rehabilitation,  New 
York  University,  who  spoke  on  “Sick  Peo- 
ple in  a Troubled  World.”  Dr.  Rusk  im- 
plied that  the  wives  of  physicians  have  an 
important  obligation  to  fulfill  as  he  stated 
that  medicine  is  responsible  for  lengthening 
the  life  span  and  it  is  our  responsibility 
now  to  add  life  to  those  years.  Society  must 
provide  a purpose  in  life  for  those  people 
over  sixty-five.  We  must  find  something 
for  them  to  do  so  that  they  have  a useful 
life.  It  was  noted  that  the  establishment 
of  recreation  centers  for  the  older  people  has 
reduced  their  admissions  to  general  hospitals 
and  clinics  almost  50  per  cent.  In  speak- 
ing of  the  disabled  person,  Dr.  Rusk  stated 
this  individual  can  work.  “Society  pays  for 
the  skill  in  your  hands  and  what  is  in  your 
head.”  The  doctor’s  wife  has  a special  place 
in  the  community  to  interpret  the  needs  and 
the  problems  of  the  older  person  and  the  dis- 
abled. Dr.  Rusk  believes  that  medicine  has 
the  greatest  opportunity  of  any  professional 
group  to  build  a sound  cornerstone  in  inter- 
national understanding  as  the  doctors  work 
in  and  with  other  nations  in  health  prob- 
lems. 

The  highlight  of  the  afternoon  session  was 
the  announcement  of  the  A.M.E.F.  awards. 
The  contribution  from  the  auxiliary  to  the 
foundation  totaled  $113,581.77.  Hawaii 
made  the  greatest  contribution  per  capita 
with  Nevada,  second;  Indiana,  third;  Ne- 
braska, fourth;  New  Hampshire,  fifth.  Dr. 
George  Lull,  Secretary  and  General  Man- 
ager, A.M.A.,  presented  awards  of  merit  to 
ten  state  auxiliaries. 

Dr.  Dwight  H.  Murray,  immediate  Past 
President,  A.M.A.,  was  guest  speaker  at  the 
Wednesday  luncheon.  His  subject  was  “Our 
Youth  Is  Tops”  in  which  he  observed  that 
youth  is  the  most  precious  and  valuable 
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possession  of  our  nation.  Answering  the 
criticism  of  American  youth,  their  fitness, 
abilities,  and  health,  Dr.  Murray  stated  that 
America’s  youth  are  healthier  and  more  fit 
than  ever  before.  The  young  people  of  to- 
day measure  up  well  to  accepted  yardsticks 
which  evaluate  basic  health.  Dr.  Murray 
said  he  has  no  fears  about  the  physical  and 
mental  fitness  of  the  vast  majority  of  our 
youth.  There  is  juvenile  delinquency  but 
this  involves  only  a small  proportion  of  our 
young  people  and  the  accomplishments  of  the 
great  majority  far  outweigh  the  omissions 
and  commissions  of  a few. 

Wednesday  afternoon  was  devoted  to 
round  table  discussions.  Representatives 
from  national  organizations  which  are  con- 
cerned with  health  careers  lead  the  discus- 
sion on  recruitment.  The  auxiliary  was 
cited  as  the  ideal  group  to  promote  the  re- 
cruitment of  young  people  for  health  careers 
and  the  members  were  urged  to  work  closely 
with  the  organizations  in  the  community. 
“Future  Nurses’  Clubs”  should  be  encour- 
aged to  include  the  study  of  all  health  ca- 
reers in  their  programs,  using  the  Health 
Career  Guidebook  in  planning  the  programs. 
It  was  suggested  that  “Future  N u r s e s’ 
Clubs”  be  started  in  junior  high  schools  as 
well  as  senior  high. 

Mr.  Frank  Barton,  Secretary,  Council  on 
National  Defense,  A.M.A.,  and  Mrs.  Jean 
Wood  Fuller,  Director,  Woman’s  Activities, 
Federal  Civil  Administration,  were  guest 
speakers  at  the  “Civil  Defense  Round  Table 
Discussion.”  Mr.  Barton  reported  on  the 
civil  defense  bills  introduced  in  Congress. 
Mrs.  Fuller  spoke  of  the  new  concept  in  civil 
defense,  that  is,  emphasis  will  be  on  the  ac- 
ceptance of  responsibility  on  the  part  of  the 
government,  local  and  state  levels,  in  any 
emergency.  Each  governmental  body,  116,- 
741  in  number,  has  a definite  emergency  re- 
sponsibility. The  women  of  the  community 
and  the  women’s  organizations  must  work 
to  make  people  cognizant  of  the  emergency 
responsibilities  of  the  officials  of  their  local 
government.  Promotion  of  “First  Aid  and 
Home  Nursing”  classes  as  well  as  the  home 
preparedness  program  is  still  important. 

The  election  and  installation  of  officers 
was  held  on  Thursday  morning.  Mrs.  Paul 
C.  Craig  of  Wyomissing,  Pennsylvania,  was 
installed  as  president.  Mrs.  E.  Arthur  Un- 
derwood of  Vancouver,  Washington  was 
elected  president-elect  and  Mrs.  Frank  Gas- 


tineau  of  Indianapolis,  Indiana,  first  vice 
president. 

In  her  acceptance  address,  Mrs.  Craig 
urged  the  members  to  give  time  and  devotion 
to  the  auxiliary  program — to  work  steadily 
and  positively  for  the  ideals  of  the  organiza- 
tion. “The  work  of  the  auxiliary  shall  al- 
ways be  maintained  at  a high  standard.  The 
thirty-five  years  of  accomplishments  have 
demonstrated  that  our  hearts  are  dedicated” 
stated  Mrs.  Craig.  The  theme  for  the  year 
will  be  “Health  is  a Joint  Endeavor”  signi- 
fying that  cooperative  action  is  needed  in 
the  world  today  to  solve  health  problems. 

Mrs.  Craig  urged  each  auxiliary  to  evalu- 
ate its  program  and  appraise  its  effective- 
ness. The  auxiliary  must  remember  these 
basic  concepts : 

1.  We  are  a working  community-service- 
group. 

2.  We  can  do  our  most  productive  work 
under  the  direct  guidance  of  the  medi- 
cal society. 

3.  We  should  continuously  evaluate  our 
projects  as  to  whether  they  are  carry- 
ing out  our  objectives. 

4.  We  will  want  to  utilize  methods  to  suit 
changing  times. 

5.  We  must  develop  our  activities  to  give 
motivation  and  a sense  of  participation 
and  achievement  to  the  individual  mem- 
ber. 

Projects  to  be  given  priority  by  the  na- 
tional auxiliary  will  be  the  American  Medical 
Education  Foundation,  Today’s  Health, 
Legislation  and  Safety. 

The  convention  adjourned  on  Thursday, 
but  a workshop  for  the  delegates  was  con- 
ducted on  Friday  morning.  Dr.  Ernest  B. 
Howard,  Assistant  Secretary,  A.M.A.,  re- 
ported on  the  A.M.A.  election,  actions  of  the 
Board  of  Trustees,  actions  of  the  House  of 
Delegates,  and  important  issues  to  be  studied. 
Mrs.  Craig  outlined  some  of  the  plans  for  the 
“Fall  Conference”  and  for  the  “1957-1958 
Programs  and  Projects.” 

The  reports  of  the  national  chairmen  and 
the  state  presidents  will  be  printed  in  the 
Bulletin. 

Mrs.  George  E.  Robertson. 
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Know  Your 
Blue  Shield  Plan 


The  Health  Insurance  Association  of 
America  held  its  annual  meeting  in  Wash- 
ington in  May.  Speakers  who  participated 
in  the  three-day  program  included  Secretary 
Marion  B.  Folsom,  Department  of  Health, 
Education  and  Welfare;  David  B.  Allman, 
M.D.,  President-Elect  of  the  American  Medi- 
cal Association;  and  Jay  C.  Ketchum,  Execu- 
tive Vice  President  of  Michigan  Medical 
Service. 

Secretary  Folsom  restated  some  of  his 
previously  expressed  observations  on  the 
need  of  extending  health  care  coverage.  As- 
serting that  voluntary  programs  have  accom- 
plished much,  he  made  special  mention  of 
the  fact  that  much  more  effort  would  be 
required  to  meet  the  needs  of  millions  who 
presently  have  no  coverage  at  all  for  hos- 
pital and  medical  care.  Said  Secretary  Fol- 
som, “There  are  still  about  55  million  Amer- 
icans without  hospitalization  insurance  of 
any  kind.  About  75  million  people — almost 
half  the  population — have  no  surgical  insur- 
ance protection.  And  two  out  of  three  people 
lack  insurance  against  general  medical  ex- 
penses.” He  also  cited  special  segments  of 
the  population  which  he  said  would  require 
attention  before  the  benefits  of  health  care 
coverage  could  be  said  to  be  reaching  all 
those  who  need  it.  As  an  example,  Secretary 
Folsom  reminded  members  of  the  Health  In- 
surance Association  that  “about  half  of  the 
people  over  65,  nearly  three-fifths  of  those 
employed  on  the  farm,  and  about  two-thirds 
of  those  in  families  with  incomes  under 
$2,000  a year  have  no  insurance  against 
medical  care.” 

Without  minimizing  the  importance  of 
these  problems,  Secretary  Folsom  neverthe- 
less emphasized  that  the  immediate  future 
held  bright  promise  for  many  advances  in 
the  health  insurance  field.  He  indicated 
that  his  optimism  was  based  on  the  fact  that 
“almost  25  per  cent  of  the  private  medical 
care  bill  of  the  American  people  is  covered 
by  health  insurance”  — representing  an  in- 
crease from  9 per  cent  in  1948.  Secretary 
Folsom  took  occasion  to  stress  the  need  for 
more  concerted  research  efforts  on  the  part 
of  organizations  in  the  health  care  field.  He 
indicated  that  he  was  “somewhat  troubled 


by  the  fact  that  we  do  not  have  better  data 
on  the  actual  performance  of  the  insurance 
companies  and  the  Blue  Cross  and  Blue 
Shield  organizations.”  The  Secretary  held 
that  better  data  would  provide  a sound  base 
for  improvement  in  the  programs  developed 
by  insurance  carriers  and  the  nonprofit 
Plans.  “The  task  ahead,”  according  to  Sec- 
retary Folsom,  “is  to  provide  the  maximum 
possible  protection  to  the  greatest  number 
of  people  at  the  minimum  cost.  In  order  to 
do  this  in  such  a complex  field  as  health  in- 
surance requires  profound  study  by  many 
groups.  The  more  complete,  the  more  ac- 
curate the  information  on  which  they  are 
based,  the  more  productive  such  studies  will 
be.  Hence,  I have  been  encouraged  both  by 
your  proposal  to  develop  a health  insurance 
research  program  and  by  efforts  of  the  Blue 
Cross  and  Blue  Shield  organizations  to  inten- 
sify their  studies  of  prepayment  plans.” 

Jay  C.  Ketchum,  Executive  Vice  Presi- 
dent, Michigan  Medical  Service,  stated  the 
case  for  Blue  Shield  Plans,  drawing  a care- 
ful distinction  between  its  basic  principles 
and  those  of  insurance  companies.  He 
stressed  particularly  the  difference  between 
Blue  Shield  and  insurance  in  the  area  of 
rating,  pointing  out  that  the  Blue  Shield  ad- 
herence to  community  rating  as  opposed  to 
experience  rating  was  based  largely  on  the 
concern  the  medical  profession  has  for  medi- 
cal care  for  the  total  community.  “In  at- 
tempting to  measure  potential  utilization  of 
services,”  Ketchum  said  “doctors  were  un- 
able to  support  the  idea  that  there  is  any 
great  distinctive  difference  between  groups 
of  individuals,  in  their  need  or  demand,  or 
desire  for  services,  within  a given  commun- 
ity. At  the  same  time,  they  did  recognize 
the  considerable  variations  between  commun- 
ities. These  community  differences  had  to 
do  not  only  with  costs  but  also  with  such 
things  as  the  availability  of  facilities,  the 
number  of  physicians  in  relation  to  popula- 
tion, density  of  population,  and  the  local  tra- 
ditional practices,  methods  and  attitudes, 
both  professional  and  public.  Out  of  these 
considerations  came  the  establishment  of  the 
many  local  plans,  each  designed  to  fit  local 
community  needs,  conditions  and  attitudes, 
and  out  of  this  came  what  we  have  called 
‘community  rating’.” 

Granting  that  the  insurance  company 
practice  of  experience  rating  in  health  in- 
surance is  an  understandable  application  of 
a technique  applied  in  other  areas  of  insur- 
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ance,  Ketchum  held  that  it  leads  to  a feeling 
of  dismay  and  concern  in  considering  the 
need  and  desires  of  the  total  population.  He 
pointed  out  that  as  experience  rating  is  in- 
creasingly applied  it  would  inevitably  re- 
quire an  adjustment  of  rates  for  the  less 
desirable  risks  remaining  to  be  covered. 
“This  ultimately  could  lead/’  he  said,  “to 
further  and  further  segregation  of  classes 
of  risks  which  would  produce  exorbitant 
rates  for  some  as  compared  to  a total  aver- 
age rate,  and  a ‘pricing  out  of  the  market.’ 
The  resultant  exclusion  of  considerable  num- 
bers of  people  from  insurance  or  prepayment 
would  not  be  much  better  than  a return  to 
the  situation  prevailing  before  health  care 
protection.  Large  numbers  would  be  unable 
to  pay  for  medical  care  and  the  clamor  for 
government  to  do  something  about  it  would 
again  be  heard.” 

The  President-Elect  of  the  American  Med- 
ical Association,  Dr.  David  B.  Allman,  told 
the  Health  Insurance  that  physicians  gener- 
ally would  support  voluntary  health  insur- 
ance efforts  so  long  as  these  efforts  were 
predicated  on  the  profession’s  basic  criteria 
for  judging  financing  mechanisms.  These, 
Dr.  Allman  said,  included  the  following: 
The  buyer  and  seller  of  medical  service 
should  enjoy  maximum  freedom;  preserva- 
tion of  incentives  to  the  physician  to  exer- 
cise restraint  in  the  utilization  of  medical 
services;  and  limitation  of  governmental 
controls. 

Of  particular  interest  were  Dr.  Allman’s 
views  on  the  importance  of  professional  re- 
lations in  strengthening  voluntary  health 
care  insurance.  “I  am  convinced,”  he  said, 
“that  the  vast  majority  of  physicians  will 
cooperate  wholeheartedly  in  the  sense  of 
maintaining  equitable  fees  so  that  your  pro- 
motion of  this  type  of  insurance  will  not  be 
impeded.  I am  equally  convinced,  however, 
that  your  industry  must  step  up  markedly 
your  program  of  physician  relations. 

A new  concept  is  emerging-  of  the  kinds  of  serv- 
ices and  facilities  that  will  be  required  for  compre- 
hensive care  of  the  chronically  ill,  the  disabled,  and 
the  aged.  This  concept  recognizes  the  need  for  a 
wide  variety  of  services  and  facilities,  but  the 
emphasis  is  on  prevention  and  rehabilitation.  The 
patient  is  viewed  as  a person  in  his  home  in  his 
own  community  where  he  will  receive  the  greatest 
part  of  his  care  under  the  supervision  of  his  per- 
sonal physician.  The  community  remains  the  central 
factor  in  any  plan  for  his  care.  (Leonard  A.  Scheele, 
M.D.,  Surgeon  Gen.  PHS.,  Pub.  Health  Rep.,  Jan., 
1956). 


TUBERCULOSIS  ABSTRACTS 

ANTIMICROBIAL  THERAPY  IN  THE  TREAT- 
MENT OF  PRIMARY  TUBERCULOSIS 
PLEURISY  WITH  EFFUSION:  ITS  EF- 
FECT UPON  THE  INCIDENCE  OF 
SUBSEQUENT  TUBERCULOSIS 
RELAPSE 

In  1951  it  was  recommended,  on  the  basis  of  1 
the  Veterans  Administration- Armed  Forces  Study  of 
the  therapy  of  tuberculosis,  that  all  cases  of  primary 
tuberculous  pleurisy  with  effusion  (idiopathic  pleu- 
risy with  effusion)  be  treated  with  antimicrobial 
therapy,  as  well  as  by  sanatorium  care.  Recogniz- 
ing that  pleurisy  with  effusion  represents  tubercu- 
losis with  a high  rate  of  subsequent  relapse,  it  was 
believed  that  every  effort  should  be  made  to  reduce 
it.  The  present  paper  is  a report  of  the  results  of 
the  cooperative  study  to  January  1,  1956. 

In  addition  to  the  treated  series,  it  was  also  pos- 
sible to  obtain  information  on  a series  of  cases  in 
which  antimicrobial  therapy  had  not  been  used.  The 
series  for  comparison  comprise  382  patients  who 
received  various  periods  of  chemotherapy  and  209 
patients  who  received  no  chemotherapy.  All  pa- 
tients in  both  series  were  hospitalized.  However, 
the  treated  and  untreated  series  were  not  concurrent 
in  time,  nor  was  there  randomization  in  selection 
for  chemotherapy  against  untreated  controls. 

The  criteria  established  for  selection  of  cases 
were : 

The  effusion  should  be  of  recent  origin,  preferably 
not  extending  over  sixty  days.  The  tuberculin  skin 
reaction  should  be  definitely  positive  before  or  dur- 
ing treatment.  Tubercle  bacilli  should,  when  pos- 
sible, be  demonstrated  in  the  aspirated  fluid  by  cul- 
ture or  guinea  pig  inoculation,  either  at  the  begin- 
ning of  therapy  or  subsequent  to  it. 

Prior  to  treatment,  every  effort  should  be  made 
to  exclude  a nontuberculous  etiology  of  the  effusion. 

Patients  having  a demonstrable  parenchymal  le- 
sion at  the  onset  of  the  effusion  were  excluded  from 
the  study. 

The  background  factors  in  both  series  were  re- 
markably similar.  Approximately  half  of  the  pa- 
tients in  each  series  were  less  than  thirty  years  of 
age,  95  per  cent  in  each  series  were  males,  and  ap- 
proximately two-thirds  of  each  group  were  white. 

The  two  sides  of  the  chest  were  equally  affected  in 
each  group.  None  of  the  patients  in  either  group 
had  roentgenographic  evidence  of  intrapulmonary 
lesions  at  the  beginning  of  hospital  treatment. 

Antimicrobial  therapy  was  not  uniform  as  to  the 
agents  used  or  the  duration  of  therapy.  There  were 
16  patients  who  received  chemotherapy  for  less 
than  four  months,  chiefly  streptomycin  alone.  How- 
ever, more  than  half  the  patients  received  chemo- 
therapy for  six  months  or  more  with  various  com- 
binations of  antimicrobial  agents. 

The  total  rate  of  tuberculous  complications,  ex- 
cluding recurrent  effusion,  was  19  per  cent  in  the 
untreated  group  and  four  per  cent  in  the  group 
which  received  chemotherapy.  Pulmonary  tubercu- 
( Continued  on  page  33- A) 


420 


Nebraska  S.  M.  J. 


EFFECTIVE,  DEPENDABLE  THERAPY  FOR  VAGINITIS 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported2  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt1  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25: 182  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  16:510  (Dec.)  1955. 
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EVERY  WOMAN 
WHO  SUFFERS 


NFIP  Support  for  Research — 

The  National  Foundation  for  Infantile 
Paralysis  states  that  nearly  400  individuals 
in  fields  associated  with  medicine  are  cur- 
rently studying  under  fellowships  and  schol- 
arships throughout  the  world.  Since  1938, 
more  than  4,200  awards  for  long-term  study 
in  the  areas  of  research,  academic  medicine, 
clinical  specialties  and  in  such  medical  as- 
sociate fields  as  physical  therapy,  occupa- 
tional therapy,  medical  social  work  and  nurs- 
ing have  been  granted.  In  the  same  period 
over  1,000  awards  for  short  term  study  have 
been  granted. 


IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 

5646 


International  College  of  Surgeons  Organization — 

The  International  College  of  Surgeons  an- 
nounces the  establishment  of  four  units  or 
federations  to  develop  continental  meetings 
to  supplement  the  biennial  congresses  of  the 
International  College  of  Surgeons  and  the 
yearly  sessions  of  the  national  sections.  The 
units  established  cover  North  America, 
South  America  and  Central  America,  Europe 
and  Asia.  The  International  College  of  Sur- 
geons has  sections  in  all  the  principal  coun- 
tries of  the  world  with  the  exception  of  Rus- 
sia and  its  satellites. 


There  Is  Brucillosis  in  Nebraska — 

This  is  not  news  to  us,  but  sometimes  we 
may  forget  for  a moment  that  there  is  bru- 
cillosis in  Nebraska.  The  following  is  quot- 
ed from  “Nebraska  Morbidity  Report  for 
May,  1957”: 

“An  elderly  Saline  County  farm  woman 
suffered  a fractured  spine  in  July  1956. 
When  it  had  refused  to  heal  after  several 
weeks,  it  was  found  that  she  had  developed 
spondylitis.  A blood  test  for  brucillosis  was 
positive  and  investigation  showed  that  the 
patient  had  a history  of  early  symptoms  sev- 
eral years  ago.  It  was  learned  also  that  at 
about  this  time  several  hogs  on  the  same 
farm  had  aborted.” 

In  another  farm-family  of  five  members, 
two  developed  frank  brucillosis,  two  devel- 
oped serological  evidence  of  the  disease,  and 
one,  the  mother,  who  drank  no  milk,  had  no 
evidence  of  infection.  One  cow  in  their 
herd  was  found  to  be  infected. 


22-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


\eferences:  1.  Borrus,  J.  C.:  M.  Clin.  North  America, 
i press,  1957.  2.  Gillette,  H.  E.:  Internat.  Rec.  Med.  & G.  P. 
lin.  169:453, 1956.  3.  Pennington,  V.  M.:  J.A.M.A., 

\ press,  1957.  4.  Cayer,  D.:  Prolonged  Anticholinergic 
herapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 : 301-309 
uly)  1956.  5.  McGlone,  E B.:  Personal  Communication  to 
ederle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
ommunication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
ad  McGavack,  T.  H.:  Personal  Communication 
) Lederle  Laboratories. 

iUpplied:  Bottles  of  100  and  1000 

idministration  and  Dosage : 1 tablet  three  times  a day 
t mealtimes  and  2 tablets  at  bedtime.  Full 


I find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  I BAM  ATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


REPRINTS 

echnical  Article  = 


of 
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We 


Are  a direct 
presentation 
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A valuable 
supplement  to  any 
doctor's  library 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Service 

118  North  Fifth 
Norfolk,  Nebraska 
Owned  by  The  Huse  Publishing  Co. 
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Quality  Printing  at  the  Right  Price 


SPLINT  & BRACE 
SHOP. . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 

Certified 

We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  21644 


Current  Comment 

Recent  A.M.A.  Meeting  the  Largest — 

The  recent  meeting  of  the  American  Medi- 
cal Association  in  New  York  City  was  the 
largest  that  has  ever  been  held.  More  than 
2,000  physicians  served  as  lecturers  and  as 
demonstrators  at  the  more  than  350  scien- 
tific exhibits. 


The  Sleepy  Driver — 

The  drowsy  driver  is  the  subject  of  an 
editorial  in  the  June  issue  of  the  Cornhusker 
G.P.  Dr.  Richard  W.  Holman  is  the  author 
of  an  editorial  pointing  out  the  importance 
of  fatigue  in  the  causation  of  highway  acci- 
dents and  deaths.  It  is  noted  that  not  only 
long  sustained  driving  is  a hazard,  but  in- 
sufficient sleep  and  rest  before  driving  may 
also  contribute  to  the  danger. 

Government  Medicine  Spreading — 

The  following  paragraph  is  quoted  from 
J.  Michigan  M.  Soc.,  May,  1957,  because  it 
compresses  an  enormous  amount  of  medico- 
political  history  into  a few  words: 


“Government  medicine  is  spreading  all 
about  us,  and  the  future  doesn’t  look  to  be 
much  different.  A sizable  portion  of  the 
old  Wagner-Murray-Dingell  bills  have  been 
enacted  piecemeal  during  the  years.” 

Endorse  Principle  of  Periodic  Health 
Appraisal  of  Children — 

A new  program  endorsing  periodic  health 
appraisal  for  children  sponsored  by  the  Na- 
tional Congress  of  Parents  and  Teachers  has 
won  support  of  the  A.M.A.’s  Council  on  Med- 
ical Service.  At  a recent  meeting,  the  Coun- 
cil voted  to  approve  the  following  resolu- 
tion: “The  Committee  on  Maternal  and 

Child  Care  of  the  Council  on  Medical  Serv- 
ice, A.M.A.,  reaffirms  its  approval  of  the 
principle  of  continuous  health  supervision 
of  children  from  birth  through  their  school 
experience  rather  than  only  a program  of 
a single  appraisal  on  school  entrance.  It 
also  recommends  that,  where  possible,  this 
should  be  done  by  the  physician  and  dentist 
who  normally  serve  that  child  and  family, 
preferably  his  personal  physician  and  den- 
tist. The  Committee  welcomes  the  support 
of  the  National  Congress  of  Parents  and 
Teachers.” 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Famam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM 
• COFFEE  SHOP 


• TAVERN  GRILL 
• MURAL  LOUNGE 


J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


Next  World  Health  Assembly  To  Be  in  U.S- — 

W.H.O.  has  announced  that  “The  United 
States’  invitation  to  the  World  Health  As- 
sembly to  hold  a special  Tenth  Anniversary 
commemorative  session  and  XI  Session  of 
the  Assembly  in  the  United  States  next 
spring  was  unanimously  accepted  ...”  In- 
cidentally, our  government  made  the  W.H.O. 
a gift  of  nearty  half  a million  dollars  to  help 
defray  the  expenses  of  holding  this  assem- 
bly here  rather  than  in  Geneva. 


More  Money  to  Support  I.L.O. — 

The  International  Labor  Organization  is 
part  of  United  Nations.  This  organization 
has  consistently  shown  itself  to  be  complete- 
ly socialistic  in  its  outlook.  It  derives  its 
support  from  United  Nations.  The  United 
States  pays  about  one-third  the  total  expense 
of  UN.  Now,  A.M.A.  Washington  Letter 
85-26,  June  28,  1957,  has  the  following  note: 

“Senate  Foreign  Relations  Committee  ap- 
proved the  resolution  (S.J.  Res.  73)  raising 
the  U.S.  contribution  to  the  I.L.O.  each  year 
from  $1.75  million  to  $2  million.  The  ad- 
ministration had  asked  for  $3  million.” 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 

prevents  nausea, 
dizziness,  vomiting 
of  motion  sickness 
in  minutes 

tjizer 

^Trademark 
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You  always  have  enough  clean  "specs”  with 


Kleen-Spec 


PATENTS 

APPLIED 

FOR 


I 


Made  only  by 

WELCH 

ALLYN 


. . . can  be  used  with  all 
Welch  Allyn  otoscopes 


• Use  a speculum  once  — 
throw  it  away 

• Replace  it  instantly 
with  a fresh  one 

• No  danger  of  cross-infection 

• Eliminate  sterilization 
of  specula 

• Cost  less  than  2^  per  patient 


DONLEY  MEDICAL 
SUPPLY  CO. 

2415  "O"  St.  Phone  2-4468 

LINCOLN.  NEBRASKA 
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years  of 

documented 

experience 


YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODRI  N <ie.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLUR1DE  INJECTION 

02156 
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Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


ALL 

r 

ALL 

W PHYSICIANS  1 

SURGEONS 

COME  FROM 

L DENTISTS  i 

60  TO 

PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 


CALIFORNIA  STATE 
assignments  for 

PHYSICIANS  AND  PSYCHIATRISTS 

Three  Salary  groups: 

$1 1,400  - $12,600 
$12,000  -$13,200 
$13,200  - $14,400 

Streamlined  employment  procedures  . . . interview 
only. 

U S.  citizenship  and  possession  of,  or  eligibility  for4 
California  license  required. 

Write: 

Medical  Recruit  Unit,  Box  A, 

State  Personnel  Board,  801  Capitol  Ave. 
Sacramento,  California 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District : Councilor : Harold 

Neu,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District : Councilor,  R.  E. 

Garlinghouse,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  Harvey 
Runty,  DeWitt.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor : W.  Ben- 
thack,  Wayne.  Counties:  Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District  Councilor:  E.  E. 

K o e b b e,  Columbus.  Counties  : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  B.  N. 

Greenberg,  York.  Counties: 
Saunders,  Butler,  Seward,  Polk, 
York,  Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties : 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  Wilber 
E.  Johnson,  Valentine.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sherman,  Boyd. 

Ninth  District  Councilor:  B.  R. 

Bancroft,  Kearney.  Counties : 
Hall,  Custer,  Valley,  Greeley, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook.  Counties : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  H.  L. 
Clarke,  North  Platte.  Counties: 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  R.  J. 
Morgan,  Alliance.  C ou  n t i e s : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced. -Dix. -Dak. -Th. -Wayne  (4) 
Cheynne-Kimball-Deuel  (12) 

Clay  (7) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  & Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) . 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebr.  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebr.  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


PRESIDENT 


SECRETARY 


H.  J.  Caes,  Hastings Geo.  Hoffmeister,  Hastings 

W.  J.  Reeder,  Cedar  Rapids 

E.  A.  McNulty,  Alliance F.  P.  Sucgang,  Alliance 

O.  R.  Hayes,  Kearney S.  O.  Staley,  Kearney 

C.  B.  Hayes,  Lyons J.  G.  Allen,  Tekamah 

D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

R.  F.  Brendel,  Plattsmouth R.  J.  Dietz,  Plattsmouth 

H.  J.  Billerbeck,  Randolph Roy  Matson,  Wayne 

D.  L.  Larson,  Chappell R.  C.  Calkins,  Kimball 

R.  G.  Gelwick,  Sutton H.  V.  Nuss,  Sutton 

Geo.  L.  John,  Schuyler W.  J.  Kavan,  Clarkson 

C.  W'.  Wilcox,  Ansley Theo  Koefoot,  Jr.,  Broken  Bow 

R.  Sitorius,  Cozad C.  Hranac,  Cozad 

C.  H.  L.  Stehl,  Scribner Howard  F.  Yost,  Fremont 

V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

L.  S.  McNeill,  Campbell C.  J.  Thomas,  Franklin 

M.  M.  Sullivan,  Spaulding M.  Markley,  North  Loup 

H.  D.  Runty,  DeWitt C.  T.  Frerichs,  Beatrice 

J.  L.  McFee,  Ogallala Don  Roberts,  Grant 

G.  W.  Graupner,  Gr.  Island A.  G.  Gilloon,  Grand  Island 

D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Rex  Wilson,  O’Neill Joseph  David,  Jr.,  Lynch 

M.  O.  Arnold,  St.  Paul E.  C.  Hanisch,  St.  Paul 

D.  B.  Kantor,  Fairbury M.  J.  Powell,  Fairbury 

J.  C.  Schutz,  Tecumseh L.  J.  Chadek,  Tecumseh 

H.  B.  Morton,  Lincoln F.  I.  Rose,  Lincoln 

R.  T.  Takenaga,  North  Platte G.  E.  Sawyers,  North  Platte 

J.  H.  Dunlap,  Norfolk Wm.  Berrick,  Madison 

A.  D.  Brown,  Central  City Lee  Holmes,  Central  City 

K.  R.  Dalton,  Genoa J.  C.  Maly,  Fullerton 

Paul  M.  Scott,  Auburn F.  M.  Tushla,  Auburn 

H.  V.  Crum,  Rushville R.  L.  Hook,  Hushville 

J.  E.  Ingram,  Nelson D.  R.  Marples,  Nelson 

Paul  S.  Read,  Omaha J.  B.  Christensen,  Omaha 

G.  E.  Burbridge,  Nebr.  City R.  C.  Fenstermacher,  Nebr.  City 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Robert  Best,  Holdrege- D.  W’.  Jones,  Holdrege 

P.  H.  McGowan,  Columbus C.  A.  Medlar,  Columbus 

John  L.  Blodig,  Osceola R.  L.  Bierbower,  Shelby 

Wm.  Shepherd,  Falls  City L.  V.  Brennan,  Falls  City 

L.  W.  Forney,  Crete R.  W.  Homan,  Crete 

E.  J.  Hinrichs,  Wahoo M.  H.  Crouse,  Wahoo 

James  Hayhurst,  Scottsbluff Douglas  Campbell,  Scottsbluff 

Wilmar  Kamprath,  Utica Richard  M.  Pitsch,  Seward 

John  Batty,  McCook Don  Morgan,  McCook 

F.  A.  Mountford,  Davenport Rudolph  F.  Decker.  Bryon 

C.  D.  Howard,  Blair L.  I.  Grace,  Blair 

J.  S.  Bell,  York B.  N.  Greenberg,  York 


READ  Y-TO  - USE,  NO  REFRIGERATION 


freely  miscible  in  water,  milk,  formula, 
or  drop  directly  on  tongue 


HANDY,  PLASTIC  DROPPER  BOTTLE 


accurate  dosage  is  easy,  one  drop  per 
pound  body  weight  per  day 


10  cc.  plastic  dropper-type  bottle 
(orange-flavor),  100  mg./cc. 
(approx.  5 mg.  per  drop) 


•Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  Russell  Best,  Omaha President 

Fay  Smith,  Imperial President-Elect 

Geo.  Salter,  Norfolk Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

G.  E.  Peters Randolph 

A.  A.  Ashby Geneva 

M.  E.  Grier Omaha 

C.  N.  Sorensen Scottsbluff 

R.  B.  Adams Lincoln 

Delegates — J.  D.  McCarthy,  Omaha;  Earl  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  W.  C.  Kenner,  Nebraska  City 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

Clarence  Minnick Cambridge 

G.  E.  Peters Randolph 

COMMITTEES 
Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

M.  P.  Brolsma Lincoln 

William  Holmes Scottsbluff 

Allied  Professions 

W.  J.  McMartin,  Chm Omaha 

A.  E.  Freed Omaha 

Max  Coe Wakefield 

Otis  Miller Ord 

N.  Richard  Miller Lincoln 

Blood  and  Blood  Products 

Miles  Foster,  Chm Omaha 

Ted  Riddell Scottsbluff 

Frank  Tanner Lincoln 

F.  A.  Mountford Davenport 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 
R.  S.  Wycoff,  Chm Lexington 

C.  R.  Brott Beatrice 

R.  B.  Adams Lincoln 

Continuing  Committee  on 
Medical  Practice 

R.  F.  Sievers,  Chm Blair 

L.  D.  Cherry Lincoln 

P.  B.  Olsson Lexington 

Kenneth  Rose Lincoln 

J.  J.  Borghoff Omaha 

Theo.  A.  Peterson Holdrege 

Civil  Defense  and  Disaster 

George  Johnson,  Chm, Omaha 

Arnold  Lempka Omaha 

John  Wiedman Lincoln 

Isaiah  Lukens Tekamah 

D.  E.  Burdick David  City 

Joe  Hanna Scottsbluff 

Hospital  and  Professional  Ethics 

J.  R.  Schenken,  Chm Omaha 

Frank  Cole Lincoln 

F.  G.  Gillick Omaha 

Fay  Smith Imperial 

Stanley  Pederson Omaha 

Insurance 

Edmond  Walsh,  Chm Omaha 

Harvey  Runty DeWitt 

Paul  Maxwell Lincoln 

Joint  Commission  for  the  Im- 
provement of  the  Care  of 
the  Patient  (Interim) 

E.  A.  Steenburg,  Chm Aurora 

Wm.  Nutzman Kearney 

Wm.  E.  Graham Omaha 

Journal  and  Publications 

Fred  Niehaus,  Chm Omaha 

George  Stewart Norfolk 

Paul  Bancroft  Lincoln 


Library,  Necrology  and  Records 

Geo.  Salter,  Chm Norfolk 

P.  J.  Huber Crete 

W.  C.  Harvey,  Jr Gering 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

Earle  Johnson Grand  Island 

H.  S.  Morgan Lincoln 

F.  Lowell  Dunn Omaha 

Fay  Smith Imperial 

Max  Gentry  Gering 

M.  A.  Johnson Plain  view 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

M.  C.  Smith,  Sec Lincoln 

J.  S.  Broz Alliance 

Leroy  Lee Omaha 

Horace  Munger  Lincoln 

John  Hartigan Omaha 

R.  B.  Adams .-Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

M.  C.  Smith,  Secretary Lincoln 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

Harley  Anderson Omaha 

W.  W.  Carveth . Lincoln 

H.  D.  Kuper Columbus 

W.  C.  Kenner Nebraska  City 

Prepayment  Medical  Care 

John  Brush,  Chm Omaha 

John  T.  McGreer Lincoln 

B.  R.  Farner Norfolk 

Public  Relations 

H.  F.  Elias,  Chm Beatrice 

M.  C.  Smith,  Secretary Lincoln 

J.  P.  Gilligan Nebraska  City 

Leroy  Lee Omaha 

M.  D.  Frazer Lincoln 

J.  B.  Christensen Omaha 

Geo.  Hoffmeister Hastings 

D.  B.  Wengert Fremont 

Rural  Medical  Service 

C.  F.  Ashby,  Chm Geneva 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Dan  A.  Nye Kearney 

Walter  Reiner Holdrege 

Ralph  Blair Broken  Bow 

Scientific  Assembly 

John  Batty,  Chm McCook 

A.  C.  Johnson Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

Paul  Peterson Lincoln 

R.  0.  Garlinghouse Lincoln 

H.  D.  Runty DeWitt 

R.  B.  Adams Lincoln 

Speakers  Bureau 

Fred  Ferciot,  Chm Lincoln 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neil Omaha 

John  Brown Lincoln 

J.  E.  Courtney Omaha 

R.  O.  Garlinghouse Lincoln 


Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 

Paul  Maxwell,  Chm Lincoln 

L.  S.  Campbell Omaha 

Ralph  Moore Omaha 

A.  J.  Schwedhelm Norfolk 

B.  R.  Bancroft Kearney 

United  Health  Fund 

James  F.  Kelly,  Chm. Omaha 

John  Gatewood Omaha 

W.  W.  Carveth Lincoln 

Max  Raines North  Platte 

Eric  G.  DeFlon Chadron 

Veterans  Committee  (Interim) 
John  W.  Gatewood,  Chm._Omaha 

Harry  Jakeman Fremont 

Horace  Munger Lincoln 

L.  E.  Sauer . Tekamah 

Sam  Swenson,  Jr Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

Howard  B.  Hunt Omaha 

Marshall  Neely Lincoln 

Cardiovascular 

Fred  Niehaus,  Chm Omaha 

W.  M.  McGrath North  Platte 

Lee  Stover .Lincoln 

Diabetes 

Morris  Margolin,  Chm Omaha 

E.  L.  MacQuiddy Omaha 

Dan  A.  Nye Kearney 

Industrial  Health 

G.  P.  McArdle,  Chm Omaha 

Robert  Hillyer Lincoln 

E.  K.  Connors Omaha 

Maternal  and  Child  Health 

Donald  Vroman,  Chm Omaha 

Harold  Harvey Lincoln 

W.  L.  Rumbolz Omaha 

Committee  on  Psychiatry 

Robert  Stein,  Chm Lincoln 

J.  Whitney  Kelley Omaha 

Chas.  Ingham Norfolk 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm Omaha 

John  M.  Thomas Omaha 

M.  C.  Howard Omaha 

Public  Health 

H.  C.  Stewart,  Chm._Pawnee  City 

O.  R.  Hayes Kearney 

E.  A.  Rogers Lincoln 

Tuberculosis 

Harry  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Stanley  Potter Omaha 

Venereal  Disease 

Donald  Wilson Omaha 

William  F.  Novak Omaha 

J.  H.  Barthell Lincoln 
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Giimour-  Danielson 

DRUG  COMPANY 

142  South  13th  Street  300  South  13th  Street 
Phone  2-1246  Phone  2-885 1 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


TB  ABSTRACTS 

(Continued  from  page  420) 

losis  was  the  most  frequent  complication  in  each 
group  and  skeletal  tuberculosis  was  the  most  fre- 
quent extrapulmonary  complication. 

Two  deaths  were  attributable  to  a tuberculous 
relapse,  both  occurring  in  the  group  which  did  not 
receive  chemotherapy.  One  death  occurred  in  a pa- 
tient who  developed  miliary  and  meningeal  tubercu- 
losis twenty-seven  months  after  the  onset  of  the 
effusion,  and  the  other  followed  the  diagnosis  of 
far  advanced  pulmonary  tuberculosis  in  a patient 
twenty-six  months  after  onset  of  the  effusion. 

Recurrent  pleural  effusion  was  reported  in  five  of 
the  treated  group  and  in  11  of  the  untreated  series. 
Of  the  16  recurrences  there  were  seven  on  the  same 
side  as  the  initial  effusion,  eight  on  the  contralateral 
side,  and  one  bilateral  recurrent. 

The  incidence  of  complications  related  to  various 
background  factors  suggests  an  apparently  lower  in- 
cidence of  extrapulmonary  complications  in  the  un- 
treated group,  a higher  rate  of  complications  among 
the  non-whites  who  received  chemotherapy,  and  a 
lower  incidence  of  recurrent  effusions  in  the  treated 
group.  None  of  these  comparisons  is  statistically 
significant. 

The  incidence  of  complications  related  to  the  anti- 
microbial agents  used  was  highest  among  those 
treated  with  streptomycin  alone.  Most  of  these  pa- 
tients received  chemotherapy  for  less  than  four 
months.  The  lowest  incidence  is  among  those  who 


were  treated  with  drug  combinations  employing  iso- 
niazid,  and  there  were  also  no  reported  extrapul- 
monary complications  in  this  group. 

EFFECT  OF  CHEMOTHERAPEUTIC  REGIMENS 
UPON  THE  INCIDENCE  OF  TUBERCULOUS 
COMPLICATIONS  IN  THE  TREATMENT 
OF  PLEURAL  EFFUSION 


Regimen 

No. 

Treated 

No.  of 
Compli- 
cations 

Per 

Cent 

Streptomvcin  onlv 

12 

3 

25.0 

Streptomcvin-PAS 

250 

11 

4.4 

Ison  azid-streptomycin 
or  isoniazid-PAS 

120 

3 

2.5 

The  average  length  of  hospitalization  for  treat- 
ment of  the  effusion  among  those  who  developed 
tuberculous  complications  was  five  months  for  those 
receiving  no  chemotherapy  and  six  months  for  those 
who  did.  Seventy-five  per  cent  of  this  group  devel- 
oped tuberculous  complications  while  still  in  the 
hospital  and  on  chemotherapy.  More  than  half  the 
complications  occurred  within  the  first  six  months  of 
hospital  treatment.  The  majority  of  relapse  in  both 
series  occurred  in  those  cases  in  which  the  pleural 
fluid  bacteriologic  findings  had  been  negative.  This 
is  highly  significant  and  further  substantiates  the 
necessity  for  a firm  diagnosis  on  clinical  grounds. 

The  estimated  rate  (life  table  method)  for  all 
tuberculous  complications  at  the  end  of  four  years  of 
observation  was  9 per  cent  in  the  treated  group 
(Continued  on  page  35-A) 
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Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


More  than  half  of  the  Sharp  Building  is  designed  for  and 
occupied  by  leading  physicians  and  dentists  serving  families 
throughout  Nebraska  and  the  Missouri  Valley. 


We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company, 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Buildinq 


MANAGING 

AGENTS 


Close  to  Lincoln's  department 
stores,  theatres  and  leading  hotel. 


Building 


LINCOLN, 

NEBRASKA 


Lincoln's  Largest  Office  Building  and  Medical  Center 


560  Car  Spaces 

you  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


and 

CAR-PARK 

For  the  convenience  of 
physicians,  dentists  and 
their  patients. 
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(Continued  from  page  33- A) 

compared  with  25  per  cent  in  the  untreated  group. 
A similar  analysis  for  the  complication  of  pul- 
monary tuberculosis  alone  indicated  a rate  of  seven 
per  cent  and  21  per  cent,  respectively.  The  estimat- 
ed complication  rate  for  the  treated  cases  did  not  in- 
crease after  30  months  but  did  continue  to  increase 
for  the  untreated  cases. 

The  rate  of  initial  bilateral  effusion  in  both  the 
treated  and  untreated  series  was  the  same.  How- 
ever, the  rate  of  complication  was  57  per  cent  among 
the  patients  with  bilateral  effusion  in  the  untreated 
series  and  confirms  the  clinical  impression  of  the 
higher  morbidity  associated  with  this  finding.  The 
rate  of  complication  in  the  treated  group  of  bi- 
lateral effusion  was  six  per  cent. 

Certain  statistical  defects  exist  in  these  data,  pri- 
marily in  the  nonrandomization  of  cases,  the  lack 
of  concurrence  in  time  of  the  two  series,  the  varying 
regimens  of  chemotherapy  and  duration  of  therapy, 
and  the  possibility  of  incomplete  reporting  of  cases. 
The  relapse  rate  of  series  of  patients  treated  prior 
to  the  introduction  of  the  antimicrobial  drugs  is 
usually  estimated  at  35  per  cent  and  has  varied  from 
20  to  65  per  cent  in  reports  for  the  five  years  fol- 
lowing onset  of  the  pleural  effusion.  These  data  and 
subsequent  reports  from  the  continuing  study  should 
offer  information  of  value  in  estimating  the  results 
of  chemotherapy  in  reducing  the  incidence  of  tuber- 
culous relapse. 

— By  Abraham  Falk,  M.D.,  and  William  W.  Stead,  M.D.,  The 
American  Review  of  Tuberculosis  and  Pulmonary  Diseases, 
December,  1956. 


Chemotherapy  has  more  certain  and  sustained  ef- 
fects on  tuberculosis  than  rest  treatment  alone. 
Resolution  and  fibrosis  are  more  rapid  and  com- 
plete, but  the  healing  processes  are  substantially 
the  same  as  those  observed  in  the  natural  course. 
Necrosis  of  tissue  may  be  averted  or  retarded.  (J. 
Burns  Amberson,  M.D.,  Ann.  Int.  Med.,  Dec.,  1955). 


In  the  United  States  our  principal  problem  from 
here  on  is  that  of  dealing  with  the  person  who  re- 
acts to  the  tuberculin  test.  Evidence  is  pretty  over- 
whelming that  the  great  majority  of  new  active 
cases  of  tuberculosis  occur  among  those  who  have 
been  reactors  to  tuberculin  for  some  time  and  rep- 
resent a breakdown  into  active  disease  of  a smolder- 
ing infection  of  virulent  tubercle  bacilli.  (James  E. 
Perkins,  M.D.,  Managing  Director,  Bulletin,  NTA, 
Jan.,  1956). 


The  development  of  tuberculosis  in  man  is  a bio- 
logical straggle  between  the  invasive  powers  of  the 
agent  and  the  resistance  of  the  host,  modified  by 
a variety  of  environmental  factors.  In  this  coun- 
try for  nearly  a century  steadily  declining  mortality 
and  morbidity,  and  more  recently  infection  rates  al- 
so, indicate  that  the  balance  for  many  decades  has 
been  in  favor  of  the  human  host.  Recent  events  in 
Europe  rudely  remind  that  this  favorable  trend  is 
reversible.  Equally  sobering  is  the  thought  that 
in  a number  of  the  larger  areas  of  the  world  tuber- 
culosis is  still  the  leading  cause  of  death.  (Alton  S. 
Pope,  M.D.,  and  John  E.  Gordon,  M.D.,  Am.  J. 
Med.  Sciences,  Sept.,  1955). 
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Pfizer 


a proven 
suppressor  of 
postoperative 
nausea  and 
vomiting . . . 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 


♦trademark 


PHYSICIANS'  EXCXHANGE 

OUTSTANDING  PARTNERSHIP  OPPORTUN- 
ITY— For  a general  practitioner  30  or  under,  with 
completed  military  obligation,  to  replace  retiring 
member,  and  plan  with  a growing  group.  Very 
prosperous  central  Nebraska  location.  Write  Box 
8,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln  8,  Nebraska. 

FOR  SALE — Picker  portable  X-ray  machine,  ex- 
cellent condition  and  Birtcher  shortwave  Diathermy 
used  only  2 years.  Write  Mrs.  Bernard  Gleason, 
Pacific  Junction,  Iowa. 

PRACTICE — And  office  and  hospital  equipment 
for  sale.  Write  E.  L.  Brush,  M.D.,  Norfolk,  Nebr. 


BRACES  and  ORTHOPEDIC 
> APPLIANCES 

PROMPT  SERVICE  MADE  TO  measure 


SHOE  CORRECTIONS  A SPECIALTY 


Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 ec.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc Each  2.50 

32-103— AN  TI-RHo  ( ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  $35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


•>■«—'  — ■ — - — — • — - 
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j When  You  Need  Medication  j 

| for  Patients  in  Northeast  j 

j Lincoln,  Call  I 

! I 

| Mayo  Drug  Co.  j 

j “The  Drug  Store  on  the  Corner”  j 

j Phone  6-2353  2700  North  48th  j 

I — We  Deliver  — j 

| (Serving  Our  Community  for  33  Years)  j 


FOR  RENT — Doctor’s  office  in  Medical  Arts  Bldg., 
Grand  Island,  Nebraska.  Reasonable  rent  and 
ground  floor  location.  Write  Mrs.  Albert  Werner, 
1104  West  Koenig  St.,  Grand  Island,  or  call  DUpoint 
4-2254. 

OFFICE  EQUIPMENT — 2 years  old  for  2 exam- 
ining and  treatment  rooms,  100  MA  GE  X-ray, 
EKG,  lab  equipment  and  supplies,  for  sale.  Contact 
T.  T.  Powell,  M.D.,  Arapahoe,  Nebraska. 


FOR  SALE  — Complete  office  equipment  includ- 
ing 15  ma  Profex  X-ray  with  fluoroscopy,  Hamilton 
examining  table,  B & L microscope,  Pelton  auto- 
clave, Birtcher  Hyrefecater  and  numerous  other 
items  of  furniture  and  equipment,  all  either  new 
or  in  excellent  condition.  Will  sell  as  complete  unit 
or  per  item.  For  further  information  contact,  W.  M. 
Fitch,  M.D.,  9910  E Artesia  St.,  Bellflower,  Cali- 
fornia, or  William  Keeshan,  attorney,  Albion,  Ne- 
braska. 


PHYSICIAN  WANTED  — Fourteen-bed  commun- 
ity hospital.  Seven  room  clinic.  Both  completely 
equipped.  No  investment  necessary.  Surgical  as- 
sistance available  if  required.  New  consolidated 
school.  Recreation  facilities.  Unlimited  possibili- 
ties. Estate  of  Dr.  L.  B.  Brown.  Contact  F.  L. 
Siegel,  D.D.S.,  Stratton,  Nebraska. 


With  adequate  present-day  methods  of  treatment 
of  tuberculosis  plus  good  obstetric  care,  pregnancy 
should  rarely  be  accompanied  by  unfavorable  pro- 
gression of  disease.  (Loren  M.  Rosenbach,  M.D., 
and  Columbus  R.  Gangemi,  M.D.,  J.A.M.A.,  July, 
1956). 
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A REPORT  ON  A PROMISING  CONCEPT  IN  ANTIMICROBIAL  THERAPY: 
CONCURRENT  ADMINISTRATION  OF  CHLOROMYCETIN  AND  GAMMA  GLOBULIN 


In  treatment  for  infection,  the  physician  is  confronted 
with  complex  interactions  between  pathogen,  anti- 
microbial agent  and  host.  The  pathogen  represents 
the  unselected  factor,  the  therapeutic  agent  the  com- 
ponent over  which  the  physician  exercises  maximum 
control.  But  even  with  optimal  antibiotic  therapy, 
the  eventual  elimination  of  the  infective  agent  and 
the  resolution  of  pathologic  changes  depend  upon 
efficient  host  response.1,2 

Passive  transfer  of  antibodies  through  gamma  globu- 
lin provides  a broad  antibacterial  spectrum  because 
of  origin  in  adults  exposed  to  a variety  of  microorgan- 
isms. Employed  as  a protective  element  against  some 
of  the  more  common  contagious  diseases,  gamma 
globulin  permits  more  competent  participation  by 
the  host  in  the  fight  against  established  infection. 

Rationale  for  immuno-antibiotic  therapy  lies  in  simul- 
taneous direct  attack  on  the  pathogen  and  re-en- 
forced  host  resistance,  which  implies  usefulness  in 
treatment  for  acute  fulminating,  highly  refractory, 
or  prolonged  infections. 

EXPERIMENTAL  STUDIES  ENCOURAGING 

In  carefully  controlled  studies  in  mice,  Fisher  and 
his  colleagues  in  Parke-Davis  Research  Laboratories, 
using  pooled  human  gamma  globulin  and  Chloromy- 
cetin (chloramphenicol,  Parke-Davis)  concurrently, 
demonstrated  a high  degree  of  therapeutic  effective- 
ness in  infected  animals.3  Five  types  of  infection 
induced  with  species  of  Staphylococcus  aureus, 
Streptococcus  pyogenes,  Proteus  vulgaris  and  Pseu- 
domonas aeruginosa  responded  to  joint  therapy  with 
gamma  globulin  and  Chloromycetin,  each  agent  hav- 
ing shown  at  deliberately  low  doses  in  previous  work 
little  or  no  activity  in  these  mouse  infections  when 
used  separately.  Fisher’s  experiences  with  hemolytic 
streptococci  have  been  confirmed.4 

Tests  now  in  progress  with  pneumococci,  salmonellae 
and  additional  strains  of  pseudomonas  and  proteus 
indicate  that  marked  increases  in  survival  rates  may 
be  anticipated  in  any  infection  where  chlorampheni- 
col has  previously  demonstrated  therapeutic  activity.3 
These  observations  suggest  that  immuno-antibiotic 
therapy  can  effect  cures  in  a variety  of  refractory 
microbial  diseases. 

PROMISING  IN  EARLY  CLINICAL  TRIAL 

Observations  analogous  to  those  of  Fisher  have  been 
reported  from  the  clinic.5'7  More  recently,  the  clinical 
use  of  gamma  globulin  in  conjunction  with  anti- 
biotics was  undertaken  by  Waisbren8  on  the  basis  of 
Fisher’s  experimental  work.  His  series  of  46  patients 
with  systemic  and  localized  infections  due  to  various 
strains  of  staphylococcus,  pseudomonas,  salmonella, 
proteus  and  to  the  pneumococcus  had  failed  to  re- 
spond to  maximum  effort  with  conventional  thera- 
peutic measures.  Marked  clinical  improvement  in 


six  of  these  acutely  ill  patients  shows  clearly  “. . .that 
in  certain  instances  the  addition  of  gamma  globulin 
to  antibiotic  therapy  may  give  a clinical  result  that 
could  not  have  been  obtained  with  the  antibiotics 
used  alone.  In  each  of  these  cases,  a long  and  exten- 
sive control  period  in  which  antibiotics  were  being 
vigorously  administered  had  failed  to  produce  a 
response  but  when  gamma  globulin  was  given  with 
approximately  the  same  dosages  of  antibiotic,  rather 
marked  improvements  occurred.”8 

While  the  precise  mechanism  underlying  the  salu- 
tary effect  of  gamma  globulin  remains  to  be  clarified, 
the  existence  of  quantitative  hypogammaglobulin- 
emia was  ruled  out  in  patients  in  this  series.8 

A RATIONALE  FOR  IMMUNO-ANTIBIOTIC  THERAPY 

Although  the  relationship  of  susceptibility  to  infec- 
tion and  status  of  the  host  is  well  recognized,  host 
resistance  is  an  aspect  of  infectious  disease  still  not 
understood  in  an  era  of  extensive  and  of  massive 
antibiotic  therapy.  Most  antibiotics,  in  concentra- 
tions tolerated  by  living  tissues,  have  bacteriostatic 
rather  than  bactericidal  effect.  In  the  clinic,  bac- 
teriostatic doses  are  most  frequently  given  and  host 
defense  mechanisms  are  responsible  for  the  eventu- 
ally satisfactory  clinical  result.4 

The  problem  of  therapeutic  failures  despite  vigorous 
courses  of  antibiotic  therapy  may  be  due  to  some 
disturbance  in  the  immune  process.9  In  addition, 
disproportionately  high  mortality  rates  in  the  ex- 
tremes of  life  lend  support  to  the  impression  of 
inadequate  defense  mechanisms,  since  these  are 
underdeveloped  and  immature  in  the  very  young 
and  may  be  impaired  or  depressed  in  the  aged.4 

Any  discussion  of  immuno-antibiotic  treatment  must 
at  present  remain  largely  conjectural.  From  pre- 
liminary evidence,  however,  this  approach  to  ther- 
apy  appears  worthy  of  consideration,  especially  in 
patients  in  whom  adequate  antibiotic  therapy  for 
active  infectious  processes  has  been  disappointing. 
While  the  concept  of  enlisting  the  aid  of  the  host 
in  combating  pathogenic  microbes,  thereby  afford- 
ing the  physician  control  of  two  of  the  three  principal 
interacting  factors,  is  not  new,  enhancement  of  host 
resistance  through  use  of  gamma  globulin  in  treat- 
ment for  microbial  disease  is  indeed  a promising  one. 
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Current  Comment 

The  Month  in  Washington — 

If  dangerous  epidemics  of  Asian  flu  break 
out  in  the  country  this  fall  and  winter,  the 
medical  profession  will  have  its  hands  full. 
But  the  doctors  won’t  be  taken  by  surprise, 
nor  will  they  lack  specific  information  on 
proper  treatment. 

While  the  attacks  in  the  U.S.  were  still 
sporadic  and  the  death  rate  low — three  fatal- 
ities in  the  first  11,000  reported  cases — a 
number  of  major,  nationwide  efforts  were 
under  way  to  combat  the  disease  in  the 
months  when  influenza  rates  generally  are 
the  highest. 

1.  Acting  in  coordination  with  U.S.  Pub- 
lic Health  service,  the  American  Medical 
Association  was  pressing  forward  with  its 
campaign  to  insure  that  all  physicians  are 
informed  of  how  to  deal  with  the  disease. 


2.  In  line  with  recommendations  of  the 
A.M.A.  committee,  a number  of  state  medi- 
cal societies  by  mid- August  had  laid  out  com- 
plete emergency  plans,  ready  to  be  put  in  op- 
eration if  needed. 

3.  U.S.  Public  Health  Service  epidemic 
intelligence  experts  were  scanning  the  coun- 
try for  outbreaks  that  might  be  Asian  influ- 
enza, and  other  P.H.S.  officers  were  investi- 
gating acute  respiratory  diseases.  P.H.S. 
also  set  up  machinery  to  keep  the  medical 
and  health  professions  informed  on  nation- 
wide developments  in  the  influenza  picture. 

4.  Advising  Surgeon  General  Burney  was 
a special  committee,  which  included  repre- 
sentatives from  A.M.A. , American  Academy 
of  Pediatrics,  American  Academy  of  General 
Practitioners  and  the  Association  of  State 
and  Territorial  Health  Officers. 

(Continued  on  page  25- A) 
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(Continued  from  page  4- A) 

5.  Manufacturers  of  the  vaccine,  by  run- 
ning their  plants  on  two  or  three  shifts  and 
seven  days  a week,  were  hoping  to  have  pro- 
duced 60,000,000  cc.  by  February  1. 

There  was.  of  course,  the  possibility  that 
with  Congress  in  session  through  most  of 
the  summer  a vast  federal  program  would 
be  set  up,  with  the  U.S.  purchasing  and  al- 
locating the  vaccine.  It  was  heartening  to 
the  medical  profession  that  this  possibility 
was  pretty  well  eliminated  in  the  early 
stages  when  the  Department  of  Health,  Edu- 
cation, and  Welfare  announced  the  follow- 
ing as  official  policy: 

“The  Public  Health  Service,  in  coop- 
eration with  the  medical  profession, 
will  stimulate  and  promote  a nation- 
wide voluntary  program  of  vaccination 
against  the  prevalent  strain  of  influ- 
enza. It  will  not,  however,  request  fed- 
eral funds  for  the  purchase  or  admin- 
istration of  vaccine — except  for  its  own 
legal  beneficiaries.  The  State  and  Ter- 
ritorial health  officers  and  the  Ameri- 


can Medical  Association  have  jointly  as- 
sured the  Surgeon  General  that  com- 
munity resources,  both  public  and  pri- 
vate, will  be  mobilized  to  provide  vac- 
cinations for  persons  who  are  unable  to 
pay  for  such  protection.” 

This  policy  was  reaffirmed  later  by  the 
White  House,  when  the  President  asked  for 
half  a million  dollars  to  finance  the  addi- 
tional work  for  Public  Health  Service.  The 
White  House  statement  said  flatly  that  it 
did  not  plan  to  have  the  federal  government 
buy  vaccine. 

The  A.M.A.’s  Board  of  Trustees  selected 
as  members  of  the  special  committee  the 
same  physicians  who  make  up  the  Civil  De- 
fense Committee,  with  Dr.  Harold  S.  Lueth 
as  chairman.  In  addition  to  the  work  of 
this  committee,  special  articles  are  being 
published  in  the  A.M.A.  Journal,  mass  cir- 
culation media  are  being  used  to  bring  in- 
formation on  Asian  influenza  to  the  lay  pub- 
lic and  the  A.M.A.  Council  on  Drugs  is  in- 
vestigating and  reporting  to  physicians  on 
the  use  of  antibiotics  in  treatment  of  the 
disease. 

(Continued  on  page  38-A) 
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EDITORIAL 

THE  SILVER  JUBILEE  ASSEMBLY 

The  time  for  the  Annual  Assembly  of  the 
Omaha  Mid-West  Clinical  Society  is  almost 
upon  us  again.  It  seems  that  about  as  soon 
as  we  get  one  cleared  away  the  next  is  ap- 
proaching, and,  as  proof  of  the  speed  with 
which  they  come  and  go,  the  November  As- 
sembly is  the  twenty-fifth — the  silver  anni- 
versary and  appropriately  referred  to  as  the 
Silver  Jubilee  Assembly. 

As  might  be  expected  in  honor  of  the  Jubi- 
lee, an  unusual  array  of  talented  faculty  has 
been  induced  to  come  and  teach  us  during  the 
four  days,  November  4 to  7 inclusive.  The 
completed  program  is  not  yet  available  but 
will  be  in  your  hands  well  in  advance  of  the 
meeting.  You  can  then  weigh  your  chances 
for  yourself — your  chances  of  learning  some- 
thing whether  or  not  you  work  hard  at  it. 

It  is  said  that  the  “Fastest  Man  on  Earth 
to  Pace  Silver  Jubilee  Assembly.”  This,  we 
find,  refers  to  Colonal  John  P.  Stapp,  Chief 
of  the  Aero-Medical  Laboratory,  Air  Re- 
search and  Development  Command,  U.S.A.F., 
Holloman  Air  Force  Base,  New  Mexico. 
Colonel  Stapp  is  devoting  his  career  to  the 
problem  of  preventing  injuries  and  death 
in  aircraft  and  vehicular  accidents.  Most  of 
us  have  seen  or  read  something  about  his 
interesting  work. 

In  step  with  the  “pace”  set  by  Stapp, 
there  will  be  at  least  eleven  guest  lecturers — 
“professors,”  “chairmen”  of  departments, 
“directors”  of  research,  “attendings”  from 
universities,  schools  of  medicine,  and  re- 
search laboratories  from  Utah  to  New  York. 
These  teachers  will  present  no  less  than  29 
lectures  besides  appearances  at  luncheon- 
and  dinner-sessions.  Their  subjects  will 
vary  widely  from  tranquilizers  and  anti- 
biotics through  the  fields  of  medicine,  sur- 
gery, surgical  specialties,  and  psychiatry. 

Not  to  be  forgotten  are  the  Panel  Discus- 
sions and  Lecture  Programs  of  practical  im- 
port to  be  presented  by  the  faculties  of  medi- 
cine at  Creighton  and  the  University  of  Ne- 
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braska.  Generalists  will  note  that  credit  in 
Category  I may  be  obtained  for  portions 
of  the  program. 

Watch  for  the  completed  program  and 
plan  to  take  advantage  of  this  opportunity 
to  get  excellent  postgraduate  instruction 
near  home. 


“TOO  FAR  FROM  THE  MUSTARD 
PLASTER” 

A County  Assistance  Director  of  unusual 
sagacity  remarked  to  the  writer  that  “we 
are  altogether  too  far  from  the  mustard 
plaster.”  She  was  referring  to  the  many 
persons  among  her  clientele  who  call  her  to 
say  that  they  have  a “cold”  with  a tight  feel- 
ing in  the  chest  and  to  suggest  that  they  be 
sent  to  the  hospital  where  they  can  get  a 
“shot”  (referring,  of  course,  to  penicillin  or 
other  antibiotic  drugs).  Those  of  another 
group  “feel  all  tense  and  nervous”  and  sug- 
gest to  the  Director  that  perhaps  they  should 
be  given  this  “new  medicine  they  call  ‘tran- 
quilizer'.” The  Director  refers  these  folks 
to  a doctor  and  enjoins  them  to  follow  the 
doctor’s  instructions.  Of  her  own  similar 
troubles  she  says,  having  to  pay  her  own 
medical  bills,  she  would  probably  resort  to 
the  good  old  mustard  plaster  for  the  tight- 
ness in  the  chest  and  to  some  simple  device 
for  the  relief  of  tension. 

It  is  refreshing  to  hear  an  intelligent  non- 
medical person  suggest  a simple  treatment 
for  people’s  minor  ills,  a suggestion  that 
might  better  have  come  from  a physician. 
There  is  no  doubt  that  doctors  have  “gone 
all  out”  in  the  use  of  such  drugs  as  penicillin 
and  the  tranquilizers,  and  the  people  have 
been  given  just  the  little  knowledge  that 
makes  them  demand  a “miracle  drug.”  The 
physician  succumbs  to  the  demand. 

The  market  is  flooded  with  so-called  “tran- 
quilizers.” Our  desks  are  flooded  with  ad- 
vertising literature  about  this  group  of 
chemicals.  Popular  magazines  inform  the 
non-medical  people  about  the  wonders  of 
tranquilizers.  Their  sale  is,  undoubtedly,  a 
bonanza  for  the  makers  who,  accordingly, 
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employ  every  means  to  induce  physicians  to 
prescribe  them  more  freely.  Next  to  noth- 
ing may  be  found  in  the  advertising  bro- 
chures or  in  the  popular  appraisals  to  warn 
physicians  or  laymen  of  possible  painful  or 
even  dangerous  side-effects  of  these  drugs. 
All  too  often  we  physicians  choose  the  course 
of  least  resistance  in  the  matter  of  tranquil- 
izers as  we  have  in  the  use  of  antibiotics. 
With,  perhaps,  too  little  knowledge  either 
about  the  drug  we  use  or  about  the  disease 
we  are  attempting  to  treat  we  prescribe  the 
ataraxic  drugs  more  and  more  freely  and 
for  longer  periods  of  time. 

The  Council  on  Drugs  of  the  American 
Medical  Association  has  published  a short 
article  entitled  “Potential  Hazards  of  Mep- 
robamate” (J.A.M.A.,  164:1332,  July  20, 
1957).  In  this  article  they  expand  on  the 
following  statement:  “As  the  use  of  the 

drug  has  multiplied  ...  it  has  become  in- 
creasingly apparent  that  meprobamate  is 
capable  of  producing  a rather  wide  variety 
of  side-effects  and  untoward  reactions.” 

Hypersensitivity  reactions,  the  Council 
says,  are  definite  and  not  infrequent  compli- 
cations of  meprobamate  therapy.  Dermal 
manifestations  such  as  urticaria,  diffuse 
maculopapular  and  erythematous  skin  rash- 
es, sometimes  accompanied  by  intense  pruri- 
tis;  shaking  chills  and  fever;  acute  non- 
thrombopenic  purpura  ; purpuric,  erythema- 
tous, and  petechial  dermatitis ; peripheral 
edema;  and  fever,  are  some  of  the  untoward 
reactions  mentioned.  Large  doses,  taken 
with  suicidal  intent,  have  caused  coma,  shal- 
low respirations,  muscular  weakness,  ab- 
sence of  reflexes,  shock-like  hypotension,  and 
even  complete  respiratory  and  vasomotor 
collapse. 

Meprobamate,  of  course,  is  only  one  of  a 
large  number  of  tranquilizing  drugs.  Others 
probably  are  equally  prone  to  give  disturb- 
ing reactions  as  side-effects.  We  are  duty- 
bound  to  understand  our  drugs  thoroughly 
enough  to  know  what  may  happen  aside 
from  the  desired  effect  when  we  give  them 
to  our  patients.  We  should  administer  such 
drugs  as  antibiotics  and  tranquilizers  only 
to  those  patients  whose  condition  makes  the 
choice  of  these  drugs  mandatory.  In  other 
instances  we  might  do  well  to  stay  closer  to 
nature  by  giving  a harmless  “assist”  such  as 
a mustard  plaster  and  to  save  the  “miracle 
drugs”  for  those  patients  who  really  need 
them. 
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Current  Comment 

Principles  of  Medical  Ethics — 

Our  document  known  as  “Principles  of 
Medical  Ethics”  has  been  in  the  process  of 
revision  by  the  House  of  Delegates  of  the 
A.M.A.  since  early  1956.  It  was  finally 
completed  and  adopted  by  the  House  at  the 
annual  session  in  New  York,  in  1957.  Doc- 
tor Earl  Leininger  has  included  this  docu- 
ment as  part  of  his  Delegate’s  Report,  and 
you  may  find  it  in  this  issue,  in  case  you 
wish  to  familiarize  yourself  with  its  provi- 
sions. 

Interesting  Future  Activities  of  A.M.A. — 

The  American  Medical  Association  has 
announced  the  following  additional  activi- 
ties for  the  months  of  October  and  Novem- 
ber : 

— National  Conference  on  Physicians  and 
Schools,  Oct.  30  to  Nov.  2,  at  Moraine-on- 
the-Lake  Hotel,  Highland  Park,  111. 

— National  Conference  on  “How  to  Use 
Local  Television  and  Radio  in  the  Health 
Field,”  Nov.  7-8,  Hotel  Sheraton-Blackstone, 
Chicago. 

— Second  Annual  Conference  on  “How  to 
Develop  More  Effective  Rural  Health  Pro- 
grams,” (Council  on  Rural  Health),  Octo- 
ber 4-5,  at  Purdue  University. 

From  the  Omaha  World-Herald — 

Two  Omaha  doctors  have  been  awarded 
plaques  for  their  part  in  a surgical  film  pro- 
gram sponsored  by  the  American  College  of 
Surgeons. 

They  are  Dr.  Harry  H.  McCarthy  and  Dr. 
Herbert  H.  Davis. 

The  plaques  were  presented  by  a repre- 
sentative of  the  American  Cyanamid  Com- 
pany. 

Dr.  Davis,  Professor  of  Surgery  at  the 
University  of  Nebraska  College  of  Medicine, 
was  cited  for  making  a color  film  entitled 
“Radical  Mastectomy  for  Carcinoma  of  the 
Breast.” 

Dr.  McCarthy  was  cited  for  his  film,  “Ob- 
structing Jaundice  Complicated  by  a Dia- 
phragmatic Hiatal  Hernia.”  He  is  Professor 
of  Surgery  and  director  of  the  department 
at  Creighton  University  School  of  Medicine. 
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A Teaching  Program 

in  Rehabilitation* 


Rehabilitation  as  a vital  part  of  medical 
care  has  only  recently  come  upon  the  horizon. 
Therapy  has  always  lagged  behind  other  seg- 
ments of  medicine,  and  today,  were  it  not  for 
the  fortuitous  appearance  of  antibiotics  and 
the  newer  chemicals  that  have  given  the  field 
of  mental  disease  a new  lease  on  life,  the  treat- 
ment of  disease  still  would  be  in  the  doldrums. 

It  is  heartening,  therefore,  to  note  definite  at- 
tempts, like  that  described  by  Doctor  Neu  and 
associates,  to  make  the  medical  student  aware 
of  this  branch  or  extension  of  therapy  and  to 
cultivate,  thus,  an  interest  in  the  great  group 
of  people  who  are  entitled  to  rehabilitative 
therapy. 

—EDITOR 

PHILOSOPHY  AND  GOALS 

Rehabilitation  may  be  de- 
fined as  the  complex  of  the 
varying  processes  which  are 
needed  to  restore  an  individual  to  a posi- 
tion of  utilizing  his  maximum  physical,  psy- 
chic, social,  and  economic  potentials.  The 
multiplicity  and  extent  of  services  required 
to  achieve  this  process  are  directly  related  to 
the  magnitude  of  the  disability.  In  some  in- 
stances only  a few  services  are  needed;  in 
others,  many.  Although  rehabilitation  is 
needed  chiefly  in  the  third  phase  of  medicine, 
after  preventive  and  curative  measures  have 
been  employed,  it  is  essential  that  the  initial 
steps  in  rehabilitation  be  instituted  early, 
and  this  should  be  the  responsibility  of  the 
physician.  This  will  be  true  of  all  physi- 
cians, but  as  in  other  phases  of  medical  care, 
it  becomes  more  clearly  the  responsibility  of 
the  physician  who  assumes  the  role  of  per- 
sonal physician  to  the  patient. 

METHOD 

In  the  development  of  the  Teaching  Pro- 
gram in  Rehabilitation,  a curriculum  com- 
mittee consisting  of  the  chairmen  of  the  De- 
partments of  Medicine,  Pediatrics,  Ortho- 
pedics, Otolaryngology  and  Psychiatry  was 
appointed.  This  committee  formulated  over- 
all goals  and  designated  members  of  their 
departments  who  were  enthusiastic  about 
the  need  of  more  instruction  in  rehabilita- 
tion. These  members  were  to  put  the  pro- 
gram into  action  after  it  had  been  approved 
by  the  school-administration. 

* Aided  by  Annual  Grants  and  a Teaching  Grant  from  the 
National  Foundation  for  Infantile  Paralysis,  Inc. 


HAROLD  N.  NEU.  M.D. 

Professor  of  Medicine  and  Coordinator 
of  the  Teaching  of  Rehabilitation, 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

FRED  J.  FRICKE.  M.D. 

Chief  of  Physical  Medicine  and  Rehabilitation, 
Veterans  Administration  Hospital 
Omaha,  Nebraska 

ROBERT  H.  GREGG,  M.D. 

Assistant  Professor  of  Pediatrics, 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

HAROLD  A.  LADWIG,  M.D. 

Assistant  Professor  of  Neurology, 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 
and 

WILLIAM  J.  REEDY,  M.D. 

Assistant  Professor  of  Medicine, 

Creighton  University  School  of  Medicine  and 
Medical  Director,  St.  Vincent's  Home  for  the  Aged 
Omaha,  Nebraska 

Inasmuch  as  the  medical  curriculum  is 
now  heavily  loaded  with  many  subjects,  it 
was  felt  that  fewer  students  would  be  pre- 
pared for  the  recognition  of  the  important 
concepts  of  rehabilitation  if  the  teaching 
concerning  it  were  limited  to  one  specialty. 
At  the  present  time  the  number  of  physia- 
trists  in  the  United  States  constitutes  less 
than  one-half  of  one  per  cent  of  the  total 
practitioners  of  the  country.  Furthermore, 
the  maximum  benefits  of  rehabilitation  are 
obtained  when  the  first  physician  caring  for 
the  patient  utilizes  the  techniques  and  serv- 
ices which  are  useful.  In  many  schools,  over 
60  per  cent  of  the  graduating  physicians  will 
become  general  practitioners.  It  is,  there- 
fore, important  that,  as  students,  they  learn 
some  fundamental  principles  of  rehabilita- 
tion, and,  furthermore,  have  an  awareness 
of  how  to  secure  such  additional  help  for 
their  patients.  To  accomplish  this  in  our 
teaching  program  we  have  utilized  the  small 
“enthusiastic  attitude”  group  of  instructors 
who  probably  represent  three  per  cent  of 
all  physicians.  These  come  from  the  vari- 
ous disciplines  of  internal  medicine,  physical 
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medicine,  neurology,  pediatrics,  orthopedics, 
otolaryngology,  and  psychiatry. 

As  a first  principle  it  is  recognized  that 
unless  the  concepts  and  tenets  of  rehabilita- 
tion are  introduced  early  into  the  curricu- 
lum, particularly  in  the  pre-clinical  years, 
these  concepts  will  not  be  able  to  compete 
with  many  other  demands  upon  the  medical 
student’s  interests  and  enthusiasm.  For 
this  reason,  a number  of  conferences  in  re- 
habilitation were  introduced  in  the  first 
year.  These  were  in  such  subjects  as  hemi- 
plegia, poliomyelitis,  arthritis,  and  traumatic 
injury,  which  can  be  correlated  well  with 
anatomy.  At  the  same  time  students  were 
introduced  to  the  problems  of  our  aging 
population. 

As  a third  principle,  there  is  needed  a 
demonstration  area  in  which  the  student  can 
participate  in  the  approach  to  complex  dis- 
abilities. Therefore,  during  the  third  year 
there  was  introduced  an  Inter-Departmental 
Clerkship  in  Rehabilitation  and  Geriatrics. 
This  was  under  the  administrative  direction 
of  the  Department  of  Medicine.  During  this 
clerkship,  the  Regional  Respiratory  and  Re- 
habilitation Center  at  Creighton  Memorial 
St.  Joseph’s  Hospital  is  used  as  the  prime 
demonstration  area.  In  addition,  the  Vet- 
erans Administration  Hospital  and  the  St. 
Vincent’s  Home  for  the  Aged  were  used. 
Throughout  this  clerkship,  the  same  group 
of  “enthusiastic”  physicians  from  varying 
specialties  continued  to  participate  in  the 
teaching  program.  It  was  felt  that  this  type 
of  clerkship  enabled  the  medical  student  to 
see  the  ideas  of  rehabilitation  compete  with 
other  ideas  in  the  medical  curriculum.  Fur- 
thermore, he  learns  by  seeing  these  ideas 
translated  into  action. 

Finally,  in  the  fourth  year,  no  specific 
demonstration  conferences  are  presented. 
Instead,  the  fourth  year  student  is  taught 
practical  application  of  rehabilitation  in  the 
out-patient  clinics  of  arthritis,  neurology, 
cardiology,  pediatrics,  orthopedics,  otolaryn- 
gology and  psychiatry.  This  is  more  par- 
ticularly true  when  clinics  are  also  manned 
by  “enthusiastic  attitude”  members  of  the 
faculty.  In-patient  services  during  the 
fourth  year  afforded  the  student  opportun- 
ity to  see  consultants  from  the  Rehabilita- 
tion Center  in  those  cases  requiring  complex 
management  and,  furthermore,  to  see  the  at- 
tending staff  utilize  the  separate  areas  of 
physical  therapy,  occupational  therapy, 


speech  and  hearing  therapy,  vocational  coun- 
seling, and  medical  social  services,  as  these 
separate  areas  might  be  indicated  in  cases 
of  lesser  disability. 

THE  CLERKSHIP 

During  the  past  year  we  have  completed 
our  second  year’s  experience  with  a pilot 
clerkship  in  rehabilitation  and  geriatrics. 
This  clerkship  is  constructed  just  the  same 
as  any  other  clerkship.  One  area  in  which 
it  functions  is  the  Respiratory  and  Rehabili- 
tation Center  of  the  main  teaching  hospital, 
Creighton  Memorial  St.  Joseph’s  Hospital. 
The  Rehabilitation  Center  contains  approxi- 
mately thirty  beds,  twenty  of  which  are  pri- 
marily for  respiratory  patients  with  varying 
degrees  of  severity.  We  have  found,  how- 
ever, that  a Respiratory  Center  contains  a 
great  amount  of  pathologic  material  which 
lends  itself  to  teaching  good  medicine.  The 
respirator  patient  serves  as  a challenge  in 
physical  diagnosis.  There  are  pulmonary 
complications,  orthopedic  problems  are  ob- 
vious, urologic  problems  are  numerous,  and 
the  neurologic  problems  are  more  than 
abundant.  Furthermore,  in  the  respirator 
patient,  the  psycho-social  adjustment  re- 
quired is  more  complex  than  is  seen  in  the 
average  patient. 

In  addition  to  this  Rehabilitation  Center, 
the  students  visit  a new  220-bed  Home  for  the 
Aged,  which  has  a 50-bed  infirmary-floor. 
The  students  there  have  a chance  to  see  a 
variety  of  geriatric  problems  and  the  meth- 
ods by  which  these  problems  can  be  handled. 
The  clinical  clerks  also  visit  the  Veterans 
Administration  Hospital  with  its  large,  well 
organized  Department  of  Physical  Medicine 
and  Rehabilitation. 

This  Inter-Departmental  Clerkship  lasts 
three  and  three  and  a half  weeks  in  the  jun- 
ior year  and  it  consists  of  a rotation  of  five 
or  six  clerks  at  one  time.  At  the  Rehabili- 
tation Center  in  the  hospital  each  clerk  must 
work  up  one  or  two  rehabilitation  problems 
per  week,  and  at  St.  Vincent’s  Home  for  the 
Aged  each  clerk  must  work  up  one  geriatric 
problem  per  week.  At  the  Veterans  Admin- 
istration Hospital  two  clerks  work  up  pa- 
tients for  presentation  at  the  Rehabilitation 
Conference  there. 

The  medical  staff  recognizes  that  it  cannot 
give  to  the  medical  clerk  all  the  informa- 
tion he  needs  in  rehabilitation.  For  this  rea- 
son, the  student  has  demonstrated  for  him 
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the  areas  of  service  that  can  be  furnished  by 
other  professional  personnel.  The  chief 
physical  therapist  gives  demonstration  of 
therapeutic  use  of  heat,  massage,  and  exer- 
cise. The  student  sees  demonstrations  of 
ultra-violet  therapy,  micro-wave  diathermy, 
and  ultrasonics.  Presentation  is  made  of 
the  techniques  used  in  crutch-walking  and 
gait-training  and  muscle-testing.  There  is 
demonstration  of  the  use  of  prostheses  for 
ambulation  and  demonstration  of  common- 
ly used  braces  and  assistive  devices.  The  oc- 
cupational therapist  presents  the  kinetic 
usefulness  and  occupational  therapy  and  the 
sedative  and  diversional  aspects  of  such 
therapy.  Likewise,  the  techniques  employed 
in  teaching  Activities  of  Daily  Living  are 
presented  by  the  occupational  therapist.  The 
demonstrations  of  nursing  aspects  of  reha- 
bilitation concerning  the  prevention  of  de- 
formity, prevention  of  decubiti,  and  meth- 
ods of  evaluating  Activities  of  Daily  Liv- 
ing are  important  to  the  student  and  must 
be  emphasized  in  a medical  setting.  The 
medical  social  worker  gives  the  student  in- 
formation concerning  counseling  and  inter- 
viewing the  family,  methods  of  admitting 
and  discharging  patients,  the  use  of  existing 
social  agencies  in  creating  successful  home- 
care  programs,  and  the  role  of  the  Sheltered 
Workshop  in  providing  reasonable  goals  for 
the  patients.  The  vocational  counselor  and 
psychologists  provide  the  student  with 
knowledge  of  the  methods  by  which  we 
evaluate  the  intelligence,  aptitudes,  and  in- 
terests of  the  patients,  and  an  understand- 
ing of  the  role  that  vocational  rehabilitation 
plays  today  in  the  total  problem.  The  speech 
and  hearing  therapist  gives  demonstration 
of  methods  of  speech  evaluation,  particular- 
ly in  aphasia  and  cerebral  palsy,  and  the 
evaluation  of  hearing. 

These  demonstrations  of  the  other  profes- 
sional personnel  supplement  rather  than  sup- 
plant the  instruction  the  students  receive 
from  the  various  specialists.  Since  they  are 
patient-centered,  they  also  become  more 
meaningful.  In  a rehabilitation  center,  the 
urologist  finds  many  urologic  problems 
such  as  stone  formation,  urinary  tract  in- 
fection, and  neurologic  bladder.  The  prob- 
lems are  no  different  than  are  seen  in  other 
patients,  only  more  common.  Likewise,  the 
prevention  of  deformity,  the  proper  use  of 
bracing  and  splinting,  can  be  best  demon- 
strated by  the  orthopedist  on  rounds  with 
the  clerk.  In  a respirator  center  the  otola- 


ryngological  problems  involving  a tracheoto- 
my, vocal-cord  paralysis,  and  pharyngeal 
paralysis,  are  commonplace.  These  form  an 
excellent  basis  for  teaching  to  the  student 
their  significance  in  relation  to  the  over-all 
problems  of  the  patient.  In  conference  with 
the  clinical  clerks,  the  psychiatrist  presents 
to  them  the  basic  psychologic  reactions  to 
disability,  concepts  of  body  image,  and  the 
difficulties  involved  in  correct  motivation 
of  the  disabled  patient. 

There  are  two  important  end  results  in 
addition  to  attitudes  which  occur  during  the 
Rehabilitation  Clerkship.  First,  there  is  ade- 
quate demonstration  of  the  function  of  all 
the  co-professional  personnel  who  partici- 
pate in  the  teamwork  of  rehabilitation.  The 
student  has  opportunity  to  contact  such  co- 
professional personnel  and  to  see  them  in 
action  in  the  various  conferences.  At  the 
same  time,  he  gains  an  appreciation  of  the 
physician’s  role  in  the  team-concept.  This 
is  important  because  of  the  increasing  num- 
ber of  physicians  who  must  accept  the  prop- 
er role  in  the  team-concept.  This  should  be 
a position  of  leadership  and  cooperation  and 
not  an  authoritarian  one,  and  we  try  to  em- 
phasize to  the  student  that  the  physician 
must  not  abnegate  this  position  of  leader- 
ship, although  he  may  delegate,  throughout 
various  phases  of  the  rehabilitation  process, 
his  responsibilities  to  other  members  of  the 
team. 

Secondly,  there  is  acquaintanceship  with 
the  use  of  physical  agents  in  medicine.  These 
are  among  the  oldest  methods  of  therapy 
known  to  man,  and  yet  too  frequently  stud- 
dents  go  through  their  medical  curriculum 
with  little  information  concerning  them. 
During  the  junior  year  the  clerks  receive  five 
lectures  in  physical  medicine,  during  which 
time  the  chief  emphasis  is  upon  the  various 
modalities,  together  with  a discussion  of 
some  of  the  physics  and  physiology  which 
underlies  their  use.  It  is  important  that  the 
indications  and  contra-indications  for  the 
use  of  modalities  be  presented.  Details  of 
methods  of  applying  the  therapy  should  not 
be  within  the  compass  of  the  student’s  train- 
ing. Too  often  the  student’s  concept  of  these 
modalities  is  limited  to  hot  water  bottles  and 
diathermy  and  the  more  important  aspects 
of  kinesiology  are  neglected.  While  it  is  not 
felt  that  the  details  of  ultrasonic  therapy 
should  be  presented,  yet  the  principles  upon 
which  it  is  based  should  be  emphasized  to 
the  students. 
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An  attempt  is  made  to  emphasize  to  the 
student  that  total  approach  in  therapy  in- 
volves a six  directional  attack,  namely : drug 
therapy,  diet  - therapy,  surgical  therapy, 
physical  therapy,  radiation-therapy,  and  psy- 
chotherapy; and  that  while  each  physician 
may  develop  a considerable  skill  in  one  or 
more  of  these  areas,  he  should  recognize 
that  all  of  them  have  important  contribu- 
tions to  make  to  the  welfare  of  the  patient. 
It  should  be  remembered  that  this  is  implant- 
ed in  the  student  better  by  example  than  by 
lecture. 

SPECIAL  AREAS  OF  INTEREST 

In  the  area  of  neurologic  disease,  which 
comprises  over  50  per  cent  of  severe  rehabil- 
itation problems,  the  staff  notes  these  ob- 
servations. The  medical  student  enters  his 
clinical  years  fortified  with  knowledge  but 
with  little  wisdom.  His  concept  of  rehabili- 
tation is  amorphous  and  his  philosophy  of 
patient-care  is  structureless.  He  has  not  de- 
veloped a feeling  of  omnipotence  as  a physi- 
cian and  thus  the  stage  is  set  for  the  intro- 
duction of  the  philosophies  of  patient  care. 
The  field  of  neurology  lends  itself  very 
readily  to  the  teaching  of  the  principles  of 
rehabilitation.  To  begin  with,  the  patho- 
genesis of  many  neurologic  disorders  is  un- 
known and  no  specific  therapy  is  available; 
consequently,  the  therapeutic  goal  must  in- 
clude maximum  development  of  the  patient’s 
residual  function.  These  concepts  enable  one 
to  take  a dynamic  approach  to  the  chronical- 
ly ill  neurologic  patient. 

During  the  rehabilitation  clerkship,  the 
clerks  discuss  the  problems  of  rehabilitation 
of  their  own  patients,  who  have  been  com- 
pletely evaluated  by  the  clerk  in  his  patient 
study.  In  addition,  the  clerks  are  exposed  to 
problems  of  rehabilitation  of  private  neuro- 
logic patients  in  other  areas  of  the  hospital. 
This  same  approach  is  utilized  in  the  neuro- 
logic conferences  which  the  clerks  attend 
each  week  at  the  Veterans  Administration 
Hospital.  The  need  for  knowledge  of  reha- 
bilitation becomes  very  apparent  to  the  stu- 
dent when  he  sees  the  hemiplegic  patient 
who  has  had  his  stroke  a year  and  a half  ago, 
who  has  been  out  of  bed  only  three  times 
during  the  year  and  a half,  and  who  now 
has  all  his  joints  on  the  hemiplegic  side 
frozen  in  their  contracted  position.  This 
need  of  knowledge  is  again  emphasized  to 
the  student  when  he  sees  the  huge,  infected 
decubitus  covering  the  sacral  area  of  the 


paraplegic  patient  who  arrived  for  further 
care.  In  the  past,  one  of  the  pitfalls  for 
the  teaching  of  rehabilitation  in  neurology 
has  been  that  there  has  been  concentration 
of  the  student’s  efforts  to  delineate  only 
the  abnormal  findings  of  the  patient;  the 
student  would  list  in  great  detail  these  ab- 
normal findings  as  so-called  positive  points 
of  evidence  in  his  diagnosis.  It  enabled  him 
to  give  a thumb-nail  sketch  of  the  patient 
to  others.  The  student’s  attention  was  thus 
focused  on  only  the  faculties  the  patient  had 
lost.  In  order  to  shift  the  direction  of  the 
student’s  thought  from  these  positive  or  ab- 
normal findings  to  the  negative  or  normal 
findings,  we  have  introduced  two  factors  in 
the  student’s  outline  for  patient  study:  (1) 
“Rehabilitation  Status,”  in  which  the  clerk 
is  asked  to  summarize  the  present  Activities 
of  Daily  Living  and  to  list  the  assistive  de- 
vices used  by  the  patient  to  accomplish  these 
activities;  (2)  a statement  of  the  rehabilita- 
tion potential  is  made  by  the  clerk  and  he  is 
directed  to  outline  the  methods  of  accom- 
plishing these  goals.  Thus,  the  clerk  be- 
comes acquainted  with  the  fact  that  the  so- 
called  negative  findings  or  normal  findings 
of  the  patient  cannot  be  neglected,  for  he 
will  utilize  these  when  considering  the  re- 
habilitation status  or  potential  of  the  pa- 
tient. 

By  virtue  of  their  crippling  and  unsight- 
ly nature,  many  neurologic  disorders  are  ac- 
companied by  severe  psychologic  frustra- 
tions. True,  the  clerk  is  unable  to  wrestle 
with  these  problems  independently;  how- 
ever, he  rapidly  learns  that  chronic  illness  is 
accompanied  by  emotional  disturbances;  he 
also  learns  that  he  may  serve  as  a sounding 
board  to  which  the  patient  may  ventilate  his 
problems.  This  acquaints  the  clerk  with  the 
emotional  adjustments  necessary  in  the  ac- 
ceptance of  his  physical  disability. 

In  the  past,  to  students  of  medicine,  the 
approach  to  neurological  diseases  appeared 
rather  restricted,  for  the  patient  was  of  in- 
terest only  as  long  as  the  diagnosis  remained 
unknown.  Once  the  diagnosis  was  estab- 
lished by  the  student,  his  interest  in  the  pa- 
tient would  rapidly  diminish  since  no  specific 
therapy  was  available.  Any  further  ap- 
pointments with  the  patients  were  a wasted 
endeavor,  in  the  student’s  mind.  Now,  how- 
ever, the  discussions  pertaining  to  the  pa- 
tient no  longer  end  with  the  establishment  of 
the  diagnosis.  The  student  realizes  that  ma- 
jor problems  face  the  patient  and  the  physi- 
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cian  after  the  diagnosis  has  been  established. 
The  illnesses  may  be  of  such  a nature  that 
no  specific  therapy  is  available  to  cure  the 
patient.  Initially  the  student  may  feel  frus- 
trated and  feel  that  he  lacks  the  necessary 
tools  to  cope  with  the  problem.  This  pos- 
sible threat  to  his  ego  is  alleviated  when 
he  learns  that  with  the  help  of  others  he 
may  continue  to  direct  the  therapy  of  his 
patient  with  another  phase  of  medicine, 
namely,  rehabilitation. 

In  regard  to  the  problems  of  geriatrics, 
which  are  emphasized  in  this  program,  we 
feel  that  it  is  an  important  step  forward  if 
we  are  able  to  get  students  interested  in 
old  people  during  the  three  weeks  that  they 
are  on  the  clerkship. 

For  convenience,  elderly  people  can  be 
classified  in  the  following  fashion:  The 

first  group  is  the  old  patient  with  clear 
mental  faculties  and  generally  good  physical 
health,  who  offers  only  the  problem  of  med- 
ical and  psychosomatic  support;  this  group, 
particularly  those  who  are  rather  aggressive 
and  of  independent  temperaments,  offers  no 
particular  problem.  These  people,  as  a 
matter  of  fact,  seem  to  resent  somewhat  the 
general  attitude  today  of  dependency  which 
is  thrown  at  their  age  group.  The  last  fort 
of  the  elderly  patient  with  clear  mental  fac- 
ulties is  the  giving  up  of  his  independence. 
The  second  group  is  those  in  whom  there 
is  some  chronic  organic  disability  but  who 
are  not  yet  mentally  confused.  They  do  not 
need  any  particular  discussion,  just  good 
general  medicine.  The  third  group,  and  a 
fair  number  of  those  that  one  must  deal 
with,  presents  the  real  problem  of  the  dis- 
oriented patient,  of  the  deteriorated  patient, 
totally  dependent  on  care.  These  psychi- 
atrically  disturbed  and  agitated  people  can 
live  only  in  a very  restricted  quarter.  They 
can  go  to  the  dining  hall,  recreation  hall, 
chapel,  or  they  can  go  to  their  rooms;  but 
if  you  put  them  on  another  floor,  they  are 
lost. 

In  the  geriatric  patient,  the  important 
problem  stressed  to  the  students  is  that  dif- 
ferential diagnosis  must  be  accurate  to  de- 
termine how  much  of  the  confusional  state, 
memory-loss,  and  loss  of  mental  faculties  is 
due  to  generalized  regressive  changes  and 
cortical  atrophy,  and  how  much  is  due  to 
localizing  lesions  or  infiltrating  lesions.  In 
our  present  culture  and  tempo,  things  are 
geared  to  the  performance  of  the  young  and 


able-bodied.  This  is  the  self-evident  truth 
as  manifested  by  the  early  forced  retirement 
and  difficulty  of  employment  following  fifty. 
It  is  difficult  to  understand  why  there  ex- 
ists the  common  belief  that  people  past  the 
age  of  sixty  are  about  ready  for  discard  and 
are  often  considered  useless  and  unteachable. 
Certainly  the  people  in  Group  I who  are 
mentally  clear  are  aware  of  and  often  resent 
the  insincere  and  patronizing  attitude  of  so- 
ciety towards  them. 

The  phenomena  of  senile  psychosis,  name- 
ly, the  memory  defect,  confusional  state,  dis- 
orientation, and  so  forth,  need  not  be  the 
result  entirely  of  organic  defect.  It  is  im- 
portant for  the  student  to  recognize  this 
point.  These  phenomena  may  represent  the 
individual’s  response  only  to  a difficult  en- 
vironment and  continued  stress.  Anxiety 
may  be  expressed  in  the  motor  attention- 
getting  devices,  running  away,  garrulity  and 
talking.  Suspicions  of  persecution  may  de- 
velop on  the  basis  of  memory  defect. 

It  becomes  clearly  evident  to  the  student 
that,  of  the  very  large  number  of  patients 
who  are  living  to  an  older  age,  many  be- 
come debilitated  and  seemingly  difficult  to 
manage.  Some  of  those  that  are  seen  are 
palliated  or  terminal  cancer,  arthritis,  osteo- 
porosis, hemiplegia,  colostomy  - problems, 
malnutrition,  all  of  which  are  significant. 

One  of  the  major  teaching  problems  is  to 
get  the  student  interested  in  the  old  debili- 
tated patient.  It  is  important  that  one  have 
small  groups  of  students.  The  instructor 
must  pick  a part  of  the  actual  pathologic 
findings  and  discuss  them  and  the  effect 
they  have  upon  the  patient.  The  student  is 
often  frustrated  in  negative  findings  other 
than  a general  description.  They  can  de- 
scribe, of  course,  the  skinny  ribs  and  poor 
nutrition  and  that  sort  of  thing,  but  often- 
times they  cannot  put  their  fingers  on  sim- 
ple reasons  to  explain  the  deteriorated  pa- 
tient. A classical  example  would  be  the 
“small  strokes”  described  by  Alvarez.  When 
the  student  examines  such  a patient  thor- 
oughly, he  finds  nothing,  and  yet  he  has  a 
real  problem.  The  family  had  to  get  rid  of 
the  patient,  or  perhaps  to  phrase  that  more 
nicely,  the  patient  came  to  the  hospital  or 
institution  to  find  out  why  he  was  not  like 
he  had  been,  and  no  one  can  find  a reason. 
It  is  important  to  take  the  simple  things — 
the  dilated  aorta,  the  retinal  changes,  to 
build  a picture  for  the  student.  Gradually 


September,  1957 


427 


he  gets  a fuller  picture  of  some  of  the 
things  that  explain  why  the  patient  has  de- 
teriorated. It  is  important  that  the  student 
appreciate  what  he  can  change  and  what  he 
cannot  change,  not  just  to  look  at  the  pa- 
tient and  say  “there  is  nothing  I can  do” 
and  let  him  go. 

There  is  considerable  frustration  of  the 
student  in  evaluating  the  old  patient  which 
discourages  him,  and  therefore  he  prefers  to 
avoid  this  type  of  case.  He  therefore  must 
be  impressed  with  a sense  of  duty.  This 
may  be  a nebulous  term  but  by  reiteration 
to  the  student  that  this  responsibility  is 
good  medicine  and  this  is  what  he  is  going 


ond,  physical  examination  in  people  of  eighty 
or  more  is  a major  procedure.  It  is  hard, 
they  move  slowly,  one  is  pushed  for  time,  it 
takes  patience;  but  if  the  student  learns  to 
do  this,  he  gains  some  feeling  of  confidence 
in  the  management  of  these  people.  At  least 
he  knows  what  the  patient  has,  and  he 
gains  confidence  by  reassurance  of  the  in- 
structor that  he  knows  the  given  patient. 
Third,  in  a home  for  the  aged,  one  does  not 
have  a high-powered  institute  of  laboratory 
facilities.  The  highly  scientifically  minded 
and  laboratory  minded  student  is  often  emp- 
ty for  an  answer  when  he  is  faced  with 
some  of  these  elderly  people.  They  therefore 


Scores  on  Tests 


Figure  1.  Distribution  of  scores  in  an  objective  examination  in  rehabilitation 
repeated  after  an  interval  of  one  year. 


to  see  (15,000,000  people  above  65  years 
of  age),  one  may  plant  a seed  which  may 
grow  as  he  proceeds  in  his  professional  ca- 
reer. 

In  regard  to  actual  performance,  these 
points  are  of  moment.  First,  in  regard  to 
the  history,  the  student  has  a rather  formid- 
able program  of  interrogation  which  he  ap- 
plies to  the  patient.  This  probably  doesn’t 
apply  equally  well  to  the  geriatric  patient. 
It  is  interesting  to  see  the  student’s  reac- 
tion when  one  sends  him  to  take  a history 
and  examine  the  patient  and  he  comes  back 
bewildered.  They  have  to  learn  that  the 
history  in  this  group  of  patients  is  really  an 
observation.  The  patient  cannot  tell  him 
much.  But  this  also  applies  to  the  care  of 
the  pediatric  patient.  A complete  and  care- 
ful physical  examination  must  be  done,  and 
this  is  the  only  way  that  the  student  can 
learn  to  know  the  patient  intimately.  Sec- 


realize  the  tremendous  importance  of  history 
and  physical  examination  and  their  own 
cognitive  faculties  in  learning  from  the  eld- 
erly patient.  This  is  good  discipline  in  an 
age  when  the  student  is  prone  to  make  the 
laboratory  do  the  thinking  for  him. 

In  the  pediatrics  area,  the  cases  that  have 
been  chosen  for  demonstration  vary  widely, 
such  as  mentally  retarded  children,  emo- 
tional problems,  severe  cosmetic  deformities, 
as  well  as  the  more  obvious  things  such  as 
poliomyelitis  and  cerebral  palsy.  During 
the  senior  year  the  students  in  pediatrics 
participate  more  actively  in  patient-care 
both  on  in-patient  and  out-patient  service. 
Attempts  are  made  by  members  of  the  staff 
to  emphasize  the  importance  of  rehabilita- 
tion throughout  the  time  they  are  assigned  to 
the  pediatric  clerkship.  Here,  too,  the  use 
of  para-medical  personnel  is  made  to  demon- 
strate their  special  skill  and  their  effective- 
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ness  in  achieving  satisfactory  end  results 
in  patient-care.  The  reports  of  the  psychol- 
ogists are  often  crucial  in  making  realistic 
plans  for  handicapped  children.  Confer- 
ences are  designed  to  show  how  para-medi- 
cal  personnel  may  be  utilized,  rather  than 
for  the  teaching  of  specific  skills,  since  we 
feel  that  rehabilitation  is  not  merely  the 
utilization  of  a particular  set  of  skills  but 
rather  it  is  synonymous  with  total  or  com- 
prehensive medical  care.  We  repeatedly 
attempt  to  emphasize,  by  demonstration  and 
precept,  the  responsibility  of  a physician 
over  a long  period  of  time  in  caring  for 
chronic  illness. 

The  Department  of  Psychiatry  has  also 
utilized  this  same  approach  in  regard  to  pa- 
tients in  the  Psychiatric  Section,  where  it  is 
feasible.  There  is  a large  psychiatric  sec- 
tion in  our  main  teaching  hospital  and  there 
the  team  of  psychiatrists,  clinical  psycholo- 
gists, occupational  therapists,  vocational  psy- 
chologists, and  supervising  nurses  on  the  va- 
rious psychiatric  floors  attempt  to  demon- 
strate the  rehabilitation-concept  in  the  han- 
dling of  the  purely  psychiatric  problem. 

RESULTS 

At  the  end  of  the  first  year  of  pilot  clerk- 
ship, we  compiled  an  objective  examination 
which  was  given  to  all  the  class  to  determine 
what  number  of  concepts  had  remained  with 
the  clinical  clerk.  We  felt  that  the  program 
had  improved  as  we  had  gone  along  so  that 
the  clerks  in  the  latter  half  of  the  year  were 
better  prepared  than  those  in  the  beginning. 
While  such  an  examination  must  be  fairly 
elemental  and  may  be  open  to  some  criticism, 
it  must  be  remembered  that  objective  exam- 
inations in  the  area  of  rehabilitation  are 
rather  difficult  to  compile.  A comparison 
of  the  scores  obtained  after  one  year’s  inter- 
val is  indicated  in  Figure  1.  Statistical 
analysis  of  the  differences  are  significant 
with  definite  forgetting  of  subject  matter. 
However,  even  though  students  demonstrat- 
ed a decrease  as  much  as  25  per  cent,  and 
the  over-all  decrease  is  significant  statistic- 
ally, it  would  seem  that  the  retention  is  bet- 
ter than  would  be  expected.  This  may  re- 
flect that  their  continued  exposure  to  re- 
habilitation problems  and  the  methods  of 
coping  with  them  are  being  emphasized  more 
and  more  by  the  medical  staff. 

In  a teaching  program  one  cannot  expect 
to  engender  enthusiasm  about  a concept  in 


all  who  participate.  Our  experience  in  the 
persistence  of  attitudes  on  the  part  of  the 
medical  students  confirms  our  conviction 
that  the  concept  of  rehabilitation  must  be 
implanted  in  the  student  early  in  his  clinical 
career. 

SUMMARY 

1.  A teaching  program  in  rehabilitation 
at  the  Creighton  University  School  of 
of  Medicine  is  presented. 

2.  Emphasis  is  placed  on  a multi-disci- 
pline approach  to  the  concept  of  re- 
habilitation. 

3.  An  appraisal  of  the  effectiveness  of 
such  a teaching  program  is  attempted. 

Current  Comment 

From  the  South  Omaha  Sun — 

The  “mental  hospital  of  the  future”  will 
be  opened  in  Omaha  this  fall — the  latest  ad- 
dition to  Omaha’s  growing  medical  center. 

Doctors  and  Public  Health  Service  offi- 
cials are  watching  the  development  of  the 
Richard  H.  Young  Memorial  Hospital,  be- 
lieved to  be  the  first  project  of  its  kind  to 
be  approved  by  the  Hill-Burton  program  for 
hospital  development. 

It  will  be  the  first  private  hospital  in  this 
area  equipped  to  handle — under  one  roof — 
a complete  program  for  the  diagnosis,  treat- 
ment and  rehabilitation  of  psychiatric  ill- 
nesses. 

In  no  way  will  the  new  hospital  resemble 
the  popular  conception  of  a mental  institu- 
tion. Barred  windows  and  locked  doors  are 
out.  There  will  be  large  areas  for  various 
recreational  activities,  and  throughout  the 
building — by  structural  design,  use  of  color 
and  furnishings — a spacious,  almost  resort- 
like atmosphere  will  prevail. 

In  medical  circles,  the  plans  for  the  hos- 
pital are  regarded  as  the  “standard”  of  ex- 
cellence. It  will  embody  all  the  features 
deemed  necessary  by  experts  in  the  field  of 
interior  decorations  that  are  conducive  to 
comfort,  out-patient  and  after-care  services 
for  discharged  patients  and  ample  room  and 
equipment  for  all  methods  of  treatment  as 
well  as  group  and  individual  activities.  In 
appearance  and  furnishings,  much  of  the 
hospital  will  look  like  a wonderful  place  to 
spend  a vacation. 
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Athletic  Injuries * 


Doctor  Stone  indicates  the  need  for  careful 
medical  supervision  of  athletes  who  play  strenu- 
ous games  such  as  football  and  presents  the 
regimen  followed  at  the  University  of  Nebraska 
to  fulfill  this  need.  He  considers  the  exclusion 
of  would-be  players  for  physical  reasons  and 
discusses  conditions  that  require  special  attention, 
in  those  who  play.  He  places  particular  stress 
on  the  use  of  ice  and  pressure  dressings  in  acute 
injuries  to  muscles,  tendons,  and  joints. 

S||-EDITOR 

COLLEGE  athletics  has  been  re- 
corded as  early  as  1880,  but 
apparently  there  was  no  super- 
vision of  any  kind,  either  from  the  stand- 
point of  coaching  or  from  the  standpoint  of 
medical  care.  The  first  well  planned  pro- 
gram started  around  1890,  at  Harvard.  It  is 
recorded  from  those  early  years  that  on  a 
certain  Monday  after  school  started,  the 
freshmen  and  sophomores  came  together 
and  competed  in  all  types  of  physical  contact 
which  the  sophomores  usually  won.  It  was 
from  this  physical  contact  that  the  present 
programs  of  intramural  and  intercollegiate 
competition  have  developed.  These  programs 
continued  to  improve  over  the  years,  and, 
as  time  went  on,  it  became  apparent  that  if 
sports  were  to  be  of  lasting  benefit,  injuries 
sustained  in  these  sports  would  have  to  be 
reduced  in  severity  and  frequency. 

Overzealous  and  misinformed  alumni  are 
sometimes  critical  of  what  appears  to  be  the 
over-cautious  handling  of  injuries  by  the 
medical  staff.  However,  the  critics  will  soon 
disappear  if  they  are  asked  to  assume  a 
moral,  financial,  or  medical  responsibility 
for  the  injured  athlete.  It  may  be  true  that 
a large  university,  school  board,  or  a school 
cannot  be  sued,  but  the  individual  doctor  or 
doctors  taking  care  of  the  athletes  can  be, 
and  in  the  past  have  been  sued  because  of 
injuries  sustained  in  athletics  in  which  it 
was  alleged  that  treatment  was  not  adequate. 

Recurrent  injuries  can  result  in  marked 
decrease  in  earning  power  in  later  life.  I 
have  known  of  athletes  spending  as  much 
as  $1,500  to  $2,000  of  their  own  money  to 
have  an  old  knee-injury  corrected.  This,  of 
course,  included  the  loss  of  time  in  earning 
power  during  the  period  that  the  patient  was 
incapacitated. 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1957. 


FRANK  P.  STONE,  M.D. 

Lincoln,  Nebraska 

In  1949,  the  present  system  of  caring  for 
athletic  injuries  was  established  at  the  Uni- 
versity of  Nebraska.  My  remarks  for  the 
next  few  paragraphs  will  be  based  on  my 
experience  with  the  athletic  department  and 
the  associated  medical  department  from  1949 
to  the  present  time. 

There  are  three  important  facets  of  the 
problem  which  must  be  considered:  coach- 
ing, conditioning,  and  medical  supervision. 
The  last,  of  course,  is  of  interest  to  us  at 
this  time. 

In  the  system  at  the  University  of  Ne- 
braska, during  the  last  part  of  July  or  the 
first  part  of  August,  the  trainer  writes  to 
each  prospective  athlete.  At  that  time  he 
urges  him  to  give  thought  to  the  matter  of 
being  in  condition  when  he  reports  for  foot- 
ball training,  which  begins  the  latter  part 
of  August.  If  an  individual  has  been  in 
school  before  and  is  returning  for  the  sec- 
ond or  third  time,  any  problem  that  he  has 
had  has  already  been  worked  out.  The  ex- 
ercises which  have  been  outlined  for  him 
are  re-emphasized  and  he  is  urged  to  carry 
them  out  prior  to  his  reporting  so  that  he 
will  be  in  the  best  possible  condition.  This 
desire  to  report  on  time  and  in  excellent 
physical  condition  is  a part  of  the  desire  to 
play,  which  the  coaching  staff  so  often 
stresses.  Many  would-be  athletes  have  a de- 
sire to  play,  but  the  desire  is  not  strong 
enough  to  induce  them  to  make  the  effort 
and  the  sacrifices  that  are  necessary. 

The  Physical  Survey. — When  the  players 
report  to  the  athletic  department  in  the 
latter  part  of  August,  a physical  examination 
is  carried  out.  This  examination  is  a thor- 
ough one  and  includes  evaluation  by  special- 
ists in  many  branches  of  medicine : otolaryn- 
gology, internal  medicine,  general  surgery, 
orthopedics,  and  when  necessary,  other  allied 
fields.  The  examination  is  essentially  the 
type  that  is  carried  out  in  the  service,  but 
we  feel  that  it  is  quite  adequate  and  it  per- 
mits us  to  detect  many  of  the  more  obvious 
problems. 

Conditions  Forbidding  Strenuous  Competi- 
tion.— Individuals  with  only  one  eye  are,  of 
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course,  not  permitted  to  compete.  We  feel 
that  the  player  with  un  descended  testicles 
or  with  the  testicle  in  the  canal  but  riding 
over  the  pubic  bone  is  assuming  too  much 
risk  of  injury  and  we  will  not  permit  him  to 
compete.  In  regard  to  the  back,  we  have 
many  candidates  reporting  who  state  that 
they  have  had  multiple  manipulations  by 
various  methods.  With  this  past  history,  we 
ask  these  individuals  to  have  X rays  of  the 
spine  whether  we  notice  abnormalities  clin- 
ically or  not.  By  this  method  we  have  found 
congenital  anomalies  too  numerous  to  men- 
tion. One  of  the  most  common,  however, 
and  one  which  we  feel  is  disabling  or  poten- 
tially so  is  a spondylolysis.  This  is  true, 
also,  of  a spondylolisthesis.  We  do  not  feel 
that  an  athlete  with  these  conditions  will 
necessarily  be  harmed  by  playing  football, 
but  find  that  at  the  most  inopportune  times 
his  back  may  bother  him  so  that  he  is  not 
available  when  needed.  But,  further  than 
that,  we  are  thinking  about  his  future  and 
know  that  once  a condition  like  this  becomes 
aggravated  it  may  become  more  or  less 
chronic,  and  we  feel  that  he  should  not  com- 
pete in  football  and  risk  the  aggravation. 
We  would  not  object  to  his  participating  in 
swimming  or  some  other  less  strenuous  type 
of  sport. 

We  recall  the  criticism  that  was  heaped 
upon  the  medical  department  last  fall  when 
certain  “All-Staters”  were  eliminated  be- 
cause of  physical  reasons.  However,  this 
situation  may  be  remedied  in  the  future, 
since  the  Big  Seven  Conference  apparently 
will  now  give  permission  for  these  candi- 
dates to  be  examined  and  evaluated  as  to 
physical  qualifications  before  their  grants- 
in-aid  or  scholarships  are  proffered. 

Points  of  Special  Interest. — In  performing 
the  physical  examination,  a few  points  of 
interest  will  be  stressed  and  we  will  start 
with  the  head  and  work  downward.  In  re- 
gard to  injuries  to  the  head,  or  about  the 
head,  any  history  of  concussion  or  of  being 
unconscious  several  times  presents  suffi- 
cient reason  to  investigate  this  individual 
more  thoroughly  before  permitting  him  to 
play.  Unfortunately,  some  youngsters  com- 
ing from  high  school  have  already  received 
numerous  minor  blows  to  the  head  which  can 
result  in  a so-called  “punch  drunk”  indi- 
vidual as  a result  of  numerous  concussions 
without  serious  sequelae.  The  shoulders  are 
examined  carefully  and  any  history  of  re- 
current dislocation  is  investigated.  If  dis- 


location has  continued  to  occur  from  time  to 
time,  the  individual  is  not  allowed  to  com- 
pete until  the  condition  is  corrected  by  sur- 
gery. The  internist  checks  for  presence  of 
any  heart  or  lung  lesions,  and  heart  mur- 
murs are  evaluated  by  complete  check-up, 
including  electrocardiogram,  before  the  ath- 
lete is  permitted  to  play. 

The  internist,  or  possibly  the  surgeon,  will 
pick  up  any  history  of  ulcer  or  bleeding 
from  an  ulcer,  and,  if  this  problem  is  a part 
of  the  player’s  history,  he  is  worked  up 
thoroughly  before  being  permitted  to  go 
ahead  with  competition.  We  have  had  the 
experience  of  having  a young  individual 
complain  of  some  vague  backache  and  later 
develop  a full-blown  ulcer  with  bleeding  that 
required  surgery  and  multiple  transfusions. 
He  attempted  to  come  back  and  play  again 
after  he  was  over  the  acute  phase  but  was 
not  granted  permission  because  of  the  nerv- 
ous tension  which  occurs  during  competition. 

The  legs,  of  course,  are  evaluated  care- 
fully as  to  stability  and  mobility,  and  any 
history  of  contusions  to  the  thigh  or  to  any 
other  musculature  of  the  body  with  subse- 
quent swelling,  pain,  and  limitation  of  mo- 
tion is  gone  into  thoroughly.  We  are  con- 
fronted quite  often  with  the  problem  of  hem- 
orrhage in  a soft  tissue  mass  which,  if  not 
handled  properly,  may  be  replaced  by  a 
considerable  quantity  of  calcific  deposit  that 
finally  develops  into  myositis  ossificans.  It 
is  our  opinion  that  if  this  new  bone  is  in  an 
area  where  it  will  receive  repeated  trauma 
it  should  be  removed.  The  literature  and  ex-  . 
perince  of  others  points  out  that  there  is  oc- 
casionally an  area  of  myositis  ossificans 
which  undergoes  malignant  degeneration. 
This,  of  course,  would  be  an  unfortunate 
complication  of  such  an  injury. 

The  past  history  of  shin  splints  is  evaluat- 
ed. The  player  is  instructed  briefly  in  what 
can  be  done  for  this  condition  and  then 
turned  over  to  the  trainers  who  go  into  more 
detail  as  far  as  prevention  is  concerned. 

Ankles  are  very  important  in  almost  all 
types  of  athletic  endeavor.  We  have  worked 
on  the  basis  that  once  a sprain,  always  a 
sprain  and  have  required  the  individual  to 
have  his  ankle  or  ankles  strapped  if  he  has 
a past  history  of  recurrent  strain  or  sprain. 
An  athlete  who  reports  no  previous  difficulty 
with  his  ankles  is  required  to  use  an  ankle 
wrap.  This  is  enforced  vigorously,  to  the 
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point  of  reprimand  in  the  form  of  additional 
exercises  if  he  reports  for  practice  without 
his  ankle  wraps  applied. 

Equipment. — After  a thorough  physical 
examination,  the  next  step,  we  feel  is  im- 
portant in  preventing  injuries  is  that  of 
proper  fitting  and  use  of  equipment.  This, 
of  course,  does  not  necessarily  come  under 
the  medical  department  and  is  a problem 
which  probably  should  be  handled  by  the 
coaches,  with  the  assistance  of  the  trainers 
and  the  equipment  manager.  However,  it 
has  come  to  our  attention  that  many  play- 
ers and  others  associated  with  football  and 
other  types  of  athletics  sometimes  are  not 
completely  aware  of  the  importance  of  using 
proper  equipment.  Because  the  problem  be- 
comes one  for  us  to  handle  eventually,  we 
have  taken  quite  an  interest  in  the  types  of 
equipment  available.  We  have  found  that 
the  companies  throughout  the  United  States 
that  furnish  athletic  equipment  are  anxious 
to  receive  suggestions  from  physicians  con- 
cerning the  manufacture  of  protective  gear. 

Personal  Hygiene. — It  seems  unnecessary 
to  point  out  the  necessity  for  cleanliness, 
but  one  is  surprised  at  the  number  of  indi- 
viduals reporting  for  the  first  physical  ex- 
amination who  appear  to  have  come  direct- 
ly from  the  field,  barnyard,  or  steel  plant. 
This,  of  course,  also  carries  over  into  the 
realm  of  hygiene  and  personal  body  cleanli- 
ness in  the  training  room.  For  example,  we 
do  not  feel  that  it  is  wise  for  players  to  ex- 
change athletic  supporters,  socks,  and  T- 
shirts.  This  occurs  occassionally  because 
someone  does  not  take  care  of  his  equip- 
ment properly  and  is  forced  to  borrow  an- 
other player’s  equipment  for  that  particular 
practice  session  or  game.  We  have  also  had 
to  stress  to  certain  coaches  who  are  running 
a department,  and  trying  to  run  it  on  a 
money-making  basis,  that  cutting  down  on 
equipment,  laundry,  et  cetera,  is  not  the  de- 
sirable way  to  put  their  particular  depart- 
ment in  the  “black.” 

We  find  that  the  problem  of  cleanliness 
of  the  feet,  especially  as  concerns  athlete’s 
foot,  is  a personal  problem  that  requires 
handling  on  an  individual  basis.  We  used 
to  make  quite  a point  of  having  certain  solu- 
tions placed  in  strategic  places  so  that  the 
players  would  have  to  step  into  these  solu- 
tions when  getting  into  or  out  of  the  show- 
ers. However,  we  find  that  it  is  difficult 
in  a busy  training  room  to  keep  the  solution 


changed  often  enough,  and  certain  types  of 
solution  dispensers  soon  become  inadequate 
in  function  so  that  the  solution  does  not  get 
to  the  feet.  Furthermore,  players  will  step 
over  the  device  and  avoid  getting  their  feet 
in  it,  because  they  feel  they  do  not  need  it. 
Consequently,  any  player  that  develops  ath- 
lete’s foot  is  urged  to  see  the  trainer  and 
let  him  carry  on  with  the  accepted  treatment, 
calling  it  to  the  attention  of  the  physician 
if  the  condition  becomes  complicated. 

The  Field. — Another  way  of  avoiding  in- 
juries is  to  give  some  attention  to  the  type 
of  playing  field  which  is  being  used.  So 
often,  any  old  ground  is  utilized,  perhaps  full 
of  pits  and  chuck  holes  and  with  foreign  ma- 
terial such  as  broken  bottles,  tin  cans,  and 
nails  scattered  about.  This,  of  course, 
should  not  be  acceptable  for  a playing  or 
practice  field,  and  attention  to  some  of  these 
rather  obvious  details  can  sometimes  save 
many  injuries.  In  spite  of  careful  attention 
to  this  matter,  we  are  plagued  every  spring 
and  fall  with  injuries  that  occur  as  the  re- 
sult of  some  small  hole  which  has  been  un- 
noticed, and  which  may  have  developed  from 
the  previous  spring  when  the  field  was  used 
for  other  purposes.  The  field,  when  pre- 
pared for  the  season,  has  to  be  lined  with 
a white  material  to  outline  the  boundary 
marks  and  the  yard  marks.  It  is  now  pos- 
sible to  get  a material  which  is  not  caustic 
and,  where  possible,  this  should  be  used, 
because  serious  burns  to  the  skin  and  mu- 
cous membrane,  especially  that  of  the  eye, 
can  occur  if  the  player  comes  into  contact 
with  the  more  caustic  type  of  powder. 

Training  and  Coaching. — Now  we  come  to 
the  point  which  has  been  stressed  previous- 
ly— that  of  adequate  training  and  coaching 
instruction.  We  recall  in  our  past  experi- 
ence at  the  University  of  Nebraska  that  at 
one  time  we  were  being  plagued  with  an  un- 
usual number  of  shoulder  and  neck  injuries. 
At  first  it  was  thought  that  the  injuries 
were  due  to  inadequate  equipment.  In  or- 
der to  prove  this  point  specifically,  “Big 
Boy”  shoulder  pads  were  tested  by  having  an 
individual  wearing  the  pads  struck  over  the 
shoulder  with  a brick  or  a baseball  bat.  The 
blows  were  increased  in  force  until  the  in- 
dividual administering  the  blow  was  actual- 
ly swinging  the  bat  with  considerable  force 
without  causing  undue  pain  to  the  wearer 
of  the  pad.  It  was  then  determined  that 
perhaps  there  was  something  incorrect  about 
the  way  the  players  were  using  their  shoul- 
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ders.  This  was  investigated  and  found  to 
be  true;  a revision  in  instruction  resulted  in 
a reduction  in  the  number  of  injuries.  This, 
of  course,  is  an  excellent  example  of  the  im- 
portance of  adequate  instruction  and  dem- 
onstrates the  cooperation  which  exists  be- 
tween the  coaching  staff  and  the  medical  de- 
partment in  solving  problems  of  this  nature. 

Ice  and  Compression. — In  a discussion  of 
treatment  of  any  of  the  acute  injuries  that 
will  occur  in  football  or  other  types  of  ath- 
letic competition,  we  think  that  it  is  im- 
portant to  stress,  at  this  point,  the  use  of 
immediate  application  of  ice  and  compres- 
sion to  the  injured  part.  The  injured  play- 
er should  be  taken  out  of  competition  and  ice 
applied  immediately  to  the  ankle,  knee,  thigh, 
arms,  or  wherever  the  injury  is  located,  and 
kept  on  for  a period  of  24  to  48  hours.  We 
do  not  feel  that  it  is  sufficient  to  apply  ice 
for  a half  hour  or  an  hour,  follow  this  with 
some  type  of  compression  bandage,  and  then 
start  heat  application  the  next  day.  In 
rather  severe  injuries,  we  find  that  it  is 
necessary  to  keep  the  patient  at  rest  and 
in  ice  packs  and  compression  for  as  long  as 
three  to  four  days.  In  those  individuals  who 
exhibit  rather  severe  bleeding,  it  is  wise  to 
investigate  the  entire  blood  picture,  includ- 
ing the  bleeding  and  clotting  time,  platelet 
count,  et  cetera.  There  apparently  are  a con- 
siderable number  of  young  athletes  who  ap- 
pear to  be  vigorous  and  strong,  and  yet  may 
present  a blood  picture  that  is  not  entirely 
satisfactory  for  competition;  a prolonged  or 
abnormal  bleeding  time,  for  example,  may 
result  in  complications  following  injury. 

We  feel  that  when  the  acute  phase  has 
passed  and  some  of  the  tenderness  is  begin- 
ning to  subside,  gentle  motion  can  be  started, 
and  that,  if  temperature  changes  are  to  be 
employed,  perhaps  alternating  hot  and  cold 
should  be  used  rather  than  to  use  heat  ex- 
clusively. We  think  the  use  of  heat  is  over- 
done and  its  value  overestimated.  Occasion- 
ally the  elevation  of  a part  with  a gentle 
massage  under  experienced  supervision  is 
better  than  heat.  Heat  tends  to  bake  the 
part  and  cause  further  congestion,  swelling, 
and  thickening. 

Training-Room  Terms. — A few  terms  have 
been  developed  through  the  years  in  athletic 
training  rooms  which  may  be  unknown  to 
the  average  doctor  unless  he  has  been  around 
sports  of  one  type  or  another.  The  term 
“charleyhorse”  is  simply  a training-room 


term  for  an  injury  to  a muscle  in  which 
there  is  a lot  of  spasm  and  tightness,  and  it 
simply  infers  a contusion  which  may  have 
been  self-imposed  or  inflicted  by  another 
player.  Suffice  to  say,  the  physiology  is  that 
of  hemorrhage  with  associated  muscle  spasm, 
and  it  can  occur  in  any  muscle  which  has 
sustained  a severe  pulling  force  or  a direct 
blow. 

A “glass  arm,”  seen  quite  often  in  tennis 
players  and  in  baseball  pitchers,  is  simply  a 
stiffness  or  tightness  which  the  player  feels 
as  a result  of  a tendonitis  or  bursitis,  either 
in  the  shoulder  or  elbow.  “Shin  splints”  is 
a condition  in  which  there  has  been  an  ab- 
normal strain  placed  on  the  muscles  posterior 
to  the  tibia,  resulting  in  a sense  of  tightness 
or  constriction  along  the  shin  bone;  hence, 
the  name  “shin  splints.” 

For  many  years  the  term  “Athlete’s  Heart” 
has  been  discussed  pro  and  con.  It  appears 
now  that  the  consensus  of  opinion  is  that 
no  such  thing  exists  as  an  “Athlete’s  Heart.” 
It  is  true  that  the  heart  will  hypertrophy 
and  grow  along  with  the  musculature  of  the 
individual,  but  it  will  not  be  remarkable 
from  any  other  standpoint.  Because  of  ex- 
cellent conditioning,  it  is  also  true  that  a 
good  athlete  will  have  a slower  pulse  rate 
which,  even  during  active  competition,  will 
not  increase  as  much  as  that  of  an  individual 
who  has  been  used  to  sedentary  life.  If  it 
does  increase,  it  returns  to  normal  quickly 
with  adequate  rest. 

Diet. — In  regard  to  diet,  the  growing  boy 
or  girl  who  is  in  active  competition  should 
have  a considerable  number  of  calories  per 
day;  a breakdown  of  the  needs  of  this  indi- 
vidual shows  that  a diet  of  protein  12  per 
cent,  carbohydrates  44  per  cent,  and  fat  44 
per  cent  will  satisfactorily  fill  the  need.  At 
the  University,  the  feeding  of  the  athletes 
is  in  the  hands  of  a dietician  and  the  specific 
needs  as  to  meals  during  the  week  as  well 
as  before  game-time  are  attended  to  by  the 
trainer  and  his  staff  with  supervision,  where 
necessary,  by  the  medical  department.  The 
use  of  greasy  foods,  of  course,  is  not  in  the 
best  interest  of  the  player;  in  areas  where 
there  is  not  a training  table,  this  problem 
has  to  be  handled  on  an  individual  basis.  It 
is  generally  accepted  that  eating  a heavy 
meal  shortly  before  active  competition  is  not 
desirable  and  will  be  a detriment  to  the 
player  concerned.  It  has  generally  been 
established  that  between  5,000  and  6,000  cal- 
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ories  a day  is  not  excessive  for  a young  man 
actively  competing  in  the  more  vigorous 
types  of  contact  sport. 

Altitude. — The  question  of  playing  in  cities 
where  the  altitude  is  considerably  different 
from  that  to  which  one  is  accustomed  comes 
up  quite  often.  It  is  now  generally  believed 
that  it  is  not  in  the  best  interest  of  all  the 
competitors  to  have  to  compete  in  areas  that 
do  have  an  unusually  high  altitude,  such  as 
that  recorded  by  the  well-known  city  of  Den- 
ver, Colorado.  It  does  take  an  individual  a 
matter  of  a few  days  to  adjust  to  a higher 
alitude;  for  this  reason,  staging  inter-col- 
legiate athletic  contests  in  Denver,  or  areas 
with  similar  altitudes,  would  not  be  fair  to 
all  concerned.  The  value  of  the  administra- 
tion of  oxygen  after  vigorous  competition 
has  been  questioned,  and,  although  it  was 
used  routinely  in  many  colleges  and  univer- 
sities to  quite  an  extent,  recently  has  been 
eliminated.  The  point  is,  that  a healthy  in- 
dividual with  normal  respiratory  function 
has  almost  as  great  an  amount  of  concentra- 
tion of  oxygen  available  to  his  lungs  by 
breathing  in  through  his  nose  and  mouth  as 
he  would  receive  by  a mask  and  oxygen 
tank. 

Vitamins. — The  value  of  extra  vitamins 
is  also  questionable;  we  feel  that  if  players 
are  on  an  adequate,  well-balanced  diet  the 
need  for  extra  vitamins  is  very  unlikely. 
There  may  be  those  individuals  who  will 
need  extra  amounts  of  vitamins  B and  C 
since  they  do  not  get  enough  in  any  other 
way,  but  vitamins  A and  D should  be  ade- 
quate in  most  diets. 

Intercurrent  Disease. — We  are  often  con- 
fronted with  the  problem  of  an  unusual  num- 
ber of  colds  during  the  season  when  the 
weather  is  changeable,  or  when  players  be- 
come very  warm  and  cool  off  rapidly.  Where 
possible,  we  are  trying  to  institute  a pro- 
gram of  administering  vaccine  to  immunize 
against  the  common  cold  to  combat  this. 
When  this  has  been  utilized  in  the  past,  it 
has  been  of  some  benefit  since  there  seems 
to  be  evidence  to  the  effect  that  the  players 
are  not  reporting  to  the  training  rooms  with 
“colds”  as  frequently. 

“Dope-Pills.” — The  last  point  is  the  ques- 
tion of  the  use  of  “dope-pills”  or  some  type 
of  stimulant  to  make  the  player  feel  better 
and  able  to  go  when  ordinarily  he  would  not 
feel  up  to  his  best.  Apparently  this  prob- 
lem has  come  to  the  fore  recently  with  va- 


rious reports  found  in  the  newspapers  dur- 
ing the  past  few  weeks.  We  do  not  feel  that 
there  is  any  excuse  for  the  use  of  any  of 
these  types  of  stimulants.  On  the  whole, 
it  is  felt  that  nothing  will  benefit  the  com- 
petitor more  than  nine  hours  of  good  sleep, 
adequate  diet,  and  adherence  to  the  training 
rules.  Occasionally  players  seem  to  develop 
a somewhat  lowered  blood  sugar  after  active 
competition,  and  can  get  quite  a “lift”  out 
of  sucrose  tablets.  However,  this  serves 
only  to  increase  their  blood-sugar  level  and 
helps  to  relieve  that  “all  gone”  feeling  that 
comes  with  the  low  blood  sugar. 

SUMMARY 

In  summary,  we  feel  that  there  must  be 
close  cooperation  between  the  coaching  staff, 
the  medical  department,  and  the  training 
room.  If  only  one  point  of  value  is  gained 
from  this  article,  I would  like  to  leave  you 
with  this  thought:  application  of  compress 
(cold)  in  the  acute  phase  of  an  injury  until 
the  swelling  and  pain  have  subsided  almost 
completely  is  of  utmost  importance.  We 
have  not  been  troubled  with  phlebitis  or 
frost  bite  as  a result  of  using  ice  bags  over 
affected  areas  for  prolonged  periods  of 
time.  This  has  been  mentioned  as  a point 
of  caution  in  some  of  the  literature  but  to 
date  we  have  not  had  any  difficulty  of  this 
type. 

We  feel  that  it  is  not  wise  to  try  to  return 
players  to  any  type  of  competition  until  they 
are  completely  well;  we  feel  that  it  is  in- 
excusable to  inject  an  ankle,  a knee,  or  any 
other  part  of  the  body  with  Novocain  in 
order  to  permit  a player  to  return  to  imme- 
diate competition.  We  do  not  hesitate  to 
inject  the  affected  area  with  Novocain  and 
Hydrocortone,  Wydase,  or  some  other  medi- 
cation for  a specific  purpose  and  as  a part 
of  the  therapy  in  treating  this  individual. 
The  administration  of  the  Novocain  or  other 
medication  is  done  only  as  an  adjunct  to 
healing,  and  not  to  return  the  individual 
to  immediate  competition;  there  has  been 
some  misunderstanding  of  this  procedure  in 
the  past. 

It  is  important  to  have  a physical  examin- 
ation; it  is  important  to  have  proper  equip- 
ment and  be  instructed  in  its  use  and  in  its 
proper  fitting;  it  is  important  that  the  field 
be  of  such  a nature  as  to  minimize  the  in- 
juries which  can  occur  by  eliminating  holes 
and  foreign  material. 
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If  in  doubt  when  trying  to  evaluate  an  in- 
jury, do  not  permit  the  player  to  return  to 
competition  even  though  he  shows  consider- 
able desire  to  do  so  and  in  spite  of  the  fact 
that  considerable  pressure  is  placed  upon 
you  or  the  trainer.  It  is  a well-known  fact 
that  a player  who  is  considered  to  be  sec- 
ond or  third-string  material  but  who  is  in 
tip-top  physical  condition  can  easily  match 
the  so-called  first-string  player  who  is  nurs- 


ing some  type  of  injury.  In  spite  of  the  fact 
that  the  player  is  very  desirous  of  compet- 
ing, he  will  be  prone  to  try  to  protect  the 
injury  which  he  has  and  thereby  not  give  of 
his  best  effort. 
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Athletic  Injuries: 

Some  Observations  on  Their  PREVENTION  and  TREATMENT 


Doctor  Quigley  provides  a concise  discussion  of 
his  subject.  In  order  to  attain  the  maximum  in 
prevention  of  injury,  he  stresses  the  necessity  of 
a thorough  physical  examination  before  the  man 
is  permitted  to  begin  his  athletic  career.  The 
ultimate  in  good  treatment  is  attainable  only  if 
the  physician  is  present  on  the  field  during  every 
scrimmage  and  game,  and  if  the  decision  of  the 
doctor  is  final. 

—EDITOR 

HENEVER  young  men  gather 
regularly  on  green  autumn 
fields,  or  winter  ice,  or  pol- 
ished wooden  floors,  to  dispute  the  posses- 
sion and  position  of  various  leather  and  rub- 
ber objects,  according  to  certain  rules,  soon- 
er or  later  somebody  gets  hurt. 

This  obvious  fact  has,  until  relatively  re- 
cently, received  little  attention  from  those 
who  plan  and  organize  sports  programs  for 
boys  and  young  men  in  this  country.  Coach- 
ing has  become  almost  a true  profession, 
commanding  incomes  that  often  amaze  mem- 
bers of  other  professions ; astronomical  sums 
are  spent  on  stadia  and  other  establish- 
ments, but  all  too  often  the  problems  of  pre- 
vention, diagnosis,  and  treatment  of  injuries 
sustained  in  sport  are  relegated  to  a back 
room  in  the  gymnasium  and  a footnote  in 
the  annual  budget.  Perhaps  this  point  of 
view  is  an  aspect  of  the  streak  of  fatalism 
which  is  so  striking  in  American  philosophy 
today,  an  “it  can’t  happen  to  me”  point  of 
view  which  kills  forty  thousand  human  be- 
ings every  year  on  our  highways. 

Participation  in  organized  sports  in  our 
schools  and  colleges  is  steadily  increasing. 
It  is  being  realized  that  young  men  must 
blow  off  steam,  and  the  playing  field  is 
much  to  be  preferred  to  the  tavern.  “Ath- 
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letics  for  all”  will  soon  be  a universally  ac- 
cepted policy,  and  one  to  which  no  man  can 
possibly  object. 

But  as  more  and  more  young  men  play 
instead  of  watch,  more  of  them,  inevitably, 
will  get  hurt,  and  the  responsibilities  of  the 
medical  profession  will  increase. 

Perhaps  the  matter  can  best  be  expressed 
from  the  point  of  view  of  the  player.  It 
would  seem  reasonable  that,  today,  he  is  en- 
titled to  certain  rights.  These  are : 

1.  Good  Coaching.  This  has  practically 
been  realized.  The  coach  who  teaches 
unsportsmanlike  tactics  to  win  at  any 
price  is  almost  extinct.  Almost  all 
coaches  today  are  competent  instruc- 
tors in  the  technical  aspects  of  the 
game,  ignorance  of  which,  of  course, 
greatly  increases  the  incidence  and 
severity  of  injuries. 

2.  Good  Equipment.  This,  too,  can  easi- 
ily  be  achieved.  The  manufacturers 
of  equipment  take  their  responsibil- 
ities very  seriously  and  are  continual- 
ly modifying  and  improving  the  vari- 
ous types  of  armor  worn  in  contact 
sport.  The  problem  lies  in  the  false 
economy  of  using  worn  out,  outmoded, 
or  ill-fitting  gear.  The  outfitting  of 
a team  is  no  place  for  penny-pinching. 
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3.  Good  Medical  Care — which  has  three 
aspects : 

First — A thorough  preseason  history 
and  physical  examination.  This  is  the 
most  important  single  factor  in  the 
prevention  of  injuries.  A consider- 
able number  of  tragedies  which  occur 
every  year  are  due  to  medical  condi- 
tions such  as  heart  disease,  hyperten- 
sion, and  diabetes  which  were  not  rec- 
ognized and  usually  constitute  contra- 
indications to  participation  in  contact 
sport.  For  many  years,  at  Harvard, 
loss  of  function  of  one  of  any  paired 
set  of  organs  also  has  been  regarded 
as  a contraindication.  This  rule  pro- 
duces an  annual  crop  of  unhappy 
young  men  who  seem  to  have  played 
for  years  in  high  school  with  one 
testis,  one  kidney,  or  one  eye,  but  we 
have  made  no  exception.  Other  less 
potentially  dangerous  sports  are  avail- 
able, and  no  game  is  worth  the  risk 
of  blindness,  death,  or  castration. 

Another  important  aspect  of  the 
preseason  examination,  particularly  in 
high  schools  and  preparatory  schools, 
is  the  proper  matching  of  players. 
Boys  grow  at  different  rates.  Some 
at  fifteen  have  matured  and  well  co- 
ordinated musculoskeletal  systems. 
Others  are  small  and  soft,  having 
barely  entered  the  wondrous  years  of 
adolescence ; and  still  others  are  large- 
boned, skinny,  and  incoordinated,  be- 
ing in  a period  of  rapid  bone  growth, 
with  barely  compensated  nerves  and 
muscles.  To  mix  these  types  on  a team 
is  to  court  trouble.  This  is  an  area 
for  cooperation  between  coach  and 
doctor.  Well  matched  teams  are  much 
safer  and  much  more  fun  for  all  con- 
cerned. 

Second — A doctor  should  be  present 
on  the  playing  field  at  every  scrim- 
mage and  game.  To  leave  to  a trainer 
or  coach  such  decisions  as  whether 
an  injured  player  should  continue  play 
or  be  removed,  and,  if  removed, 
whether  he  should  be  carried  or  walk 
off  the  field  is  to  gamble  with  player’s 
future  with  the  cards  stacked  against 
him. 

Third — The  doctor’s  authority  in  mat- 
ters medical  should  be  asbolute  and  un- 
questioned. This  principle  is  the 


measure  of  a good  coach.  Almost  all 
coaches  today  are  happy  to  leave  med- 
ical decisions  to  the  medical  profes- 
sion. They  have  enough  difficult  de- 
cisions and  problems  as  it  is. 

Granted  that  this  “bill  of  rights”  has  been 
fulfilled,  injuries  still  will  occur.  Fortun- 
ately, the  very  great  majority  are  minor,  and 
fall  into  the  category  of  contusions,  strains, 
and  sprains. 

It  is  interesting  to  reflect  that  much  more 
is  known  about  the  natural  history  of  many 
rare  diseases  and  illnesses  than  about  the  se- 


the  effect  of  compression  in  dissemination  of  the  hema- 
toma. 

quelae  of  these  common  injuries.  The  rea- 
sons are  not  far  to  seek.  Sprains,  strains, 
and  contusions  only  rarely  result  in  death 
or  serious  disability.  Moreover,  nature  is 
usually  kind  and  can  withstand  even  the 
most  bizzare  therapy.  An  example  is  seen 
in  a book  published  a few  years  ago  in  which 
a hot  soapsuds  poultice  is  recommended 
for  the  immediate  treatment  of  a sprain. 

However,  enough  is  known  of  the  path- 
ology of  sprains,  strains,  and  contusions  to 
formulate  a rational  plan  of  therapy.  Much 
of  our  knowledge  is  derived  from  inference 
but  some  studies,  notably  of  Miltner,  Hu, 
and  Fang1-2’3,  have  contributed  direct  evi- 
dence. 

Basically,  the  natural  processes  of  repair 
which  follow  sprains  of  ligaments,  strains 
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of  muscle  and  contusions  of  soft  tissue  gen- 
erally are  the  same.  At  the  point  of  injury 
a hematoma  forms  and  within  an  hour  phag- 
ocytes invade  the  destroyed  tissue  (Fig.  1). 
Fibroblasts  permeate  the  hematoma  and 
eventually  it  is  replaced  by  scar  tissue.  An 
interesting  side  issue  is  the  concept  of  Ler- 
iche  and  his  school4’  5> 6 that  in  sprains  pain 
is  out  of  proportion  to  the  degree  of  tearing 


Figure  2.  Foam  rubber  and  elastic  cotton  bandage  for 
immediate  treatment  of  ligament  sprains  of  the  ankle. 

A bevelled  aperture  has  been  cut  in  the  rubber  to  prevent 
excessive  pressure  on  the  malleolus. 

the  ligament  involved,  and  relief  can  be  af- 
forded by  procaine  injection.  Clinical  ex- 
perience, however,  has  established  the  fact 
that  this  theory  is  applicable  in  relatively 
few  instances  and  that  in  the  great  majority 
of  cases,  healing  is  not  aided  by  local  anaes- 
thesia7. 

Based  on  this  concept  of  hematoma  forma- 
tion and  fibroblastic  proliferation,  four  prin- 
ciples of  immediate  treatment  have  been  de- 
veloped in  the  Medical  Department  of  the 
Harvard  Department  of  Athletics.  These 
are:  cold,  compresion,  rest,  and  elevation. 

Cold  is  applied  as  soon  as  possible  after 
the  injury  and  after  the  establishment  of  a 
working  diagnosis.  It  constricts  the  peri- 
pheral arterioles  and  diminishes  the  rate 
of  formation  of  the  hematoma.  Compres- 
sion is  applied  at  once  and  is  maintained  for 


several  days.  Thick,  soft,  foam  rubber,  and 
cotton  elastic  bandages  are  used.  This  at 
the  same  time  diminishes  blood  flow  at  the 
point  of  injury  and  disseminates  the  hema- 
toma which  has  already  formed.  The  reso- 
lution of  a hematoma  is  a function  of  its 
surface  area.  If  a single  mass  of  blood  is 
converted  by  compression  into  several  thou- 
sand smaller  masses  in  the  tissue  planes 
the  surface  area  will  be  increased  enormous- 
ly. Also,  a few  widely  scattered  fibroblasts 
will  be  substituted  for  a comparatively  mas- 
sive scar.  Rest  is  achieved  by  whatever 
means  is  required.  Crutches  are  used  for 
the  lower  extremities,  and  a sling  for  the 
upper.  Light  plaster  of  Paris  splints  are 
occasionally  employed.  Elevation,  by  sim- 
ple hydrostatics,  diminishes  the  formation 
of  edema. 

Cold  and  compression  must,  of  course,  be 
used  with  caution  if  at  all  in  the  aged 
and  in  patients  with  peripheral  vascular  dis- 
ease. 


The  application  of  these  principles  is  well 
illustrated  in  the  management  of  a common 


Figure  3.  The  completed  compression  dressing.  The 
sponge  rubber  of  the  “tan  open  cell”  type  has  been  com- 
pressed to  one-half  of  its  normal  thickness  of  one  inch, 
producing  pressure  of  approximately  50  grams  per  square 
centimeter. 

football  injury,  a sprain  of  the  ankle.  From 
the  moment  of  injury  the  player  is  not  al- 
lowed to  bear  weight  on  his  ankle.  Gross 
injury  is  ruled  out  by  careful  examination, 
almost  invariably  including  X rays.  No  at- 
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tempt  is  made  at  this  time  to  analyze  the 
specific  ligaments  involved  or  the  degree  of 
injury.  It  is  enough  to  establish  the  side  of 
the  ankle  involved.  A foam  rubber  compres- 
sion dressing  is  applied  (Figures  2 and  3), 
and  the  leg  is  immersed  in  cold  water  for 
30  minutes.  The  compression  dressing  is 
then  replaced,  the  patient  is  given  crutches 
and  instructed  in  their  use,  and  he  is  advised 
to  spend  as  much  time  as  is  possible  with 
his  limb  elevated  above  the  level  of  his  heart. 
Twenty-four  hours  later  tenderness  will  be 
well  defined  and  localized  over  the  particu- 
lar ligaments  involved  in  the  sprain  and 
their  degree  of  involvement  can  be  deter- 
mined. For  several  years,  at  this  examina- 
tion twenty-four  hours  after  injury,  we 
have  tried  to  classify  ligament  sprains. 
Grade  I is  the  least  degree  of  injury  which 
can  be  labelled  as  a sprain.  Grade  IV  is 
a complete  rupture  of  the  ligament.  The 
majority  of  sprains  sustained  in  sport  fall 
into  Grade  II.  At  the  ankle  the  most  fre- 
quently injured  ligament  is  the  anterior 
tibiofibular-fibulotalar  group.  Once  classi- 
fied, a fairly  accurate  prognosis  can  be  made 
- — a matter  of  great  importance  to  the  coach 
and  to  the  player.  It  has  been  established 
for  example,  that  the  average  undergraduate 
football  player  who  sustains  a Grade  II 
sprain  of  the  anterior  tibiofibular-fibulotalar 
ligament  will  be  fit  to  resume  play  in  8.1 
days.  Sometimes,  at  this  first  careful  ex- 
amination twenty-four  hours  after  the  in- 
jury, but  more  often  within  the  next  few 
days,  the  effect  of  compression  can  be  seen 
in  the  hematoma  which  appears  at  the  pe- 
riphery of  the  compression  bandage  (Fig.  4). 

Twenty-four  hours  after  the  injury  it  is 
assumed  that  clotting  has  occurred  in  the 
blood  vessels  at  the  site  of  injury  and  that 
the  danger  of  further  hematoma  formation 
has  passed.  Heat  is  then  instituted  togeth- 
er with  light  centripetal  massage  to  increase 
blood  and  lymphatic  flow  in  the  extremity 
and  to  facilitate  dissemination  of  waste 
products  of  the  injury.  Heat  is  usually  ap- 
plied in  the  form  of  a whirlpool  bath.  Dia- 
thermy is  never  used  on  recently  injured 
joints  because,  in  our  experience,  effusion 
is  a common  result. 

On  the  4th  or  5th  day  at  the  latest  active 
exercise  against  resistance  within  the  limits 
of  pain  is  instituted.  Crutches  are  discard- 
ed when  weight  bearing  and  walking  are 
painless  and  natural.  Finally,  the  injured 
ligament  is  protected  by  adhesive  tape  every 


time  the  player  participates  in  contact  sport 
for  the  rest  of  his  college  career.  This  prac- 
tice is  based  on  the  ancient  adage,  “once  a 
sprain,  always  a sprain”  and  on  the  estab- 
lished fact  that  scar  is  always  weaker  than 
the  tissue  it  replaces. 

Novocaine  was  tried  many  years  ago  in 
a small  series  of  sprains  in  athletes  only  to 
be  discarded.  In  every  instance  the  dam- 
aged ligaments  were  further  injured.  Dis- 
ability was  prolonged,  and  the  player  lost 
that  fine,  quick  coordination  which  is  essen- 


Figure  4.  The  effect  of  sponge  rubber  and  elastic  band- 
age compression  for  24  hours  on  a Grade  II  sprain  of 
the  anterior  tibio-fibular  ligament.  Note  the  absence  of 
edema  and  the  discoloration  in  the  skin  at  the  periphery 
of  the  compression  dressing.  The  sharp  edged,  narrow 
dark  areas  over  the  malleolus  result  from  folds  in  the 
sheet  wadding. 

tial  to  modern  athletics.  In  fact,  it  can  be 
categorically  stated  that  the  practice  of  in- 
jecting Novocaine  into  minor  injuries  in  ath- 
letes and  returning  the  athlete  to  play  is 
pernicious,  should  be  abandoned,  and  is  not 
in  the  best  interest  of  the  player. 

On  the  other  hand,  during  the  past  three 
years,  we  have  been  conducting  some  clinical 
studies  on  the  injection  of  mixtures  of  pro- 
caine, hyaluronidase  and  hydrocortisone 
acetate  in  selected  contusions  and  strains 
and  sprains  in  which  we  were  convinced  that 
the  integrity  of  the  injured  structure  had 
not  been  compromised.  Some  of  the  results 
have  been  remarkably  good,  but  the  vari- 
ables of  dosage,  time  of  injection,  and  tech- 
nique of  injection  will  require  a good  deal 
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more  study  before  this  adjuvant  treatment 
can  be  considered  anything  but  experi- 
mental. 

The  same  principles  are  followed  in  the 
management  of  sprains  of  the  collateral 
ligaments  of  the  knee.  Here  the  problem  is 
complicated  by  the  possibility  of  injury  to 
the  underlying  meniscus.  Our  point  of  view 


Figure  5.  Foam  rubber  compression  dressing  used  for 
the  immediate  treatment  of  ligament  sprains  at  the  knee. 

is  conservative.  Every  meniscus  injury  is 
accompanied  by  some  degree  of  sprain  of  the 
collateral  ligament  and,  as  a rule,  it  is  well 
to  defer  meniscectomy  until  the  ligament 
has  healed.  The  foam  rubber  compression 
used  for  the  immediate  treatment  of  knee- 
ligament-injuries  not  only  compresses  the 
site  of  injury  but  also  diminishes  effusion 
Avithin  the  joint  by  increasing  the  intra- 
articular  pressure  above  that  of  the  synovial 
filtration  pressure  (Fig.  5). 

Grade  IV  sprains  and  some  Grade  III 
sprains  require  more  vigorous  therapy. 


While  prolonged  immobilization  in  plaster 
is  still  championed  by  some  authorities,  it 
is  our  experience  that  the  best  results  of 
treatment  in  complete  ligament  avulsions  or 
ruptures  follow  prompt  definitive  sur- 
gery7- 8- 9.  This  has  also  been  the  experience 
of  O’Donohue  of  Oklahoma  City10.  The  fol- 
lowing case  history  illustrates  the  value  of 
prompt  surgery: 

Case  I.  V.M.,  a 25-year-old  college 
fullback  was  struck  on  the  posterior  lat- 
eral aspect  of  his  left  flexed  knee  while 
running  and  sustained  a complete  lat- 
eral dislocation.  The  tibia  and  fibula 
rotated  on  the  lateral  collateral  liga- 
ment, the  only  structure  in  the  knee 
which  remained  intact.  Reduction  was 
carried  out  on  the  field  within  a minute 
of  the  injury.  At  operation,  four  days 
later,  the  medial  collateral  ligament 
was  found  detached  from  the  tibia  and 
lay  transversely  within  the  joint.  Both 
cruciate  ligaments  were  avulsed  from 
their  proximal  ends.  The  medial  menis- 
cus was  displaced  to  a vertical  position 
in  the  intercondylar  notch  (Fig.  6). 
The  meniscus  was  removed,  the  torn 
ends  of  the  cruciate  ligament  approxi- 
mated and  the  avulsed  medial  collateral 


Figure  6.  Medial  exposure  of  left  knee.  Case  1.  Four 
days  after  injury.  The  joint  is  held  in  valgus.  The 
avulsed  medial  collateral  ligament  has  been  withdrawn  from 
the  joint  and  meniscus  from  the  intercondylar  notch.  A 
suture  has  been  inserted  into  the  ends  of  the  anterior  cru- 
ciate ligament. 

ligament  replaced.  The  patient  was 
able  to  resume  classes  15  days  after  his 
injury  and  participated  in  track  and 
baseball  four  months  later. 

Grade  IV  strains  or  complete  ruptures  of 
muscles  or  tendons  are  uncommon,  but  do 
occur  and,  like  complete  ligament  avulsion, 
are  best  treated  by  prompt  operation.  The 
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following  case  is  typical  of  a complete  mus- 
cle avulsion,  or  Grade  IV  strain: 

Case  II.  E.M.,  a 24-year-old  college 
student  leaped  high  into  the  air  after  a 
basketball  and  struck  the  floor  with  the 
right  foot  in  extreme  plantar  flexion. 
He  felt  something  snap  and  on  examina- 
tion the  power  of  plantar  flexion  and 
the  contour  of  the  gastrocnemius  muscle 
and  Achilles  tendon  were  lost.  At  oper- 
ation the  next  morning  a complete  rup- 
ture was  found  at  the  musculotendino- 
us junction.  Continuity  was  re-estab- 
lished by  using  the  plantaris  tendon  as 
a suture,  inserting  a Bunnell  pull-out 
wire  and  by  immobilization  for  one 
month  in  the  position  of  maximum  re- 
laxation of  the  gastrocnemius.  Four 
months  later  function  was  normal. 

Grade  IV  contusions  only  very  rarely  re- 
quire surgery.  Occasionally  aspiration  and 
the  injection  of  hyaluronidase  or  evacuation 
of  a hematoma  through  a short  incision  is 
necessary. 

SUMMARY 

1.  The  responsibilities  of  the  medical  pro- 
fesion  in  the  prevention,  diagnosis, 
and  treatment  of  athletic  injuries  is 
discussed.  A “bill  of  rights”  of  the 
player  in  this  regard  is  presented. 

2.  The  rationale  of  the  treatment  of  con- 
tusions, strains  and  sprains  by  cold, 
compression,  rest,  and  elevation  is  de- 
scribed. 

3.  Two  case  histories  are  presented  il- 
lustrating the  indications  for  surgical 
intervention  in  the  most  severe 
sprains  and  strains. 
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Current  Comment 

Blue  Cross  Benefits  More  Than 
One  Billion  in  1956 — 

Blue  Cross  members  received  more  than 
one  billion  dollars  in  hospital  care  in  1956, 
according  to  the  Blue  Cross  Commission.  On 
a national  level,  93  cents  of  each  premium 
dollar  was  returned  to  subscribers  in  bene- 
fits. Operating  expenses  for  Blue  Cross 
plans  in  1956  were  the  lowest  since  the  plan 
was  started  26  years  ago. 

From  the  York  News-Times — 

Dr.  B.  N.  Greenberg  of  York  has  been  se- 
lected for  listing  in  “Who’s  Who”  according 
to  the  January  to  August  Supplement  of  the 
national  volume. 

Included  in  the  list  of  accomplishments 
under  Dr.  Greenberg’s  name  are  president 
of  the  University  of  Nebraska  Board  of  Re- 
gents and  Diplomate  of  the  National  Board 
of  Medical  Examiners.  The  listing  also 
gives  the  organizations  to  which  the  York 
doctor  belongs. 

Safety  of  Phenylbutazone — 

Under  the  heading  of  “Additional  Use 
of  Phenylbutazone,”  the  Council  on  Drugs 
of  the  A.M.A.  has  the  following  to  say 
( J.A.M.A.,  164:1095)  : 

“The  Council  has  evaluated  the  usefulness 
of  phenylbutazone  (Butazolidin)  for  the 
treatment  of  the  chronic  joint  disease,  osteo- 
arthritis. Although  this  anti-inflammatory 
agent  exerts  an  appreciable  analgesic  effect, 
its  clinical  usefulness  is  limited  by  the  high 
incidence  of  side-effects  and  untoward  re- 
actions, the  most  serious  of  which  are  leuko- 
penia and  agranulocytosis.  When  employed 
cautiously,  however,  it  has  proved  useful 
in  certain  musculoskeletal  disorders  . . .” 
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TREATMENT  of  Common  Chronic 


Cardiac  Arrhythmias * 


ALL  of  the  cardiac  arrhythmias 
may  occur  in  previously  nor- 
mal hearts.  On  the  other  hand 
the  severity  of  the  underlying  heart  disease 
directly  affects  the  seriousness  of  the  ar- 
rhythmia and  if  persistent,  may  lead  to 
reoccurrence.  The  more  severely  damaged 
the  heart,  the  greater  the  consequences  of 
prolongation  of  the  arrhythmia  and  the  more 
severe  the  reduction  of  cardiac  output. 

In  general,  none  of  the  arrhythmias  is 
completely  benign.  Premature  ventricular 
contractions,  for  example,  may  sound  a 
warning  against  over-digitalization  indicat- 
ing that  cessation  of  the  digitalis  is  import- 
ant. Otherwise,  premature  contractions 
have  little  physiologic  significance  and  do 
not  ordinarily  require  treatment.  Most  of 
the  time  even  the  patient  is  not  aware  of 
their  occurrence.  In  the  clinical  wards  there 
is  no  way  I know  to  distinguish  premature 
atrial  from  premature  ventricular  contrac- 
tions and  although  in  some  respects  the 
treatments  are  similar  there  are  enough  dif- 
ferences to  warrant  having  an  electrocardio- 
gram to  distinguish  between  the  two.  Or- 
dinarily, cessation  of  such  social  pleasures 
as  tobacco,  coffee,  or  alcohol,  or  the  nerv- 
ous irritation  over  some  disturbing  influ- 
ence, are  profitable  ways  to  treat  the  ar- 
rhythmia. Sometimes  sedation  with  pheno- 
barbital  will  accomplish  the  same  result.  Be- 
cause of  the  risk  of  fixing  a cardiac  neurosis, 
we  should  withhold  any  specific  cardiac-act- 
ing drugs  until  we  have  made  an  effort  to 
study  the  arrhythmia  with  other  drugs. 

Premature  atrial  contractions,  by  and 
large,  if  specific  drug  treatment  is  needed, 
are  best  treated  by  digitalization.  Quinidine 
is  secondary  in  importance  to  digitalis. 

If  the  premature  contractions  have  their 
origin  in  the  ventricles  and  there  is  evidence 
of  digitalis  toxicity,  then  we  stop  using 
that  drug.  Perhaps  again  the  nonspecific 
sedatives  will  suffice.  The  most  satisfactory 
specific  remedy  for  eliminating  these  is  pro- 
caine amide,  a drug  perhaps  better  known  as 
Pronestyl,  whose  action  is  reduction  of  ir- 
ritability. Quinidine  is  second  choice,  but 

* Presented  before  the  Omaha  Mid-West  Clinical  Society, 
October,  1955. 
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it  has  the  advantage  of  being  slightly  cheap- 
er. Other  drugs  such  as  papaverine  and  po- 
tassium are  occasionally  helpful.  Digitalis 
is  not  necessarily  contraindicated  if  other 
reasons  exist  for  its  use,  such  as  cardiac 
failure. 

Paroxysmal  auricular  tachycardia  is  a 
common  arrhythmia  often  occurring  in  pa- 
tients who  have  no  other  cardiac  disease. 
Attacks  are  sudden,  frequently  frightening, 
and  apt  to  occur  in  persons  who  also  have 
auricular  premature  beats.  The  aim  of 
therapy  is  to  produce  a strong  vagal  stim- 
ulus. Many  attacks  will  cease  spontaneous- 
ly, and  sometimes  patients  learn  how  to  stop 
them  themselves  by  certain  maneuvers  that 
increase  vagal  tone.  For  example,  they 
learn  they  can  stop  the  attack  by  yawning 
or  by  inducing  vomiting,  or  by  forcibly  ex- 
haling against  a closed  glottis,  or  sometimes 
the  reverse  by  attempting  to  inhale  with  a 
closed  glottis.  These  two  maneuvers  are 
called,  respectively,  the  Valsalva  and  the 
Mueller  maneuvers.  I believe  pressure  on 
the  eyeball  is  hazardous  because  of  the  dan- 
ger of  producing  intraocular  damage;  also 
it  is  infrequently  successful  so  that  it  is  not 
recommended.  I strongly  believe  that  pa- 
tients should  not  be  taught  to  press  on  their 
own  carotids  because  of  the  danger  of  pro- 
ducing syncope  or  asystole.  No  patient  can 
take  his  own  pulse  while  doing  this  nor  does 
he  have  atropine  or  epinephrine  at  hand. 

Of  the  drugs  that  may  be  used,  digitalis 
or  one  of  its  glycosides  is  the  choice,  for  the 
reason  that  these  drugs  have  a strong  vagal 
effect.  Quinidine  is  occasionally  successful. 
Sometimes  neither  digitalis  nor  quinidine  is 
successful,  but  the  patient  may  respond  very 
nicely  to  sedation  and  the  passage  of  time. 
Many  other  drugs  are  useful  now  and  then — 
atabrine,  Pronestyl,  apomorphine,  mecholyl. 
The  latter  produces  a marked  sweating  and 
prostration.  For  prevention  of  the  attacks, 
digitalis  in  a maintenance  dosage  over  long 
periods  is  best. 
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The  next  common  arrhythmia  is  atrial 
fibrillation.  If  the  fibrillation  is  accompa- 
nied by  a ventricular  rate  which  is  slow 
and  which  does  not  increase  appreciably  up- 
on exercise,  and  if  there  are  no  symptoms 
then  there  is  no  need  for  therapy.  This  situ- 
ation occurs  mainly  in  patients  who  have 
had  chronic  coronary  disease,  and  who  may 
be  aged.  If,  as  usually  occurs,  the  ventricu- 
lar rate  is  rapid,  the  drug  that  is  indicated 
is  digitalis  or  one  of  its  glycosides,  and  suc- 
cessful control  is  achieved  when  there  is  re- 
duction in  the  ventricular  response.  There 
are  some  patients  in  whom  it  is  worthwhile 
to  convert  the  fibrillation  to  a sinus  rhythm, 
especially  those  who  have  paroxysmal  atrial 
fibrillation  or  who  have  developed  fibrilla- 
tion only  recently.  There  are  certain  circum- 
stances in  which  we  should  not  try  to  convert : 
(1)  when  fibrillation  has  been  present  for 
many  months,  because  of  the  increased  risk 
of  discharging  emboli;  (2)  if  there  is  sig- 
nificant cardiomegaly;  (3)  during  heart 
failure;  and  (4)  if  there  has  been  chronic 
congestive  failure  for  a long  time,  because 
again  the  likelihood  of  detachable  intra- 
cardiac  thrombi.  The  necessity  to  use  anti- 
coagulants before  converting  patients  in 
these  questionable  categories  has  been  ex- 
plored by  many  investigators  and  at  this 
time  the  problem  is  still  in  dispute.  In  the 
conversion  from  fibrillation,  quinidine  is  the 
drug  of  choice.  It  is  our  practice  to  discon- 
tinue the  digitalis  just  before  the  quinidine 
is  given  in  order  not  to  have  a maximum 
amount  of  both  drugs  in  circulation  at  the 
same  time.  Occasionally  procaine  amide 
(Pronestyl)  is  effective. 

There  are  some  exceedingly  complex  ar- 
rhythmias that  require  analysis  by  a skilled 
electrocardiographer  with  all  the  physiologic 
adjuncts  he  can  muster;  such  arrhythmias, 
for  example,  as  simultaneous  double  tachy- 
cardias. It  may  be  a consolation  to  reflect 
that  in  these  circumstances  even  the  experts 
try  first  one  thing  and  then  another  and 
finally  when  the  conversion  has  occurred 
they  do  not  know  how  it  was  accomplished. 
Most  arrhythmias,  however,  are  not  com- 
plex, and  the  physician  needs  only  to  know 
the  proper  way  to  increase  vagal  tone,  when 
to  use  digitalis,  how  to  use  quinidine  prop- 
erly, and,  in  ventricular  irritability,  how  to 
use  Pronestyl.  Although  digitalis  and  quini- 
dine can  be  used  together,  quinidine  and 
Pronestyl  should  never  be  used  simultaneous- 
ly because  their  actions  are  similar  and  ad- 


ditive. It  is  worthy  of  note  that  digitalis 
and  quinidine  themselves  can  cause  arrhyth- 
mias, especially  when  underlying  heart  dis- 
ease is  present.  It  is  the  latter  that  makes 
otherwise  benign  arrhythmias  serious. 


Current  Comment 

From  the  Omaha  World-Herald — 

A man  who  spent  11  of  his  first  21  years 
in  an  institution  for  mental  defectives  now 
runs  a bowling  alley  in  a near-by  city.  He 
was  deaf,  not  defective. 

“He  told  me  recently  the  deafness  comes 
in  handy  when  the  alleys  get  too  noisy,”  said 
Dr.  Cecil  Wittson,  director  of  the  Nebraska 
Psychiatric  Institute. 

Dr.  Wittson  noted  the  man’s  case  as  an 
example  of  society’s  lack  of  knowledge  about 
mental  retardation. 

Dr.  Wittson’s  aim  in  Nebraska  is  to  pre- 
vent such  things  from  happening  here  in  the 
future.  He  believes  a screening  center  for 
retardation  could  be  set  up  as  an  annex  to 
the  institute  on  the  College  of  Medicine 
campus. 

He  suggested  the  construction  of  an  18-bed 
hospital  with  both  in-patient  and  out-patient 
facilities. 

The  state  commits  about  120  persons  a 
year  to  the  Beatrice  State  Home.  The  pres- 
ent Psychiatric  Institute,  plus  the  addition, 
could  easily  handle  that  number. 

The  purpose  of  the  center  would  be  to 
determine  which  cases  actually  aren’t  men- 
tal retardation  at  all. 

It  costs  approximately  $720  a year  to  care 
for  a patient  at  Beatrice.  With  good  physi- 
cal care  they  will  live  well  into  their  60’s 
thus  costing  approximately  36  thousand  dol- 
lars each. 

A facility  could  be  built  for  150  thousand 
dollars  and  staffed  for  80  thousand  dollars 
a year. 

Within  a few  years  nearly  90  per  cent  of 
the  admissions  would  be  children  under  5. 

“And  it  is  in  this  age  group  where  the  po- 
tential for  correction  is  greatest,”  said  Dr. 
Wittson.  He  feels  it  is  a 150-thousand-dol- 
lar  gamble  worth  taking. 
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Choice  of  Digitalis  Preparation * 


DIGITALIS  is  our  most  import- 
ant drug  in  the  treatment  of 
congestive  heart  failure.  It  is 
also  a valuable  agent  in  the  management  of 
certain  arrhythmias.  It  is  a drug,  there- 
fore, with  which  we  should  be  thoroughly 
familiar. 

Many  preparations  of  the  crude  leaf  of 
digitalis  and  its  glycosides  are  now  available. 
This  multiplicity  of  preparations  has  pro- 
duced some  disagreement  as  to  which  prep- 


STEPHEN  L.  MAGIERA,  M.D. 

Instructor  in  Medicine, 

Creighton  University  Medical  School 
Omaha,  Nebraska 

complish  the  same  thing  in  the  human  heart. 
The  occasional  claim  that  one  preparation 
can  do  more  than  another  has  never  been 
substantiated.  One  fact,  however,  is  estab- 
lished and  that  is  that  quantitatively  these 
preparations  are  different.  One  should  not 
be  freely  substituted  for  another  without 


TABLE  I 

CARDIAC  GLYCOSIDES  DERIVED  FROM  DIGITALIS  PURPUREA- 


DIGITALIS  PURPUREA 


PURPUREA  GLUCOSIDE  A 
(DEACETLLIAEATOS IDE  A) 

DIGITOXIir 

DIGITOXIGENIE 


PURPUREA  GLUCOSIDE  B 
(DE ACETYLLANA  TO  S IDE  B) 

GITOXIN 

GITOXIGEOT 


GITALIR 

GITALIOTIN 


aration  is  the  best.  If  we  review  the  litera- 
ture, we  can  find  claims  for  each  of  the  gly- 
cosides as  being  most  desirable.  But  in  re- 
cent reports  and  texts  on  the  subject  we 
note  a satisfying  return  to  the  idea  that 
the  crude  leaf  is  a good  preparation  and 
one  not  to  be  discarded. 

The  derivation  of  the  various  digitalis 
glycosides  is  an  interesting  study.  It  was 
the  work  of  Stoll1  that  brought  to  light  the 
complexities  that  surrounded  this  subject. 
(Tables  I and  II).  Some  of  the  commercial 
preparations  of  the  glycosides  are  shown  on 
Table  III. 

It  is  generally  accepted  that,  qualitatively, 
these  different  agents  behave  alike  and  ac- 

*Presented  before  the  Omaha  Mid-West  Clinical  Society, 
October,  1955. 


taking  their  quantitative  effects  into  con- 
sideration. 

The  quantitative  difference  in  digitalis 
preparations  centers  around  their  potency, 
absorption,  speed  of  action,  and  rate  of  dis- 
sipation. These  properties  are  demonstrated 
in  Table  IV. 

Because  there  is  a quantitative  difference 
in  the  various  preparations  we  have  re- 
viewed, there  must  be  a difference  in  dos- 
age. There  is  no  standard  dose  that  one 
should  use  in  digitalizing  or  in  maintaining 
a cardiac  patient.  This  is  an  individual 
problem.  It  is  the  attempt  to  use  a stand- 
ard dose  that  leads  to  toxicity  in  one  pa- 
tient and  an  amount  insufficient  to  get 
clinical  results  in  another.  Table  V is  only 
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a guide  as  to  the  average  amount  for  digi- 
talization and  maintenance. 

From  the  standpoint  of  toxicity  we  are 
agreed  that  every  preparation  of  digitalis 
can  produce  the  same  toxic  effects.  The  in- 
cidence of  toxicity  has  not  been  lessened  by 


cosides  is  necessary  for  rapid  digitalization, 
the  whole  leaf,  in  such  instances,  is  more 
apt  to  produce  gastrointestinal  distress.  It 
is  my  opinion,  however,  that  rapid  digitali- 
zation is  not  often  necessary  and  that  it  is 
much  better  to  digitalize  a patient  slowly 


TABLE  II 

CARDIAC  GLYCOSIDES  DERIVED  PROM  DIGITALIS  LA3TATA 


DIGITALIS  LAKATA 


I 

LAKATOS IDE  A 


DEACETYL  ACETYL 
LAKATOS  IDE  A DIGITOXIK 


DIGITOXIN 


DIGITOXIGENIK 


1 

LAKATOS IDE  B 


DEACETYL  ACETYL 

LAKATOS IDE  B GITOXIK 


GITOXIK 

GITOXIGENIN 


1 

LAKATOS IDE  C 


DEACETYL  ACETYL 

LAKATOS  IDE  C DIGOXIK 


DIGOXIH 


DIGOXIGEKDT 


TABLE  III  - 

COMMERCIALLY  AVAILABLE  GLYCOSIDES 


DIGITALIS 

PURPUREA- 


CRYSTALLIKE 
DIGITOXIN  - 


AMORPHOUS ■ 
GITALIN 


DIGITALIS  NATIVELLE 

PURODIGIN 

CRYSTODIGIN 


■GITALIN 


DIGITALIS 

LANATA 


LAKATOS IDES  ABC' 
LAKATOS IDE  C 


CRYSTALLINE 

DIGOXIN 

ACETYLDIGITOXIN  A- 


DEACETYL 

LAKATOS IDE  C 


DIGILANID 
CEDI  LAN  ID 
■ DIGOXIN 

-ACYLANID 
CEDILANID  D 


the  emergence  of  the  glycosides.  Nausea 
and  vomiting,  various  arrhythmias,  as  well 
as  central  nervous  system  manifestations 
are  common  to  all  when  administered  beyond 
a certain  quantity.  It  is  true  that  since  a 
greater  amount  of  digitalis  than  of  the  gly- 


by  divided  doses  over  a period  of  two  to 
three  days.  In  this  way  we  can  adjust  dos- 
age to  the  needs  and  sensitivity  of  the  pa- 
tient. With  slow  digitalization,  the  crude 
leaf  is  no  more  likely  to  produce  toxic  ef- 
fects than  the  glycosides. 

There  have  been  some  recent  studies2’3*4 
* which  have  presumed  a greater  margin  of 
safety  for  one  glycoside,  namely,  Gitalin. 
This  conclusion  was  based  on  the  assumption 
that  therapeutic  effects  could  be  obtained 
with  30  per  cent  of  the  toxic  dose  in  using 
Gitalin,  while  other  preparations,  such  as 
Digitoxin,  Digoxin,  Cedilanid,  and  the  crude 
leaf  required  60  per  cent.  Gold5  warns 
against  the  acceptance  of  these  claims,  stat- 
ing that  it  is  very  difficult  technically  to 
establish  the  minimal  therapeutic  and  toxic 
dose.  Nevertheless,  additional  studies  from 
a clinical  standpoint  have  appeared,  where- 
in it  was  shown  that  patients  who  could  not 
be  fully  digitalized  or  maintained  on  vari- 
ous preparations  because  of  toxicity,  were 
successfully  treated  when  switched  to  Gita- 
lin. I have,  likewise,  been  able  to  substan- 
tiate this  clinically  in  some  patients  and 
feel  that  perhaps  Gitalin  does  have  this  ad- 
vantage over  other  preparations.  How- 
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TABLE  IV 


VARIATIONS  IN  ABSORPTION,  LATENCY  AND  DURATION 
OP  ACTION 

OR  ORAL  DIGITALIS  PREPARATIONS 


DRUG 

AMOUNT 
ABSORBED 
(PER  CENT) 

LATENT 

PERIOD 

(HOURS) 

DURATION 
OP  ACTION 

DIGITALIS  LEAP 

20 

4-6 

2-3  WEEKS 

DIGITOXIN 

100 

4-6 

2-3  WEEKS 

DIGOXIN 

20  - 50 

1-3 

3.7  DAYS 

GITALIN 

40 

2—4 

10  DAYS 

CEDILANID 

20 

1-2 

3-8  DAYS 

DIGILANID 

20 

2-3 

3-5  DAYS 

ACYLANID 

67 

2-4 

4-14  DAYS 

TABLE  V 

DOSAGE  OP  DIGITALIS  PREPARATIONS 


ever,  further  substantial 
have  to  be  available  before 
accepted. 

There  are  instances  in  which  parenteral 
use  of  digitalis  is  necessary.  This  is  true 
in  the  patient  who  is  vomiting,  or  in  cases 
where  emergency  digitalization  is  indicat- 


PREPARATION 

DIGITALIZING  DOSE 

MAINTENANCE  DOSE 

DIGITALIS  LEAP 

1.5  go-  “ 2.0  gm. 

0.1  - 0.2  gm. 

DIGITOXIN 

l.o  x 2.0  mg. 

0.1  - 0.2  mg. 

GITALIN 

6.0  Eg. 

0.5  - 1.0  mg. 

CEDILANID 

6.0  - 7.5  Eg. 

0.5  - 1.0  mg. 

DIGOXIN 

3.75  mg. 

0.25-  0.75  mg. 

ACYLANID 

2.4  - 4.0  mg. 

0.1  - 0.4  mg. 

DIGILANID 

4.0  - 8.0  mg. 

0.333  mg. 

CEDILANID  D 

(I.V.)  1.6  mg. 

DIGITOXIN 

(I.V.)  1.2  mg. 

studies  will 

ed,  such  as:  acute 

left  ventricular  failure; 

is  is  generally 

or  in  the  case  of  , 

a very  rapid  ventricular 

rate  with  auricular  fibrillation.  The  ideal 
and  safe  preparation  that  can  be  used  is 
Cedilanid  D.  This  product  can  be  em- 
ployed either  intramuscularly  or  intraven- 
ously. 
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CONCLUSION 


Qualitatively,  all  preparations  of  digitalis 
are  similar  but  they  differ  quantitatively 
in  their  potency,  absorption,  speed  of  ac- 
tion, and  rate  of  dissipation.  While  it  is 
desirable  to  know  the  properties  of  the  va- 
rious digitalis  preparations,  it  is  not  prac- 
tical to  use  them  all.  Instead,  it  is  best  to 
become  thoroughly  familiar  with  the  crude 
leaf  and  one  or  two  of  the  glycosides,  thus 
assuring  expert  administration  of  the  agent 
chosen. 
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Private  Practice 

of  MEDICINE  vs. 

Socialized  Systems * 


This  discourse  on  the  importance  of  the  freedom 
of  medical  practice  places  this  freedom  before  the 
public  as  an  example  of  all  the  freedoms  we 
cherish.  This  theme  is  directed  especially  at 
the  press,  one  of  our  most  important  groups  in 
the  fight  against  regimentation  and  socialization, 
but  one  that  has,  at  times,  paid  more  lip  service 
than  fundamental  resistance  to  the  trends  of  the 
past  two  decades.  The  ideas  expressed  by  the 
author,  and  the  manner  of  presentation  may 
serve  as  a model  for  others  confronted  by  the 
problem  of  speaking  on  this  subject  before  non- 
medical  groups. 

—EDITOR 

I AM  SURE  you  have  all  real- 
ized many  times  that  in  living 
our  lives  there  are  few  inci- 
dents or  happenings  unrelated  to  other  inci- 
dents or  happenings.  There  is  in  all  things 
an  inter-relationship,  a cohesiveness  with 
many  other  things.  Some  of  these  relation- 
ships are  primary,  some  secondary.  When 
dealing  with  inanimate  things,  these  rela- 
tionships are  important.  When  dealing  with 
life  they  become  much  more  important. 
When  dealing  with  human  life  they  become 
extremely  important,  and  when  dealing  with 
“eternal  life”  they  become  supremely  im- 
portant. 

In  using  the  term  “eternal  life”  I am  not 
referring  to  your  own  life  or  personality  or 
soul  which  continues  on  beyond  the  experi- 
ence we  call  death.  I am  referring  to  the 
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stream  of  life  which  continues  on  through 
the  years  in  your  relatives,  friends,  acquaint- 
ances and  readers.  Possibly  you  have  never 
thought  of  it  in  that  manner ! 

Where  is  the  man  who  has  not  said  “My 
father  used  to  tell  us  so  and  so?”  Or,  where 
is  the  man  today  whose  life  is  not  influenced 
by  the  thinking  and  decisions  of  thousands 
of  men  of  the  past?  Truly  their  lives  are 
eternal  and  even  so  is  yours!  From  this 
vantage  point,  I am  sure  you  will  agree  with 
me  that  the  thoughts,  decisions  and  actions 
of  every  living  human  being  are  extremely 
important.  If  this  is  true  for  everyone,  how 
much  more  true  it  is  of  you  who  have  set 
yourselves  up  in  positions  of  greater  respect 
and  influence,  as  editors  and  publishers,  than 
ordinary  men.  You  have  a tremendous  re- 
sponsibility ! Bruce  Barton  said  many  years 
ago,  “There  are  many  things  in  the  Bible 
worth  paying  attention  to.”  One  of  those 
rather  brief  quotes  is,  “Come  let  us  reason 
together.”  That  is  why  I am  here — that  we 
may  reason  together. 

Often  we  become  impatient  with  the  indi- 
vidual who  is  not  satisfied  with  what  he  has. 
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The  world’s  progress,  however,  is  made' by 
people  who,  because  of  dissatisfaction, 
searched  for  better  things.  Some  have  found 
better  ways,  and  progress  has  been  made. 
Many  have  failed  with  little  harm  done. 
Others  have  not  only  failed  but  have  actual- 
ly set  progress  back  many  years. 

For  proper  perspective  let  us  look  at  what 
we  now  have: 

1.  In  general,  medical  care  of  the  public 
now  is  provided  by  individual  physi- 
cians who  are  graduates  of  class  A 
medical  schools,  who  are  licensed  by 
the  various  State  Boards,  after  writ- 
ten examinations  given  by  private 
physicians  appointed  to  the  boards  by 
the  State,  and  whose  licenses  are  sub- 
ject to  revocation  by  the  State  upon 
recommendation  of  the  licensing 
board. 

2.  Most  state  medical  societies,  including 
the  Nebraska  State  Medical  Associa- 
tion, have,  in  the  past  10  years,  estab- 
lished Grievance  Committees  with 
which  complaints  of  patients  against 
physicians  regarding  alleged  o v e r- 
charging  or  poor  medical  service  may 
be  filed.  All  charges  are  thoroughly 
investigated  and  detailed  reports  sub- 
mitted to  the  Association.  If  the  com- 
mittee concludes  that  the  facts  are  in- 
sufficient to  prove  the  charge,  the  pa- 
tient is  so  informed  and  every  effort 
is  made  to  explain  the  situation  to  him. 
If  the  charge  is  substantiated  the 
physician  is  called  upon  by  the  com- 
mittee to  explain  all  charges  and  ac- 
tions and  is  requested  to  correct  the 
situation.  The  physician  cannot  be 
forced  by  the  committee  to  do  any- 
thing, but,  if  he  is  uncooperative  or 
refuses  the  request,  the  committee 
makes  what  it  believes  are  proper  rec- 
ommendations to  the  House  of  Dele- 
gates of  the  State  Association  and 
through  them  to  the  State  Board  of 
Health.  This  can  lead  to  revocation 
of  the  license  of  the  offending  physi- 
cian by  the  department,  and  he  knows 
it!  If  the  charge  is  brought  in  the 
County  or  Regional  Medical  Society, 
he  or  the  patient  can  appeal  from  the 
decision  to  the  State  Grievance  Com- 
mittee, 

3.  Under  our  present  system,  the  patient 
has  free  choice  of  physician.  If  he 


does  not  like  the  physician’s  personal- 
ity or  the  color  of  his  hair,  he  is  free 
to  select  some  other  physician. 

4.  Different  countries  have  different 
ways  -of  reporting  illnesses  and  the 
statistics  are  not  exactly  comparable. 
However,  from  all  available  statistics 
on  morbidity,  (sickness  rate  and  dur- 
ation). the  United  States  is  the  low- 
est among  the  larger  nations  of  the 
world.  New  Zealand,  one  of  the  small- 
er nations,  ranks  a little  bit  higher. 

5.  Life  expectancy  is  highest  in  the 
United  States  of  all  the  large  nations. 
Tremendous  progress  has  been  made 
in  this  field  since  1933.  We  are  even 
a little  lower  in  the  field  of  mortality 
than  New  Zealand,  which  does  not 
count  its  Maori  population.  Accord- 
ing to  the  summary  of  Vital  Statistics, 
1939-1944,  (National  Office  of  Vital 
Statistics,  Washington,  D.C.  1947) 
we  outranked  every  other  nation  of  the 
world  having  a population  over  10 
million.  The  highest  life  expectancy 
for  males  at  birth,  in  1931-40,  was  the 
Netherlands  with  65.7  years.  In  the 
United  States,  in  1949,  it  was  68  years. 
Our  population  is  heterogeneous,  be- 
ing derived  from  many  countries,  and 
it  is  unreasonable  to  compare  our 
rates  with  those  of  some  smaller  na- 
tions with  homogeneous  all-white  pop- 
ulations. It  is  interesting,  however, 
that  Swedes  live  longer  in  Minnesota 
than  in  Sweden,  Norwegians  live  long- 
er in  South  Dakota  than  in  Norway 
and  Mexicans  live  longer  in  New  Mex- 
ico and  Arizona  than  in  Mexico.  The 
United  States  has  accomplished  more 
in  health-progress  in  the  twentieth 
century  than  any  other  nation,  either 
large  or  small.  The  average  baby  in 
the  United  States  will  live  longer  than 
expected,  simply  because  health  condi- 
tions keep  improving. 

6.  We  have  the  best  medical  care  and  the 
best  medical  personnel  in  the  world. 
We  have  the  largest  number  of  physi- 
cians per  100,000  population  in  the 
world  except  in  Israel  where  many 
physicians  are  refugees  and  not  prac- 
ticing medicine. 

It  is  sometimes  argued  that  we  have 
the  best  facilities  in  the  world  but  the 
services  are  not  available  to  everyone. 
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Medical  service  could  be  available  to 
all  except  for  the  fact  that  the  Amer- 
ican people  chose  to  spend  only  4 per 
cent  of  their  family  budgets  for  medi- 
cal care.  In  1948,  they  spent  slightly 
more  for  alcoholic  beverages  and  rec- 
reation than  for  medical  care.  The 
amount  spent  for  physicians’  fees  was 
about  half  as  great  as  the  amount 
spent  for  tobacco  in  that  same  year. 

The  American  people,  145  million  of 
them,  spent  only  4 per  cent  of  their 
budgets  for  medical  care  because  they 
wanted  to.  They  had  more  to  spend 
than  ever  before  in  history.  But  they 
thought  they  could  get  what  they 
wanted  most  by  spending  96  per  cent 
of  their  budgets  for  other  things. 
Health  involves  many  factors  in  addi- 
tion to  medical  care  and  many  differ- 
ent groups  can  take  pride  in  the  fact 
that  they  have  helped  accomplish  the 
favorable  position  we  occupy  today. 

Illustrating  the  improvement  which 
has  taken  place  in  mortality,  under 
our  present  system  of  medicine,  the 
maternal  mortality  rate  in  the  United 
States  dropped  from  6.2  per  thousand 
live  births  in  1933,  to  1.2  in  1949,  and 
Nebraska  dropped  from  4.6  to  0.6  dur- 
ing the  same  period. 

7.  Voluntary  health  insurance  coverage 
in  the  United  States  has  grown 
through  the  years  until,  on  December 
31,  1954,  the  number  of  persons  pro- 
tected against  hospital  expense  was 
101,493,000,  against  surgical  expense 
was  85,890,000,  and  against  regular 
medical  expense  was  47,248,000.  Thus, 
there  is  available  today,  at  reasonable 
rates,  a proven  method  whereby  a man 
can  provide  his  family  with  the  best 
of  medical  care,  in  the  American  way. 
exactly  as  he  provides  food,  housing 
and  clothing. 

8.  We  have  today  an  intensely  competi- 
tive system  among  physicians  just  as 
there  is  competition  among  salesmen, 
insurance  agents,  attorneys,  bankers 
grocers,  manufacturers  and  newspape? 
people.  I believe  you  will  agree  with 
me  that  the  greatness  of  America  to 
day  has  developed  largely  because  of 
our  competitive  economy. 

Among  the  most  common  complaints  about 
the  present  system  are : The  high  cost  of 


medical  care,  and  difficulty  in  getting  a doc- 
tor, especially  at  night.  Certainly  the  cost 
of  medical  care  has  gone  up ; so  has  the  cost 
of  most  goods  and  services.  Just  last  month 
my  office  typewriter  was  sent  for  repairs. 
I paid  five  dollars  per  hour  for  labor. 

A study  of  selected  personal  consumer  ex- 
penditures as  percentages  of  the  1935-39 
average  is  interesting.  Total  consumer  ex- 
penditures in  1953,  were  361  as  compared 
with  100  for  the  base  period.  Jewelry  was 
517;  tobacco,  328;  recreation,  378;  alcohol- 
ic beverages,  279;  total  medical  care,  385; 
physicians’  services,  343 ; hospitals,  581 ; 
drugs  and  sundries,  296;  dental  services, 
273;  all  other  medical  care,  463.  (This  last 
item  includes  ophthalmic  products,  ortho- 
pedic appliances,  and  medical  care  and  hos- 
pitalization insurance  premiums  less  claims). 
All  items  of  medical  care  except  hospital 
rates  are  more  reasonable  today  when  com- 
pared with  wages,  than  they  were  during 
the  base  period.  Although  hospital  rates 
have  increased  decidedly,  the  average  stay 
in  general  hospitals  has  dropped  from  14 
days  in  1935  to  9 days  in  1953. 

Why  have  hospital  rates  increased  more 
than  the  other  items?  Partly  because  of 
higher  wages  paid  to  its  employees,  but 
largely  due  to  the  initiation  of  the  40-hour 
week  which  increased  the  hospital’s  expenses 
tremendously. 

Why  is  it  difficult  to  get  a doctor  to  make 
a call,  especially  at  night?  There  are  many 
and  sundry  reasons.  Some  are  valid  and 
some  are  not.  The  doctor,  like  anyone  else, 
likes  to  have  some  time  off.  He  enjoys  golf, 
parties,  shows,  his  family  and  his  friends, 
and,  like  everyone  else,  he  needs  to  take  care 
of  himself  or  somebody  else  will  be  taking 
care  of  him.  However,  he  is  an  individual 
operator.  His  regular  patients  have  confi- 
dence in  him  as  an  individual,  and  even  his 
secretary  or  nurse  cannot  do  his  job.  A 
good  secretary  and  nurse,  however,  are  in- 
dispensable to  a good  doctor  and  his  patients. 

Fortunately  the  old  doctor  who  looked  up- 
on other  doctors  in  the  community  as  antag- 
onists, has  been  pretty  well  taken  care  of  by 
Father  Time.  Due  to  much  better  medical 
schools,  medical  meetings  and  medical  litera- 
ture, the  doctor  of  today  looks  upon  other 
doctors  with  respect  and  as  helpers.  He  has 
no  hesitation  in  covering  for  the  other  doc- 
tor or  asking  him  to  cover  his  own  patients 
during  his  absence.  Many  of  the  larger  cen- 
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ters  have  Physicians  Bureaus  or  telephone 
services  where  there  is  a permanent  record 
of  whom  to  call  in  event  the  doctor  cannot 
be  reached.  In  many  of  the  smaller  com- 
munities the  telephone  operator  acts  in  this 
capacity.  More  and  more  such  arrangements 
are  being  made.  In  the  classified  section  of 
many  telephone  books  there  is  printed  advice 
for  people  who  cannot  locate  their  doctors. 
Naturally  doctors  hesitate  to  crawl  out  of  a 
warm  bed  on  a cold  night  and  rush  out  at 
two  or  three  o’clock  to  call  on  a person  who 
calls  him  for  the  first  time,  and  — why 
shouldn’t  they? 

More  and  more  people  moving  to  new 
communities  locate  and  make  contact  with  a 
doctor  as  soon  as  possible.  Those  people 
have  little  difficulty  getting  a doctor  when 
they  need  him,  because  they  are  known. 

What  has  been  proposed  to  replace  our 
present  system?  Many  different  forms  and 
systems  all  of  which  have  one  thing  in  com- 
mon, namely,  administration  by  govern- 
ment. I am  not  capable,  neither  is  any  one 
man  capable,  of  discussing  all  of  them,  there- 
fore, we  must  discuss  broad  principles  and 
facts. 

Certain  people  are  interested  in  socialism 
of  various  shades  and  degrees  for  many  dif- 
ferent reasons.  Some  are  actually  trying  to 
overthrow  our  system  of  government;  a few 
of  these  are  actually  loyal  to  other  govern- 
ments in  other  countries;  some  are  entirely 
selfish  in  their  quest  believing  that  they 
could,  under  such  a system,  secure  or  hold 
better  paying  jobs  or  have  more  power; 
some  are  misguided  souls  who  believe  much 
of  what  they  are  told  without  investigation ; 
and  some  are  honestly  convinced  that  the 
system  is  right  and  proper.  With  this  last 
group  I have  no  quarrel. 

I am  completely  convinced  that  we  have 
in  the  United  States  of  America  no  place 
for  those  who  are  loyal  to  other  govern- 
ments. Of  the  second  group,  those  selfish 
ones,  I wish  to  say  only  that  morals  and  re- 
ligion condemn  them  completely.  “Ven- 
geance is  mine,”  saith  the  Lord,  “I  will  re- 
pay.” Let’s  consider  the  third  group.  They 
have  been  told  they  will  get  “free”  medical 
care.  There  is  no  such  animal!  The  cost 
of  such  plans  must  be  measured  both  in  dol- 
lars and  the  quality  of  medical  service.  The 
financial  cost  is  always  more  than  anticipat- 
ed. Bevan’s  scheme  in  Britain  started  July 
5,  1948  with  a total  estimated  cost  of  800 


million  dollars  for  nine  months.  At  the  end 
of  the  nine  months  it  had  cost  one  billion  one 
hundred  million  or  over  $30  per  capita  of 
beneficiaries.  This  was  raised  25  per  cent 
more  for  1949.  It  has  continued  to  rise  de- 
spite governmental  modification  of  benefits. 
In  Britain,  the  quality  of  care  for  surgical 
emergencies  is  rather  good.  The  quality  of 
care  for  small  illnesses  and  chronic  illnesses 
is  extremely  poor.  The  death  rate  in  many 
categories  has  increased  considerably. 

Time  does  not  permit  further  discussion 
of  this  phase  of  the  subject,  however,  it  is 
impossible  to  keep  government  functionings 
out  of  politics.  When  medical  services  are 
handled  by  politics,  the  best  that  can  be 
said  for  them  is  that  they  are  inefficient. 
Compare  the  control  of  small  pox,  typhoid 
fever,  and  diphtheria  as  evolved  by  a free 
medical  profession  with  the  fiasco  of  the 
political  handling  of  the  Salk  vaccine  for 
polio.  Doctor  Van  Dellen  summed  it  up  well 
in  his  column  (Omaha  World-Herald,  Sept. 
21,  1955)  when  he  said  of  tuberculosis: 
“The  death  rate  from  tuberculosis  has  been 
reduced  75  per  cent  during  the  past  ten 
years.  This  was  accomplished  in  an  orderly, 
scientific  fashion  without  special  press  re- 
leases and  television  programs.” 

Many  physicians  in  this  country  have  had 
considerable  experience  with  various  types 
of  government  medicine  including  the  armed 
services,  veterans  hospitals,  state  institu- 
tions, county  hospitals,  and  medical  school 
hospitals.  I would  like  to  suggest  that  you 
talk  to  them  and  learn  their  experiences. 

SUMMARY 

1.  Medical  service  cannot  be  properly 
treated  as  an  entity  because  of  its  many  re- 
lationships with  religion,  housing,  food, 
clothing,  recreation  and  the  various  trades 
and  professions. 

2.  Our  medical  care  is  rendered  to  indi- 
viduals by  individual  physicians  who  are 
free  to  care  for  their  patients  using  any  and 
all  known  medications  and  available  appli- 
ances. 

3.  Our  system  provides  for  thorough  in- 
vestigation of  charges  of  over  charging  and 
improper  care  which  in  some  cases  can  lead 
to  revocation  of  license. 

4.  Free  choice  of  physician  and  no  ex- 
planation necessary. 
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5.  We  have  the  highest  life  expectancy 
in  the  world  among  nations  having  over  ten 
million  population. 

6.  Rapid  progress  in  better  health  is  still 
being  achieved. 

7.  We  have  the  best  medical  care  and 
medical  personnel  in  the  world. 

8.  We  have  available,  at  reasonable  cost, 
methods  by  which  a man  can  provide  the 
best  of  medical  care  for  his  family  on  the 
same  basis  as  he  provides  shelter,  food  and 
clothing.  All  we  need  to  secure  this  is  a 
change  in  the  minds  of  some  of  our  people 
as  regards  the  necessity  of  providing  such 
care. 

9.  Means  of  providing  against  catastro- 
phic illness  are  rapidly  becoming  available. 

10.  Insurance  against  hospital  expense  is 
now  carried  by  101,493,000  of  our  people, 
while  85,890,000  are  protected  against  surg- 
ical expense  and  47,248,000  are  protected 
against  regular  medical  expense. 

11.  While  the  cost  of  medical  care  has 
gone  up,  except  for  hospital  rates,  the  rise 
is  not  out  of  line  with  the  increased  cost  of 
other  items  the  consumer  purchases.  In  pro- 
portion to  wages,  medical  care  today  is  only 
half  as  expensive  as  it  was  in  the  period  1935 
to  1939. 

12.  Although  hospital  rates  have  raised 
about  100  per  cent,  the  average  stay  in  gen- 
eral hospitals  has  been  reduced  from  14 
days  in  1935,  to  9 days  in  1953. 

13.  Much  of  the  difficulty  in  getting  a 
physician  can  be  overcome  with  proper  edu- 
cation of  the  public. 

14.  Many  of  our  people  do  not  know  the 
facts  regarding  socialized  systems  of  medical 
care  and  are  not  interested  enough  to  search 
them  out. 

15.  Doctor  Palyri,  in  his  book  titled  Com- 
pulsory Medical  Care  in  the  Welfare  State, 
states  as  follows:  “National  compulsory  so- 
cial schemes  are  the  entering  wedge  and  very 
core  of  the  welfare  state.  Nowhere  have 
compulsory  schemes  been  successful  in  pro- 
viding medical  care  or  in  reducing  the  finan- 
cial burden  of  illness.  They  have  been  suc- 
cessful, however,  in  augmenting  and 
strengthening  the  control  of  the  nation  by 
those  who  administer  the  scheme.  In  de- 
mocracy, the  welfare  state,  under  the  pre- 


tense of  benevolence,  humanitarianism  and 
equality,  is  merely  a stepping  stone  to  the 
police  state.  The  pathway  from  one  to  the 
other  is  clearly  revealed  in  the  history  of  the 
welfare  state  in  various  nations  and  in  con- 
temporary welfare  state  programs.” 

SUGGESTIONS  TO  EDITORS 

1.  Recognize  again  your  opportunities  for 
service.  What  you  think,  do  and  say  is  im- 
portant, not  only  now  but  long  after  you  are 
gone. 

2.  You  in  your  job  as  editors  and  pub- 
lishers are  essentially  educators  and  as  such 
you  can  do  much  good  in  calling  the  atten- 
tion of  our  people  to  the  medical  care  we 
have  at  the  present  time  and  can  do  much  to 
show  them  how  they  can  make  the  system 
work  much  more  smoothly.  President  Lin- 
coln once  said,  “Be  sure  you  are  right,  then 
go  ahead.” 

3.  Pledge  yourselves  anew  to  the  grand 
old  heritage  of  your  profession  “Freedom  of 
the  Press.” 

4.  Forget  not,  your  religion  and  mine 
which  teaches  that  you  are  your  brother’s 
keeper.  Be  zealous  therefore,  in  preserving 
for  him  the  blessings  you  strive  to  keep  for 
yourself. 

5.  Remember  too,  if  the  medical  practi- 
tioner is  deprived  of  his  right  to  administer 
to  his  patient  as  God  gives  him  to  see  the 
right,  you  will  not  long  after  remain  free. 
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While  tuberculosis  is  obviously  an  organic  disease, 
it  is  just  as  clearly  a social  disease,  taking  its 
greatest  toll  among  low-income,  unskilled  laborers 
suffering  from  overcrowded  housing  and  poor  nutri- 
tion. (Rema  Lapouse,  M.D.,  Am.  J.  Pub.  Health, 
August,  1956). 
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Neurologic  Complications 
and  Manifestations 

OF  GENERAL  MEDICAL  DISORDERS 

JOHN  A.  AIT  A,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska 


No  symptom  or  sign  belongs  exclusively 
to  one  disease  or  one  specialty.  In  addition, 
often  there  may  be  question  concerning 
which  diseases  “belong”  to  which  specialties. 
In  many  cases,  such  delineation  is  unclear, 
arbitrary,  or  artificial. 

Any  disease  process,  theoretically,  may  be- 
come sufficiently  or  peculiarly  extensive  to 
encroach  on  the  nervous  system.  Yet,  not 
every  one  does  so.  At  one  extreme  are  those 
diseases  which  rarely,  if  ever,  have  organic 
neurologic  involvement  or  complications, 
such  as  peptic  ulcer,  uterine  fibroids,  glau- 
coma, and  cholelithiasis.  At  the  other  ex- 
treme are  those  “non-neurologic”  diseases 
which  often  have  organic  neurologic  involve- 
ment, examples  of  which  are  measles,  infec- 
tious mononucleosis,  pulmonary  cancer,  and 
collagen  diseases. 

A fairly  definite  delineation  appears  prac- 
tical in  our  present  state  of  knowledge.  This 
does  not  require  an  encyclopedic  encompass- 
ment  of  the  “whole  field  of  medicine.” 

Presented  herewith  is  an  outline  of  gen- 
eral medical  and  “other-specialty”  disorders 
that  may  disclose  neurologic  syndromes, 
complications  or  sequelae.  These  disorders 
may  appear  initially  and  sometimes  predom- 
inantly with  a neurologic  picture.  Here  is 
what  every  neurologist,  would-be  neurologist 
or  neurologist-of-necessity  must  know  mini- 
mally about  diseases  often  not  included  or 
stressed  within  the  strict  confines  of  this 
specialty,  its  texts  and  its  journals. 

(The  more  common  diseases  will  be 
starred  * on  the  left  margin). 

INVOLVEMENT 

1.  Meninges 

a.  Epidural  and  subdural 
Cranial 

Spinal 

b.  Subarachnoid 


Meningeal  irritation  (meningism) 
Meningitis  (infectious) 

Arachnoiditis,  chronic 

2.  Cerebrum  (including  midbrain,  pons, 
medulla  and  cerebellum) 

Encephalitis  (infectious) 
Encephalopathy  ( non-inf ectious,  struc- 
tural impairment) 

Acute  brain-syndrome  (transient  loss  of 
physiologic  or  biochemical  support) 
Diffuse  and  focal  types 
Vascular  impairment  (thrombosis  or 
hemorrhage ; arterial,  venous,  capil- 
lary) 

3.  Spinal  Cord 

Myelitis  (infectious) 

Myelopathy  (non-infectious) 

Vascular  impairment 
Diffuse  and  focal  types 
Special  tract  impairment 
Radiculitis  (nerve  root  involvement) 

4.  Peripheral  Nerves 

Proximal  (plexus) 

Distal 

Focal 

Single  (mononeuritis) 

Multiple  single  (mononeuritis  multi- 
plex) 

Diffuse 

Polyneuritis  (infectious) 
Polyneuropathy  (non-infectious) 

5.  Striated  Muscular  System  and  Motor 
End-Plate 

PATHOLOGY 

1.  Infectious 

2.  Endocrine 

3.  Hematologic  (bone  marrow,  reticulo- 
endothelial, lymphoid) 
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4.  Neoplastic  (metastatic,  invasive, 
“toxic”) 

5.  Hypoxic 

6.  Metabolic  and  endogenous  toxic 

7.  Vascular 

8.  Collagen  disease 

9.  Traumatic 

10.  Osteogenic 

11.  Pregnancy  (complications  of) 

12.  Allergic 

13.  Exogenous  toxic 

I.  INFECTIOUS 

1.  Cerebral  Epidural 

Abscess;  origin: 

Otitic 

Sinus 

Traumatic 

Meningitic 

Cholesteatoma  (from  chronic  middle  ear 
and  mastoid  disease) 

2.  Meningitis 

Sources : 

Nearby : Ear  - nose  - throat ; sinuses ; 
scalp;  orbit 

Direct  implantation  (e.g.  traumatic) 
Extrinsic ; blood  or  lymph  borne 
* Bacterial 

Meningococcus 

M.  tuberculosis 

Gonococcus 

Pneumonococcus 

Streptococcus 

H.  Influenzae 

Staphylococcus 

(Practically  any  pathogenic  bacteria) 
Virus 

*Infectious  mononucleosis 
Coxsackie 

Lymphogranuloma  venereum 
Spirochetal 

* Syphilis 
Mycotic 

Actinomycosis 

Blastomycosis 

Coccidioidosis 

Torulosis 

Moniliasis 

Sporotrichosis 

Aspergillosis 

3.  Encephalitis  (including  meningoenceph- 
alitis and  encephalomyelitis) 

Virus 

* Mumps  meningoencephalitis 
Infectious  hepatitis  encephalomyelitis 


Psitticosis  encephalitis 
Yellow  fever  encephalitis 
Dengue  fever  encephalitis 
Virus  pneumonia  encephalitis 

* Measles  encephalomyelitis 

* Infectious  mononucleosis  meningoen- 

cephalitis 

Cat  scratch  fever  encephalitis 
Post-vaccinal  encephalomyelitis  (?) 
Rickettsial 

Rocky  Mountain  spotted  fever  enceph- 
alitis 

Typhus  encephalomyelitis 
Bacterial 

Undulant  fever  encephalitis 
Tularemia  encephalitis 
Typhoid  encephalomyelitis 
Bacillary  dysentery  encephalitis 
Influenza  encephalitis 
*Whooping  cough  encephalitis 
Rheumatic  fever  encephalitis  (includ- 
ing Sydenham’s  chorea) 

Leprosy  encephalitis 
Spirochetal 

* Syphilitic  encephalitis,  meningitis 
Weil’s  disease  encephalitis 

Protozoan 

Amebiasis  encephalitis,  meningitis 
(rarely  abscess) 

Malarial  encephalitis 

* Toxoplasmosis  encephalitis  (rarely 

abscess) 

Helminthic 

Ascariasis  encephalitis 
Trichinosis  encephalitis 
Cysticercosis  (pork  tapeworm,  taenia 
solium)  encephalitis  (rarely  ab- 
scess) 

Mycotic 

Histoplasmosis  encephalitis 
Unknown 

Boeck’s  sarcoidosis  (meningoenceph- 
alitis) 

Behcet’s  syndrome  (meningoencephal- 
itis with  relapsing  uveitis  and  re- 
current oral  and  genital  ulcers) 

4.  ^Cerebral  Abscess 
Sources : 

Otitic  (including  cholesteatoma) 
Metastatic ; especially : 

Pleuropulmonary  (e.g.  bronchiectas- 
is, lung  abscess,  empyema) 

Pelvic 

Bacterial  endocarditis 
(Association  with: 

Congenital  heart  defects 
Rheumatic  endocarditis) 
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Sinuses,  nasopharynx 

Orbital 

Dental 

Direct  implantation  (traumatic)  in- 
cluding basal  skull  fracture 
Meningitis  (bacterial  and  mycotic) 
Protozoan  and  helminthic 

5.  Spinal  Cord  Abscess 
Source : 

Extrinsic;  blood  or  lymph  borne  from 
infection  at  any  distance 
Direct  implantation  (traumatic) 
Nearby  extension  (e.g.  vertebral) 
Site: 

Intramedullary 

Extramedullary 

Subarachnoid 

Subdural 

Epidural 

6.  Myelitis 
Virus 

* Measles  myelitis  or  encephalomyelitis 
Infectious  hepatitis  myelitis  (Guillain- 

Barre  picture) 

* Infections  mononucleosis  myelitis 

(Guillain-Barre  picture) 

Smallpox  myelitis 
Cowpox  myelitis 
Rickettsial 

Typhus  myelitis 
Bacterial 

Typhoid  myelitis 

* Diphtheritic  myeloneuritis  (ascend- 

ing myelitis;  bulbar) 

*Tetanus  (ascending  myelitis;  bulbar) 
Protozoan 

Malaria  myelitis 

7.  Neuritis  (polyneuritis,  mononeuritis) 
*Virus 

Mumps 

Measles 

Infectious  hepatitis 
Infectious  mononucleosis 
Chickenpox  (herpes  zoster) 

Rickettsial 
Typhus 
Bacterial 
Diphtheria 
Typhoid 
Paratyphoid 
Dysentery 
Tuberculosis 
Leprosy 
Protozoan 
Malaria 
Unknown 

Boeck’s  sarcoidosis 


8.  Muscle  and  Motor  End-Plate 
Botulinus 

9.  Vascular  (cerebral;  spinal  cord;  rarely 
vasa  nervorum,  arterioles  of  peripheral 
nerves) 

Arteritis 
Syphilitic 
Tuberculous 
Infected  embolus 

Acute  systemic  infectious  disease 
Thrombophlebitis 

Migrating  (systemic)  thrombophlebitis 
Cranial  sinus  thrombosis  due  to  in- 
fection of : 

Ear,  mastoid  Throat 

Sinus  Orbit 

Nose  Face 

10.  Granuloma 

Cerebral 

Occasionally  meninges,  epidural,  subdur- 
al, spinal  cord 
Tuberculoma 
Gumma 
Pyogenic 
Leprosy 

Protozoan  or  helminthic 
Mycotic  (fungus) 

II.  ENDOCRINE 

1.  Cerebral 

*Hyperinsulinism 

Injected 

Pancreatic  islet  adenoma;  carcinoma; 
diffuse  hyperplasia 
Diabetes  mellitus 
*Diabetic  coma  (acidosis) 

*Cranial  nerve  palsies  (especially  III, 
IV  and  VI) 

Hyperthyroidism 

Cerebral  crisis  (acute  brain-syndrome) 
Hypothyroidism 

Cretinism;  myxedema  (chronic  brain- 
syndrome) 

Hyperparathyroidism 
Acute  brain-syndrome 
Chronic  brain-syndrome  (dementia) 
Hypoparathyroidism 
Convulsive  phenomena 
Acute  brain-syndrome 
Chronic  brain-syndrome  (dementia) 
Cerebral  edema  and  papilledema 
Cerebellar  ataxia 
Parkinsonism,  chorea 
Cerebral  calcification  (basal  ganglia, 
cerebellum) 

Hypoadrenalism ; Addison’s  disease 
Acute  brain-syndrome 
Coma 


Influenza 

Gonorrhea 

Scarlatina 

Meningitis 

Septicemia 

Puerperal  sepsis 
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2.  Cerebral  Vascular 

^Diabetic  atherosclerosis;  cerebral  vas- 
cular syndromes:  thrombosis,  hemor- 
rhage 

Pheochromocytoma  (hypertensive  “cri- 
ses/" hemorrhage,  arteriolar  spasm) 
Pregnancy  and  toxemia  of  pregnancy 
(hypertension,  eclamptic  encephalo- 
pathy, arterial  thrombosis  and  hemor- 
rhage, venous  thrombosis) 

3.  Spinal  Cord 

Hyperinsulinism 

Anterior  horn  cell  degeneration 

(Picture  of  segmental  lower  motor 
neurone  loss) 

* Diabetes  mellitus 

Myeloneuropathy 

Radiculitis 

Pseudo-tabes  syndrome 
Charcot  arthropathy 

4.  Peripheral  Nerves 
Hypothyroidism 

Polyneuropathy 

* Diabetes 

Neuropathy 

Hyperpituitarism 

Acromegalic  neuropathy  (compres- 
sive) 

Hyperparathyroidism 

Muscular  weakness,  hyporeflexia,  hy- 
potonicity 
Hypalgesia 

5.  Striated  Muscular  System  and  Motor 
End-Plate 

Hyperthyroidism 

Acute  thyrotoxic  myopathy  (bulbar) 
Ophthalmoplegia 

^Chronic  thyrotoxic  myopathy  (flaccid 
weakness,  atrophy  of  proximal 
muscles) 

Periodic  paralysis  (with  blood  potas- 
sium ion  disturbance?) 

Myasthenia  gravis  associated  (coinci- 
dental?) 

Hypothyroidism 

“Myotonia""  with  myxedema 

(Abnormality  of  muscular  contrac- 
tile mechanism) 
Hypoparathyroidism 

Muscular  tetany;  twitching;  carpope- 
dal and  laryngospasm. 

Hyperreflexia 
Motor  weakness 

III.  HEMATOLOGIC  (Including  Bone 
Marrow,  Reticulo-Endothelial  System, 
Lymphoid  System) 


*Almost  any  part  of  the  nervous  system  may 
be  invaded  by: 

Leukemia 
Lymphoblastoma 
Hodgkin’s  disease 
Multiple  myeloma 

Focal,  diffuse  and  scattered  infiltration  of : 
Brain 
Brainstem 
Cerebellum 
Craniel  nerve  nuclei 
Epidural  spaces 
Meninges 
Spinal  cord 

Nerve  roots,  plexus,  peripheral  nerves 

1.  Cerebral 

Polycythemia : cerebral  edema,  papillede- 
ma 

Severe  anemia  of  any  etiology ; acute 
brain-syndrome 

2.  * Cerebrovascular  Disease  (thrombosis, 

hemorrhage)  or  hematoma  may  occur 
with: 

Leukemia 

Thrombopenic  purpura 

Sicklemia 

Polycythemia 

Thrombocythemia 

Hemophilia 

Pseudohemophilia 

Af  ibr  inogenemia 

Hypoprothrombinemia 

Vitamin  K deficiency 

Dicumarol  or  heparin  intoxication 

3.  Myelopathy : 

Multiple  myeloma  with  vertebral  de- 
struction and  cord-compression 
* Pernicious  anemia  with  subacute  com- 
bined sclerosis 
Hematomyelia 

Infarction  (anterior  spinal  artery) 

4.  Neuropathy: 

Sicklemia 
Polycythemia 
Multiple  myeloma 

Intraneural  bleeding  from  many  of  the 
diseases  described  above,  No.  2 
Pressure  from  hematoma 
(There  may  be  an  association  between 

polycythemia  and 

1.  lesions  in  the  brainstem  and  posterior 
fossa 

2.  hemangioblastomas  (angioreticulo- 
mas) of  the  central  nervous  system. 
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Their  occasional  appearance  together  ap- 
pears more  than  coincidental). 

IV.  NEOPLASTIC  (Metastatic, 
Invasive,  “Toxic”) 

1.  * Cerebral;  sources  of  metastases 

Lung 

Breast 

Skin  (melanoma) 

Gastrointestinal  tract 
Kidney 

Nasopharynx  and  sinus 
Testis 

Types:  Nodular;  single  and  multiple; 

diffuse,  infiltrative,  “encephalitic.” 
Non-metastatic  (“toxic”)  cerebellar  de- 
generation seen  with  some  carcinomas, 
especially  bronchogenic. 

Sinus  thrombosis  and  cerebral  thrombo- 
phlebitis. 

2.  ^Meningeal  carcinomatosis 

Gastrointestinal  tract 

Breast 

Lung 

3.  ^Spinal- Vertebral;  sources  of  metastases 

Lung 

Gastrointestinal  tract 

Prostate 

Thyroid  gland 

Kidney 

Breast 

4.  ^Peripheral  Nerve 

Invasion,  impingement  on  brachial  plex- 
us, lumbo-sacral  plexus,  sciatic  nerve, 
femoral  nerve,  and  recurrent  laryn- 
geal nerve. 

Non  - metastatic  (“toxic”)  neuropathy 
seen  with  some  carcinomas,  especially 
bronchogenic. 

5.  Muscle 

Non-metastatic  (“toxic”)  myopathy 
seen  with  some  carcinomas,  especially 
bronchogenic. 

V.  *HYPOXIC 

Effects  and  residuals  depend  on  intensity 

and  duration  of  oxygen  deprivation. 

Sources : 

1.  Insufficient  oxygen  in  air  inspired 
Nitrous  oxide  anesthesia 
Altitude 

Some  types  of  asphyxiation 

2.  Ineffective  pulmonary  ventilation 
Peripheral  neuromuscular  paralysis 

Paralysis,  muscles  of  respiration 
Status  epilepticus 


Thoracic-pulmonary  injury  or  disease 
Hemothorax 
Pulmonary  edema 
Pneumonia 

Central  (medullary)  respiratory  paral- 
ysis 

High  cervical  and  medullary  disease, 
injury 

Overdose  anesthesia,  sedative 
Other  toxins 

3.  Respiratory  obstruction  (airway) 
Antenatal,  neonatal 
Mechanical  obstruction  of  airway 
Drowning 

4.  Cardiac  and  vascular  transport 
Cardiac  arrest 
Stokes-Adams  syndrome 
Carotid  sinus  sensitivity 
Aortic  stenosis 

Tussive  syncope 
Congestive  heart  failure 
Physiologic  shock 
Congenital  defects 

5.  Hemoglobin  transport 
Severe  anemia 
Exanguination 

Carbon  monoxide  poisoning 

Residuals,  sequelae 
Infants 

Mental  deficiency 
Convulsive  states 
Spastic  paralysis 
Ataxia 

Speech  disorders 
Sensory  impairment 
Basal  ganglia  syndromes  (chorea, 
athetosis) 

Adults 

Acute  brain-syndrome 
Chronic  brain-syndrome  (dementia) 
Basal  ganglia  - syndromes  (Parkinson- 
ism, chorea,  athetosis) 

Spastic  paralysis 
Convulsive  state 
Speech  disorders 

Peripheral  neuropathy  (with  CO  poison- 
ing) 

VI.  METABOLIC  AND  ENDOGENOUS 
TOXIC 

1.  Cerebral 

Porphyria : 

Acute  brain-syndrome 
Convulsions 

Encephalopathy;  focal  impairment 
M!ay  mimic  schizophrenia  and  manic- 
depressive  psychosis 
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* Hepatic  failure 

Basal  ganglia-syndromes 
Acute  brain-syndrome 
Convulsions 
Hypoglycemic  episodes 
Coma 

Encephalopathy;  focal  impairment 
Cerebellar  impairment 

* Uremia 

Cerebral  depression  with  apathy, 
weakness,  stupor 
Acute  brain-syndrome 
Cerebral  irritation  with  meningism, 
twitching,  convulsions 
Encephalopathy;  focal  impairment 
Pseudohypoparathyroidism 
Convulsions 
Mental  retardation 
Toxemia  of  pregnancy 

(See  under  XI.  Pregnancy) 
Hemochromatosis 
Dysarthria 
Dysphagia 
Tremor 
Ataxia 
Hypotonia 

Blood  electrolyte  imbalance 
Sodium  depletion 
“Water  intoxication” 

Magnesium  depletion 
Acute  brain-syndrome 
Acute  encephalopathy 
Convulsions 

Disorders  of  lipid  metabolism 
Hand-Schuller-Christian 
Niemann-Pick 
Gaucher 

Xanthomatous,  lipid  and  granulo- 
matous infiltration  of  dura,  base 
of  brain,  at  times  brain  itself. 

2.  Spinal  Cord 

Porphyria 

Ascending  myelopathy  (bulbar) 
Uremia 

Ascending  myelopathy  (bulbar) 
Amyloidosis  (especially  primary)  myelo- 
pathy 

3.  Peripheral  Nerves 

Porphyria 

Amyloidosis  (especially  primary) 

Gout 

4.  Muscle  and  Motor  End-Plate 

Potassium  ion  deficiency 
“Periodic  paralysis” 

Hyperthyroidism 

In  treatment  of  diabetic  acidosis 

In  treatment  of  Addison’s  disease 


Excessive  treatment  with  ACTH, 
DOCA  or  cortisone 

Electrolyte  loss  in  vomiting,  diarrhea, 
draining  fistulae,  diuresis 
Starvation 
Hyperaldosteronism 
Renal  disease 
Potassium  ion  excess 
Renal  excretory  failure 
Diabetic  acidosis  (untreated) 
Addison’s  disease  (untreated) 

Severe  dehydration 

“Myositis,”  polymyositis;  “menopausal 
dystrophy” 

Pseudohyoparathyroidism 

Tetany 

VII.  CARDIO-VASCULAR 
1.  Cerebral  Arterial 

*Acute  loss  of  cerebral  vascular  support 
associated  with : 

Cardiac  arrest 
Stokes-Adams  syndrome 
Carotid  sinus  sensitivity 
Aortic  stenosis 
Tussive  syncope 
Buerger’s  disease 

* Hypertensive  encephalopathy  (“crises” 
and  malignant  forms  associated  with 
essential  and  secondary  hypertensive 
disease) 

Toxemia  of  pregnancy 
Arteritis 
Syphilitic 
Tuberculous 
Infected  embolus 
Acute  systemic  infectious  disease 

*Embolism;  sources 
Heart 
Lung 

Arteries  (aorta,  carotid,  vertebral) 
General  (air,  fat,  paradoxical) 
Dissecting  aneurism  (aortic  arch) 
Involves  carotid  origins 
Takayashu’s  syndrome 
Coarctation  of  aorta 
Carotid  hypertension 
May  be  accompanied  by: 

Aneurism,  Circle  of  Willis 
Polycystic  kidneys  (renal  hyperten- 
sion) 

Hemangioma  of  vertebra 
Congenital  cardiac  defects 

Infected  embolism  and  brain  abscess 
Paradoxical  embolism  (cerebral) 
Cerebral  hypoxia  (chronic  or  inter- 
mittent) 
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Convulsions,  loss  of  consciousness 
Embolism  with  cardiac  surgery 
Capillary  stagnation  and  thrombosis 
Polycythemia  (secondary)  with  cir- 
culatory stagnation,  thrombosis 
Other  (concomitant)  cerebral  ano- 
malies 

2.  Cerebral  Venous 

Migrating  thrombophlebitis  (may  be  as- 
sociated with  metastatic  carcinoma  or 
Buerger’s  disease) 

Thrombosis  associated  with  myocardial 
failure  (especially  right  heart) 

3.  Spinal 

Aneurism  of  abdominal  aorta 
Dissecting  aneurism  of  abdominal  aorta 
Embolism 

4.  Peripheral  Nerves 

Compression  of  left  recurrent  laryngeal 
nerve  by: 

Aortic  aneurism 
Dilated  left  atrium 
Severe  left  ventricular  failure 
Enlarged  left  pulmonary  artery 
(with  congenital  heart  defects) 
Ischemia  (especially  in  limbs,  distally 
with  involvement  of  intraneural  ar- 
terioles and  capillaries) 

Art  er  ioscl  erosis 
Buerger’s  disease 
Embolism 

Hematologic  disease  (thrombosis. 
See  above  III). 

VIII.  COLLAGEN  DISEASES 

Periarteritis  nodosa 
Systemic  (disseminated)  lupus 
Involved  in  focal  or  diffuse  manner : 
Cerebrum 

Brainstem  and  cranial  nerves 
Cerebral  blood  vessels 
Spinal  cord 
Peripheral  nerves 
Muscle : Dermatomyositis 

IX.  TRAUMATIC;  Physical  Agents 

1.  Cerebrum 

Hypoxia  (see  above  V.) 

Irradiation 

*Toxic  encephalopathy  from  burns 

* Hyperpyrexia  (insolation,  heat  stroke) 

2.  Cerebral  Vascular 

* Trauma  to  vertebral  and  carotid  ar- 

teries ; includes  violent  twisting  of 
neck. 


*Fat  embolism 
Air  embolism 

3.  Spinal  Cord 
Fat  embolism 
Air  embolism 

4.  Peripheral  Nerves 

Refrigeration  neuropathy 

X.  OSTEOGENIC 

1.  Cerebral 

Paget’s  disease 

Basilar  invagination  (“platybasia”) 
Cerebral  compression 
Closure  of  cranial  nerve  foramina 
Sarcomatous  degeneration 
Also  associated  with  basilar  invagina- 
tion: 

Osteomalacia : 

Hyperparathyroidism 
Osteogenesis  imperfecta 

2.  ^Spinal  and  Nerve  Root 

Spondylosis  (cervical) 

Pott’s  disease 
Paget’s  disease 
Trauma 

Metastatic  neoplasm 
Pyogenic  osteomyelitis 
Osteoarthritis 
Multiple  myeloma 
Sarcoma 
Achondroplasia 

3.  Peripheral  Nerve 

Callus  formation  (ulnar  notch;  head  of 
fibula) 

Spurs,  osteoma 
Fractures 

XI.  COMPLICATIONS  OF  PREGNANCY, 
PARTURITION,  PUERPERIUM 

1.  Cerebral 

* Toxemia  of  pregnancy  (eclampsia  ) 
Encephalopathy 
Hemorrhage 

*Idiopathic  epilepsy;  onset  or  aggravation 
with  pregnancy  or  postpartum 
Necrosis  anterior  lobe  of  pituitary  (es- 
pecially with  severe  postpartum  hem- 
orrhage; Sheehan’s  syndrome) 

Chorea  gravidarum  (often  associated 
with  rheumatic  fever) 

Brain  abscess,  sinus  thrombosis  from 
puerperal  sepsis 

Thiamin  deficiency  encephalopathy 
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Beri-beri,  Wernicke’s  with  vomiting  of 
pregnancy 
Toxic  effects  of 
Abortifacients 
Quinine 
Ergot 

Antibiotics  (sulfa,  pencillin,  strepto- 
mycin especially  with  anaphylactic 
reaction) 

2.  Cerebral  Vascular  (arterial  and  venous) 

* Arterial  hemorrhage  or  thrombosis 

Without  toxemia 
With  toxemia 

* Pregnancy  aggravating  essential  hyper- 

tension or  renal  disease  to  produce  hy- 
pertensive encephalopathy  (“hyperten- 
sive c r i s i s,”  “malignant  hyperten- 
sion”) or  renal  failure. 

Air  embolism  with  parturition,  post- 
partum or  induced  abortion. 
*Non-septic  venous  thrombosis 
Without  toxemia 
With  toxemia 

3.  Spinal 

Air  embolism  with  parturition  or  post 
partum 

Abscess  or  myelopathy  with  puerperal 
sepsis 

*Toxic  effects  of  spinal  anesthesia 
Arachnoiditis 
Radiculitis 

Cauda  equina  neuropathy 
Myelitis 

Extrusion  of  lumbar  disc  with  pregnancy 
or  parturition. 

4.  Peripheral  Nerves 
Polyneuritis 

Vomiting  plus  vitamin  deficiency 
Toxemia? 

Puerperal  sepsis 

Peripheral  neuropathy  due  to  injury  dur- 
ing anesthesia 

Injury  to  lumbosacral  plexus  during  par- 
turition 

Toxic  neuritis  from 
Abortificants  (Apiol) 

Antibiotics 

5.  Muscle  and  Motor  End-Plate 

Tetany  of  pregnancy  and  lactation 
Remission  of  myasthenia  gravis  during 
pregnancy 

XII.  ALLERGIC 

Encephalopathy 

Myelopathy 


Neuropathy 

* Postvaccinal  and  serum  reactions 

Reactions  seen  with  sensitivity  to  sulfa 
drugs,  antibiotics 

Some  acute  demyelinizing  and  necrotizing 
syndromes 

“Hyperergic  angiitis” 

XIII.  ""EXOGENOUS  TOXIC 

Published  in  detail,  Nebraska  State  Medi- 
cal Journal,  41 :435-437,  November,  1956. 

Current  Comment 

From  the  Omaha  World-Herald — 

Dr.  Charles  Ingham,  superintendent  of  the 
Norfolk  State  Hospital,  said  that  burglars 
pried  off  the  locks  of  all  vaults  at  the  hos- 
pital recently  and  took  narcotics  with  a re- 
tail value  of  two  hundred  dollars. 

It  was  the  first  burglary  in  the  history 
of  the  hospital. 

From  the  Omaha  World-Herald — 

Omaha  doctors  recently  aided  the  Red 
Cross  Blood  Center  with  a shot  in  the  arm. 
They  did  it  by  rolling  up  their  own  sleeves. 

It  was  part  of  the  center’s  special  “Medi- 
cal Day.”  Persons  connected  with  the  med- 
ical profession  had  been  invited  to  become 
blood  donors. 

The  center  reported  that  thanks  to  the 
doctors  the  daily  total  was  double  the  60 
pints  normally  received. 

Louisiana  Doctors  Lost  Homes, 

Offices,  Children — 

The  hurricane-flood  that  ripped  through 
southern  Louisiana,  June  27,  did  not  spare 
the  doctors.  Doctors  C.  W.  Clark,  G.  W.  Dix, 
and  S.  E.  Carter  lost  practically  all  their 
property,  homes,  hospital,  offices,  and  equip- 
ment. In  addition,  Doctor  Clark  lost  three 
of  his  five  children.  Regardless  of  these 
circumstances,  it  is  said,  these  doctors  liter- 
ally worked  without  sleep  for  days,  and 
many  lives  were  saved  as  a result  of  their 
efforts.  The  Louisiana  State  Medical  So- 
ciety is  displaying  its  “admiration  and 
gratitude”  by  contributions  to  help  these 
physicians  re-establish  their  practices  and 
their  homes. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  7,  Scottsbluff,  St.  Mary  Hos- 
pital 

September  21,  Kearney,  Good  Samaritan 
Hospital 

October  5,  O’Neill,  High  School 

October  26,  McCook,  St.  Catherine  Hos- 
pital 

POSTGRADUATE  COURSES  UNIVER- 
SITY OF  NEBRASKA  COLLEGE  OF 
MEDICINE — September  12  : “Psychiatry 
and  Neurology  in  the  General  Practice  Of- 
fice.” Fee  $10.00.  Auditorium,  Nebraska 
Psychiatric  Institute.  September  30-Octo- 
ber  1 and  2 : “Practical  Course  in  Electro- 
cardiography.” September  30-October  1 
and  2:  “Postgraduate  Program  Electro- 
cardiography.” 

ANNUAL  MEETING  OF  THE  NEBRAS- 
KA HEART  ASSOCIATION— October  3- 
5,  1957,  Hotel  Sheraton-Fontenelle,  Oma- 
ha. 

SYMPOSIUM  ON  NUTRITION  IN  PREG- 
NANCY— Under  Council  on  Nutrition  and 
Foods,  A.M.A.,  University  of  Missouri 
Medical  Center,  Columbia,  Mo.,  October 
11,  1957. 

THE  11TH  ANNUAL  POSTGRADUATE 
ASSEMBLY — San  Diego  County  General 
Hospital,  San  Diego,  California,  Septem- 
ber 18  and  19.  Contact  Haddon  Peck,  Jr., 
M.D.,  525  Hawthorn  St.,  San  Diego  1, 
California;  attention  Dr.  Stadel. 

A SYMPOSIUM  ON  PERIPHERAL  VAS- 
CULAR DISEASE  — Sponsored  by  the 
Minnesota  Heart  Association  and  the 
Mayo  Foundation,  at  the  Mayo  Clinic  and 
Foundation,  Sept.  23,  24,  and  25.  No 
registration  fee.  For  information  and 
reservations,  address  Dr.  Guy  W.  Daugh- 
erty, Chairman,  Symposium  Committee, 
200  First  Street  Southwest,  Rochester, 
Minn. 

FORTY-THIRD  ANNUAL  CLINICAL 
CONGRESS  — American  College  of  Sur- 
geons, Atlantic  City,  N.J.,  October  14 
through  18,  1957. 


TWENTY-SECOND  ANNUAL  CONGRESS 
— International  College  of  Surgeons, 
Palmer  House,  Chicago,  Sept.  8-12,  1957. 
For  further  information  address  Dr.  Ross 
T.  Mclntire,  Executive  Director,  Interna- 
tional College  of  Surgeons,  1516  Lake 
Shore  Drive,  Chicago  10,  111. 

SEVENTH  CONGRESS,  PAN  - PACIFIC 
SURGICAL  ASSOCIATION  — Honolulu, 
Hawaii,  Nov.  14-22,  1957. 

CENTRAL  ASSOCIATION  OF  OBSTE- 
TRICIAN AND  GYNECOLOGISTS— Oc- 
tober 24-26,  Sheraton-Fontenelle  Hotel, 
Omaha. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS— 1957  Annu- 
al Convention,  Oct.  31  to  Nov.  2,  Palmer 
House,  Chicago. 

MISSISSIPPI  VALLEY  MEDICAL  SOCI- 
ETY— 22nd  Annual  Meeting,  Hotel  Shera- 
ton-Jefferson,  St.  Louis,  Sept.  25  to  27, 
1957. 

AMERICAN  MEDICAL  WRITERS’  ASSO- 
CIATION — 14th  Annual  Meeting,  Hotel 
Sheraton- Jefferson,  St.  Louis,  Sept.  27-28. 

Call  for  Papers — 

Pursuant  to  the  recent  action  of  the  Scien- 
tific Assembly  Committee,  a call  for  papers 
is  being  made  now  to  all  members  of  the 
Nebraska  State  Medical  Association.  Any- 
one desiring  to  present  a paper  at  the  Annual 
Session  of  the  Association,  April  28,  29,  30, 
and  May  1,  1958,  must  place  his  name  ancl 
the  title  of  his  paper  in  the  hands  of  Dr. 
John  Batty,  Chairman,  Scientific  Assembly 
Committee,  McCook,  Nebraska,  not  later 
than  November  1,  1957. 

“Medicare”  Payments  to  Civilian  Hospitals — 

Nearly  37,000  billings  for  the  provision 
of  hospital  care  to  dependents  of  military 
personnel  have  been  received  by  the  De- 
partment of  Defense.  The  average  hospital 
claim  was  for  $96.48;  more  than  180,000 
days  of  hospital  care  were  provided  at  a cost 
of  more  than  3.5  million  dollars. 

For  this  program,  Mutual  of  Omaha  pro- 
vides administration  in  the  midwestern 
states  and  Blue  Cross  in  the  rest  of  the  na- 
tion as  well  as  in  Alaska,  Puerto  Rico  and 
Hawaii. 
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Nebraska  State  Medical  Association 


Kenneth  R.  Treptow,  M.D.,  was  born  April  20,  1929,  at  Ithaca,  Ne- 
braska, where  he  received  his  elementary  education.  He  graduated 
from  Wahoo  High  School.  Both  his  pre-medical  and  medical  training 
were  taken  at  the  University  of  Nebraska  from  which  he  graduated 
with  the  degree  Doctor  of  Medicine,  in  1953.  His  intership  was  served 
at  Immanuel  Hospital  in  Omaha. 

Doctor  Treptow’s  military  experience  included  three  years  with 
the  United  States  Air  Force. 

Doctor  Treptow  and  his  wife,  Retha,  are  the  parents  of  two  sons, 
Warren  Lee,  age  3%,  and  Douglas  Alan,  7 months. 

Among  Doctor  Treptow’s  hobbies  are  photography,  fishing  and 
Cub  Scout  work. 

He  is  currently  practicing  in  Bassett,  Nebraska. 


Louis  F.  Tribulato,  M.D.,  was  bom  in  Omaha,  February  24,  1929, 
where  he  attended  Clifton  Hill  grade  school  and  Benson  High  School. 
He  enrolled  at  the  Creighton  University  for  both  his  pre-medical  and 
medical  education,  and  graduated  with  the  degree  Doctor  of  Medicine, 
in  1953. 

He  completed  his  internship  at  the  United  States  Public  Health 
Hospital,  Staten  Island,  New  York. 

He  has  served  for  three  years  with  the  Public  Health  Service,  Divi- 
sion of  Indian  Health. 


Doctor  Tribulato  and  his  wife,  Madonna,  are  the  parents  of  two 
daughters,  Mary  Lucien,  2%  years,  and  Anne  Marie,  8 months. 

Doctor  Tribulato’s  hobbies  include  golf,  hunting,  photography  and 
travel. 

He  and  his  family  live  at  4135  Valley  St.,  Omaha. 
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S.  F.  Blattspieier,  M.D.,  was  born  April  13,  19522,  at  Tobias,  Ne- 
braska, where  he  received  his  elementary  education.  His  pre-medical 
work  was  taken  at  Northwestern  University.  For  his  medical  training 
he  enrolled  at  the  University  of  Nebraska  College  of  Medicine  from 
which  he  graduated  in  1955,  with  the  degree  Doctor  of  Medicine.  He 
completed  a one-year  rotating  internship  at  Spartanburg  General  Hos- 
pital, Spartanburg,  South  Carolina. 

Doctor  Blattspieler’s  military  experience  included  service  with  the 
U.S.  Navy  from  1943  to  1946. 

He  and  his  wife,  the  former  Beverly  Cahill,  have  one  child,  Jo 
Gen,  age  12  months. 

For  recreation  Doctor  Blattspieier  enjoys  hunting  and  fishing. 

Doctor  Blattspieier  practices  at  the  Sutherland  Clinic,  Sutherland, 
Nebraska. 


Howard  D.  Wesely,  M.D.,  is  a native  of  Prague,  Nebraska,  where 
he  was  bom  April  30,  1930.  He  attended  Prague  Public  School  and 
Teachers  College  High  School  at  the  University  of  Nebraska.  He  re- 
ceived his  pre-medical  and  medical  education  at  the  University  of  Ne- 
braska from  which  he  graduated  with  the  degree  Doctor  of  Medicine, 
in  1955.  He  interned  at  the  University  of  Nebraska  Hospital. 

He  is  a member  of  Alpha  Kappa  Kappa. 

Doctor  Wesely’s  wife,  Mitzi  Dolores,  is  a graduate  of  the  Univer- 
sity of  Nebraska  School  of  Nursing. 

Doctor  Wesely  practices  in  Howells. 


Evald  Prems,  M.D.,  was  bom  March  13,  1907.  A native  of  Tallium, 
Estonia,  he  received  his  elementary  education  there.  Both  his  pre- 
medical and  medical  training  were  taken  at  the  University  of  Tartu  - 
Dorpat,  Estonia,  from  which  he  graduated  with  the  degree  Doctor  of 
Medicine,  in  1934.  He  completed  a two-year  internship  at  the  same 
institution. 

While  in  Estonia,  Doctor  Prems  was  a member  of  the  Estonian 
Medical  Association. 

Doctor  Prems  and  his  family  came  to  the  United  States  in  1949. 
Since  this  time  he  has  been  practicing  at  the  Holdrege  Hospital,  Hold- 
rege,  Nebraska.  He  is  currently  a member  of  the  Phelps  County  Medi- 
cal Society. 

Doctor  Prems  and  his  wife,  Salli,  have  a daughter,  Anu,  age  18. 

Art,  music  and  photography  rank  high  among  Doctor  Prems  favor- 
ite pastimes. 
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A Grand  Invitation — 

Eli  Lilly  and  Company  have  given  the 
members  of  the  Nebraska  State  Medical 
Association  a cordial  invitation  to  an 
interesting,  instructive,  and  highly  en- 
tertaining affair.  This  invitation  is 
embodied  in  the  following  copy  of  the 
letter  from  the  company.  It  is  to  be 
hoped  that  our  Association  may  be  well 
represented  in  Indianapolis.  Those  who 
desire  to  accept  this  invitation  should 
write  Mr.  M.  C.  Smith,  our  executive 
secretary,  indicating  their  intentions. 
All  reservations  should  be  made  on  or 
before  October  1. 

Accommodations  will  be  available  for 
75  couples,  a total  of  150  people. 

Members  of  the  Academy  of  General 
Practice  will  be  allowed  three  hours 
credit  for  attending  this  meeting. 


Mr.  M.  C.  Smith,  Executive  Secretary 
Nebraska  State  Medical  Association 
206  South  13th  Street 
Lincoln  8,  Nebraska 

Dear  Mr.  Smith: 

Eli  Lilly  and  Company  extends  to  the 
members  of  the  Nebraska  State  Medical  As- 
sociation a most  cordial  invitation  to  visit 
its  laboratories  in  Indianapolis  on  Wednes- 
day, Thursday,  and  Friday,  November  6,  7, 
and  8,  1957.  Tentative  reservations  for 
these  dates  have  been  made  at  the  Sheraton- 
Lincoln  Hotel. 

The  wives  of  any  of  the  members  making 
the  trip  to  Indianapolis  are  most  cordially 
invited  to  accompany  the  group. 

If  these  dates  are  satisfactory,  we  ivould 
like  to  have  the  group  arrive  in  Indianapolis 
in  time  for  a reception  and  dinner  on 
Wednesday  evening,  November  6. 

On  Thursday  morning,  Novmber  7,  the 
group  would  visit  the  Kentucky  Avenue 
plant  ivhere  they  would  see  the  manufactur- 
ing of  antibiotics,  ampoules,  capsules,  and 
Gelseal  preparations;  as  ivell  as  the  finish- 
ing and  packaging  of  the  various  products. 
Thursday  afternoon  ivould  be  spent  at  the 
Lilly  Laboratories  for  Clinical  Research, 
where  members  of  our  medical  division 


ivould  discuss  with  the  group  some  of  the 
new  medicinal  preparations  and  some  of  the 
work  that  is  now  going  on  in  medical  re- 
search. During  this  time,  the  wives  would 
be  given  the  opportunity  to  shop  in  the  va- 
rious downtown  stores. 

The  banquet  would  be  held  Thursday  eve- 
ning, and  a number  of  our  executives  and 
their  wives  would  be  invited  to  join  the 
group. 

On  Friday,  the  entire  day  would  be  spent 
at  the  McCarty  Street  plant.  A group  pic- 
ture would  be  taken  in  the  morning,  and 
each  physician  would  receive  a copy.  Friday 
morning  would  be  spent  visiting  the  Re- 
search Laboratories;  and  then  on  Friday 
afternoon,  the  group  would  visit  the  manu- 
facturing departments  where  they  would  see 
the  prodution  of  Iletin  (Insulin,  Lilly)  and 
liver  products,  ointments,  fluid  extracts, 
elixirs,  tablets,  and  many  other  pharmaceu- 
tical preparations. 

If  the  group  travels  by  train  and  they  de- 
cide to  depart  from  Indianapolis  late  Friday 
afternoon,  Eli  Lilly  and  Company  ivill  be 
delighted  to  provide  dinner  en  route  to  Chi- 
cago that  evening. 

The  expenses  that  the  members  of  your 
association  would  have  on  this  trip  would  be 
their  transportation  to  and  from  Indian- 
apolis. Upon  their  arrival  in  Indianapolis, 
they  ivould  be  guests  of  the  company  for  ho- 
tel accommodations,  meals,  and  any  enter- 
tainment that  is  made  available  to  the  entire 
group. 

Eli  Lilly  and  Company  would  be  highly 
complimented  if  the  Nebraska  State  Medical 
Association  finds  it  convenient  to  make  a vis- 
it to  our  laboratories. 

Mr.  M.  H.  Sorensen,  our  representative 
in  Lincoln,  Nebraska,  ivill  be  very  happy  to 
work  closely  with  you  concerning  details  for 
the  trip. 

We  look  forward  with  a great  deal  of 
pleasure  to  the  possibility  of  the  visit  of 
your  association. 

Very  truly  yours, 

A.  J.W.  LaBIEN, 

Vice  President  Marketing. 


462 


Nebraska  S.  M.  J. 


DELEGATE’S  REPORT  OF  THE  PROCEEDINGS 

OF  THE  HOUSE  OF  DELEGATES  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 
ANNUAL  SESSION,  1957 
EARL  F.  LEININGER,  M.D. 

McCook,  Nebraska 
Delegate  to  A.M.A. 

The  106th  Annual  Meeting  of  the  House 
of  Delegates  to  the  American  Medical  Asso- 
ciation was  held  at  the  Waldorf  Astoria  Ho- 
tel in  New  York,  June  3rd  to  the  7th,  1957, 
and  it  is  my  duty,  as  your  delegate,  to  give 
you  a report  of  the  proceedings. 

The  House  of  Delegates  convened  on  Mon- 
day morning,  June  3,  1957,  with  the  invoca- 
tion by  Rabbi  William  F.  Rosenblum.  This 
was  followed  by  announcements  by  the 
Speaker,  Vincent  Askey,  the  introduction  of 
distinguished  guests,  the  report  from  Presi- 
dent Dwight  Murray  and  an  address  of  the 
President-Elect  David  B.  Allman.  The  Board 
of  Trustees  and  the  various  councils  then 
reported.  New  business  was  then  taken  up 
which  consisted  of  the  introduction  of  reso- 
lutions. 

The  revision  of  the  Principles  of  Medical 
Ethics,  relations  with  the  United  Mine  Work- 
ers of  America  Welfare  and  Retirement 
Fund,  the  federal  government’s  Medicare 
program,  new  standards  for  medical  schools, 
a new  statement  on  occupational  health  pro- 
grams and  the  issue  of  Social  Security  bene- 
iits  for  physicians  were  among  the  wide  va- 
riety of  subjects  acted  upon  by  the  House  of 
Delegates. 

Dr.  Gunnar  Gundersen  of  La  Crosse,  Wis., 
member  of  the  A.M.A.  Board  of  Trustees 
since  1948,  and  chairman  for  the  past  two 
years,  was  unanimously  chosen  president- 
elect for  the  year  ahead.  Dr.  Gundersen, 
who  also  was  first  chairman  of  the  Joint 
Commission  on  Accreditation  of  Hospitals, 
from  1951  to  1953,  will  become  president  of 
the  American  Medical  Association  at  the 
June,  1958,  meeting  in  San  Francisco.  There 
he  will  succeed  Dr.  David  B.  Allman  of  At- 
lantic City,  N.J.,  who  became  the  111th  pres- 
ident at  the  Tuesday  night  inaugural  cere- 
mony in  the  Grand  Ballroom  of  the  Waldorf- 
Astoria  Hotel. 

The  House  of  Delegates  voted  the  1957 
Distinguished  Service  Award  of  the  Amer- 
ican Medical  Association  to  Dr.  Tom  Doug- 
las Spies,  head  of  the  department  of  nutri- 
tion and  metabolism  at  Northwestern  Uni- 
versity Medical  School,  Chicago,  and  direc- 


tor of  the  nutrition  clinic  at  Hillman  Hos- 
pital, Birmingham,  Ala.,  for  his  outstanding 
contributions  to  the  science  of  human  nutri- 
tion. For  only  the  third  time  in  A.M.A.  his- 
tory, the  House  also  voted  a special  citation 
to  a layman  for  outstanding  service  in  ad- 
vancing the  ideals  of  medicine  and  contribut- 
ing to  the  public  welfare.  Recipient  of  this 
award  was  Henry  Viscardi,  Jr.,  of  West 
Hempstead,  N.Y.,  founder  and  president  of 
Abilities,  Inc.,  which  employs  only  severely 
disabled  persons. 

Physician-registration  at  the  New  York 
meeting  had  already  reached  an  all-time  high 
at  5 p.m.  Thursday  with  18,982  counted  and 
scores  of  registration  cards  still  unprocessed. 
The  previous  high  was  chalked  up  at  the 
1953  New  York  meeting  when  the  five-day 
total  was  17,958  physicians. 

NEW  PRINCIPLES  OF  MEDICAL 
ETHICS 

The  House  approved  the  long-discussed 
revision  of  the  Principles  of  Medical  Ethics, 
originally  submitted  at  the  1956  annual 
meeting  in  Chicago.  The  final  version,  pre- 
sented by  the  Council  on  Constitution  and 
By-Laws  and  then  amended  by  reference 
committee  and  House  discussions  in  New 
York,  now  reads  as  follows: 

‘‘PREAMBLE 

“These  principles  are  intended  to  aid 
physicians  individually  and  collective- 
ly in  maintaining  a high  level  of  ethical 
conduct.  They  are  not  laws  but  stand- 
ards by  which  a physician  may  deter- 
mine the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  col- 
leagues, with  members  of  allied  profes- 
sions, and  with  the  public. 

“ Section  1 — The  principal  objective 
of  the  medical  profession  is  to  render 
service  to  humanity  with  full  respect  for 
the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrust- 
ed to  their  care,  rendering  to  each  a full 
measure  of  service  and  devotion. 

“Section  2 — Physicians  should  strive 
continually  to  improve  medical  knowl- 
edge and  skill,  and  should  make  avail- 
able to  their  patients  and  colleagues  the 
benefits  of  their  professional  attain- 
ments. 

“ Section  3 — A physician  should  prac- 
tice a method  of  healing  founded  on  a 
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scientific  basis;  and  he  should  not  vol- 
untarily associate  professionally  with 
anyone  who  violates  this  principle. 

“Section  4, — The  medical  profession 
should  safeguard  the  public  and  itself 
against  physicians  deficient  in  moral 
character  or  professional  competence. 
Physicians  should  observe  all  laws,  up- 
hold the  dignity  and  honor  of  the  pro- 
fession and  accept  its  self-imposed  dis- 
ciplines. They  should  expose,  without 
hesitation,  illegal  or  unethical  conduct 
of  fellow  members  of  the  profession. 

“Section  5 — A physician  may  choose 
whom  he  will  serve.  In  an  emergency, 
however,  he  should  render  service  to  the 
best  of  his  ability.  Having  undertaken 
the  care  of  a patient,  he  may  not  neglect 
him;  and  unless  he  has  been  discharged 
he  may  discontinue  his  services  only  aft- 
er giving  adequate  notice.  He  should 
not  solicit  patients. 

“Section  6 — A physician  should  not 
dispose  of  his  services  under  terms  or 
conditions  which  tend  to  interfere  with 
or  impair  the  free  and  complete  exercise 
of  his  medical  judgment  and  skill  or 
tend  to  cause  a deterioration  of  the 
quality  of  medical  care. 

Section  7 — In  the  practice  of  medicine 
a physician  should  limit  the  source  of 
his  professional  income  to  medical  serv- 
ices actually  rendered  by  him,  or  under 
his  supervision,  to  his  patients.  His  fee 
should  be  commensurate  with  the  serv- 
ices rendered  and  the  patient’s  ability 
to  pay.  He  should  neither  pay  or  re- 
ceive a commission  for  referral  of  pa- 
tients. Drugs,  remedies  or  appliances 
may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  inter- 
ests of  the  patient. 

“Section  8 — A physician  should  seek 
consultation  upon  request;  in  doubtful 
or  difficult  cases;  or  whenever  it  ap- 
pears that  the  quality  of  medical  service 
may  be  enhanced  thereby. 

“Section  9 — A physician  may  not  re- 
veal the  confidences  entrusted  to  him  in 
the  course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the  char- 
acter of  patients,  unless  he  is  required  to 
do  so  by  law  or  unless  it  becomes  neces- 
sary in  order  to  protect  the  welfare  of 
the  individual  or  of  the  community. 


“Section  10 — The  honored  ideals  of 
the  medical  profession  imply  that  the 
responsibilities  of  the  physician  extend 
not  only  to  the  individual,  but  also  to  so- 
ciety where  these  responsibilities  de- 
serve his  interest  and  participation  in 
activities  which  have  the  purpose  of  im- 
proving both  the  health  and  the  well- 
being of  the  individual  and  the  com- 
munity.” 

In  approving  the  new  Principles  of  Med- 
ical Ethics,  the  House  of  Delegates  also  re- 
affirmed the  “Guides  for  Conduct  for  Physi- 
cians in  Relationships  with  Institutions,” 
adopted  in  1951,  and  requested  the  Board  of 
Trustees  to  devise  and  initiate  a campaign  to 
educate  both  physicians  and  the  general  pub- 
lic to  the  dangers  inherent  in  the  illegal  cor- 
porate practice  of  medicine  in  its  various 
forms. 

GUIDES  FOR  RELATIONS  WITH 
U.M.W.A.  FUND 

In  a key  action  on  the  basic  issue  of  third- 
party  intervention,  as  it  affects  the  patient’s 
free  choice  of  physician  and  the  physician’s 
method  of  remuneration,  the  House  adopted 
the  “Suggested  Guides  to  Relationships  Be- 
tween State  and  County  Medical  Societies 
and  the  United  Mine  Workers  of  America 
Welfare  and  Retirement  Fund,”  which  were 
submitted  by  the  A.M.A.  Committee  on  Med- 
ical Care  for  Industrial  Workers.  In  ap- 
proving the  guides,  the  House  also  recom- 
mended that  the  Board  of  Trustees  study  the 
feasibility  and  possibility  of  setting  up  sim- 
ilar guides  for  relations  with  other  third- 
party  groups  such  as  management  and  labor 
union  plans. 

The  statement,  which  outlines  both  med- 
ical society  and  U.M.W.A.  responsibilities, 
contains  these  “General  Guides 

“1.  All  persons,  including  the  benefi- 
ciaries of  a third-party  medical  program 
such  as  the  U.M.W.A.  Fund,  should  have 
available  to  them  good  medical  care  and 
be  free  to  select  their  own  physicians  from 
among  those  willing  and  able  to  render  such 
service. 

“2.  Free  choice  of  physician  and  hos- 
pital by  the  patient  should  be  preserved: 

“a.  Every  physician  duly  licensed  by 
the  state  to  practice  medicine  and  sur- 
gery should  be  assumed  at  the  outset  to 
be  competent  in  the  field  in  which  he 
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claims  to  be,  unless  considered  other- 
wise by  his  peers. 

“b.  A physician  should  accept  only 
such  terms  or  conditions  for  dispensing 
his  services  as  will  insure  his  free  and 
complete  exercise  of  independent  med- 
ical judgment  and  skill,  insure  the  qual- 
ity of  medical  care,  and  avoid  the  ex- 
ploitation of  his  services  for  financial 
profit. 

“c.  The  medical  profession  does  not 
concede  to  a third  party  such  as  the 
U.M.W.A.  Welfare  and  Retirement 
Fund  in  a medical  care  program  the  pre- 
rogative of  passing  judgment  on  the 
treatment  rendered  by  physicians  in- 
cluding the  necessity  of  hospitalization, 
length  of  stay  and  the  like. 

“3.  A fee-for-service  method  of  payment 
for  physicians  should  be  maintained  except 
under  unusual  circumstances.  These  un- 
usual circumstances  shall  be  determined  to 
exist  only  after  a conference  of  the  liaison 
committee  and  representatives  of  the  Fund. 

“4.  The  qualifications  of  physicians  to  be 
on  the  hospital  staff  and  membership  on  the 
hospital  staffs  is  to  be  determined  solely  by 
local  hospital  staffs  and  by  local  governing 
boards  of  hospitals.” 

THE  MEDICARE  PROGRAM 

The  House  considered  three  resolutions 
dealing  with  the  federal  government’s  Medi- 
care program  for  the  dependents  of  service- 
men. The  delegates  adopted  one  resolution 
condemning  any  payments  under  the  Medi- 
care program  “to  or  on  behalf  of  any  resi- 
dent, fellow,  intern  or  other  house  officer  in 
similar  status  who  is  participating  in  a train- 
ing program.”  Government  sanction  of  such 
payments,  the  House  declared,  would  give 
impetus  to  the  improper  corporate  practice 
of  medicine  by  hospitals  or  other  nonmedical 
bodies.  Such  proposals,  the  House  added, 
would  violate  traditional  patterns  of  Ameri- 
can medical  practices,  seriously  aggravate 
problems  of  hospital-physician  relationships, 
encourage  charges  by  hospitals  for  residents’ 
services  to  patients  not  under  the  Medicare 
program,  and  create  a variety  of  additional 
problems  in  such  areas  as  medical  licensure 
and  health  insurance. 

In  another  action  on  Medicare,  the  House 
recommended  that  the  decision  on  type  of 
contract  and  whether  or  not  a fee  schedule 


is  included  in  future  contract  negotiations 
should  be  left  to  individual  state  determina- 
tion. In  this  connection,  however,  the 
House  restated  the  A.M.A.  contention  that: 
the  Dependent  Medical  Care  Act  as  enacted 
by  Congress  does  not  require  fixed  fee  sched- 
ules ; the  establishment  of  such  schedules 
would  be  more  expensive  than  permitting 
physicians  to  charge  their  normal  fees,  and 
fixed  fee  schedules  would  ultimately  dis- 
rupt the  economics  of  medical  practice. 

The  House  also  suggested  that  the  A.M.A. 
attempt  to  have  existing  Medicare  regula- 
tions amended  to  incorporate  the  Associa- 
tion’s policy  that  the  practice  of  anesthesi- 
ology, pathology,  radiology,  and  physical 
medicine  constitute  the  practice  of  medicine, 
and  that  fees  for  services  by  physicians  in 
these  specialties  should  be  paid  to  the  physi- 
cian rendering  the  services. 

NEW  STATEMENT  ON  MEDICAL 
SCHOOLS 

To  replace  the  “Essentials  of  an  Accept- 
able Medical  School,”  initially  approved  by 
the  House  of  Delegates  in  1910  and  most  re- 
cently revised  in  1951,  the  House  adopted  a 
new  statement  entitled  “Functions  and 
Structure  of  a Modern  Medical  School.” 
Presentation  of  the  document  followed  a year 
of  careful  study  by  the  Council  on  Medical 
Education  and  Hospitals  in  collaboration 
with  the  Association  of  American  Medical 
Colleges. 

The  statement  is  intended  to  provide  flex- 
ible guides  which  will  “assist  in  attaining 
medical  education  of  ever  higher  standards” 
and  “serve  as  general  but  not  specific  cri- 
teria in  the  medical  school  accreditation  pro- 
gram.” The  document  encourages  soundly 
conceived  experimentation  in  medical  educa- 
tion, and  it  discourages  excessive  concern 
with  standardization. 

“No  rigid  curriculum  can  be  prescribed 
for  accomplishing  the  objectives  of  medical 
education,”  it  states.  “On  the  contrary,  it 
is  the  responsibility  of  the  faculty  of  each 
school  continually  to  re-evaluate  its  curricu- 
lum and  to  provide  in  accordance  with  its 
own  particular  setting  and  in  recognition  of 
advances  in  science  a sound  and  well-inte- 
grated educational  program.” 

OCCUPATIONAL  HEALTH 
PROGRAMS 

The  House  also  approved  a new  statement 
on  the  “Scope,  Objectives  and  Functions  of 
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Occupational  Health  Programs,”  submitted 
through  the  Board  of  Trustees  by  the  Coun- 
cil on  Industrial  Health.  The  Board  report 
to  the  House  said : “The  statement  describes 
and  defines  orthodox  in-plant  medical  pro- 
grams as  understood  in  this  country  today 
and  distinguishes  clearly  between  such  pro- 
grams and  the  various  plans  for  comprehen- 
sive medical  care  of  the  sick.  It  should  help 
to  resolve  misunderstandings  concerning  the 
specialty  of  occupational  medicine.” 

In  adopting  the  statement,  the  House 
agreed  with  a reference  committee  report 
which  declared  that  “the  House  has  before 
it  a statement  which  for  the  first  time  clear- 
ly defines  the  scope,  objectives  and  func- 
tions of  occupational  health  programs.  It 
marks  the  needs  and  boundaries  of  occupa- 
tional medicine.  It  states  in  a positive  fa- 
shion the  proper  place  of  occupational 
health  programs  in  the  practice  of  medicine 
and  it  clearly  charts  the  pathways  of  com- 
munication between  physicians  in  occupa- 
tional health  programs  and  physicians  in 
the  private  practice  of  medicine. 

SOCIAL  SECURITY  FOR  DOCTORS 

Two  resolutions  favoring  compulsory  in- 
clusion of  physicians  in  the  federal  Social 
Security  system  and  another  one  calling  for 
a nationwide  referendum  of  A.M.A.  mem- 
bers on  the  issue  were  rejected  by  the 
House.  The  delegates  reaffirmed  their  op- 
position to  compulsory  coverage  of  physi- 
cians under  the  Old  Age  and  Survivors  In- 
surance provisions  of  the  Social  Security 
Act.  They  also  recommended  a strongly 
stepped-up  informational  program  of  educa- 
tion which  will  reach  every  member  of  the 
Association,  explaining  the  reasons  under- 
lying the  position  of  the  House  of  Delegates 
on  this  issue.  The  House  at  the  same  time 
reaffirmed  its  support  of  the  Jenkins-Keogh 
Bills. 

MISCELLANEOUS  ACTIONS 

In  considering  66  resolutions  and  many 
additional  reports  from  the  Board  of  Trust- 
ees, councils  and  committees,  the  House 
also : 

Congratulated  the  Board  and  the  Commit- 
tee on  Poliomyelitis  for  their  prompt  action 
in  stimulating  national  interest  in  the  polio 
immunization  program; 

Recommended  further  study  and  a pro- 
gressive program  of  action,  probably  in- 


cluding legislative  changes,  to  solve  the 
problem  of  narcotic  addiction; 

Urged  a more  careful  screening  of  tele- 
vision and  radio  patent  medicine  advertise- 
ments; 

Directed  the  Board  of  Trustees  to  investi- 
gate the  indiscriminate  use  of  stimulants 
such  as  amphetamine,  particularly  in  rela- 
tion to  athletic  programs; 

Directed  the  Speaker  to  appoint  a com- 
mittee of  five  House  members  to  study  the 
Heller  Report,  a management  survey  of  the 
Association’s  organizational  mechanisms; 

Commended  the  Law  Department  for  its 
special  report  on  professional  liability  and 
urged  state  and  county  medical  societies  to 
establish  claims-prevention-programs  and  to 
show  the  new  film,  “The  Doctor  Defendant;” 

Opposed  the  establishment  of  any  further 
veterans’  facilities  for  the  care  of  non- 
service-connected illnesses  of  veterans; 

Condemned  the  compulsory  assessment  of 
medical  men  and  staff  members  by  hospitals 
in  fund-raising  campaigns ; 

Commended  the  television  program,  Dr. 
Hudson’s  Secret  Journal,  its  producers  and 
its  star,  Mr.  John  Howard,  for  an  outstand- 
ing contribution  to  the  public  interest  and 
welfare,  and 

Recommended  payment  of  transportation 
expenses  of  Section  Secretaries  for  A.M.A. 
meetings  which  they  are  required  to  attend. 

OPENING  SESSION 

At  the  Monday  opening  session  Dr. 
Dwight  Murray,  retiring  A.M.A.  president, 
stressed  the  triple  theme  of  the  personal 
touch  in  medicine,  the  necessity  for  freedom 
in  medical  practic  and  the  need  for  profes- 
sional unity.  Dr.  Allman,  then  president- 
elect, warned  against  the  dangers  of  third- 
part  contractual  agreements  involving  fixed 
fee  schedules.  The  Goldberger  Award  in 
nutrition  research  was  presented  to  Dr.  Paul 
Gyorgy  of  Philadelphia.  An  A.M.A.  citation 
was  awarded  to  the  Parke-Davis  & Company 
for  its  continuing  series  of  institutional  ad- 
vertisements telling  the  story  of  medicine 
and  medical  progress.  Dr.  H.  G.  Weiskot- 
ten,  who  retired  after  many  years  as  chair- 
man of  the  Council  on  Medical  Education 
and  Hospitals,  received  two  bound  volumes 
of  letters  of  appreciation  and  also  an  ovation 
from  the  House  of  Delegates. 
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INAUGURAL  CEREMONY 

Dr.  Allman,  in  his  Tuesday  night  inaug- 
ural address,  declared  that  the  physician  is 
constantly  striving  for  a balance  between 
personal,  human  values,  scientific  realities 
and  the  inevitabilities  of  God’s  will.  The 
inaugural  ceremony,  which  was  telecast  over 
Station  WABD-TV  in  New  York,  included 
presentation  of  the  Distinguished  Service 
Award  to  Dr.  Spies  and  the  special  layman’s 
citation  to  Mr.  Viscardi.  Also  taking  part  in 
the  program  was  the  United  States  Army 
Chorus  of  Washington,  D.C. 

ELECTION  OF  OFFICERS 

In  addition  to  Dr.  Gundersen,  the  new 
president-elect,  the  following  officers  were 
selected  by  the  House  on  Thursday: 

Dr.  Jesse  Hamer  of  Phoenix,  Ariz.,  vice 
president;  Dr.  George  F.  Lull  of  Chicago, 
secretary;  Dr.  J.  J.  Moore  of  Chicago, 
treasurer;  Dr.  E.  Vincent  Askey  of  Los  An- 
geles, speaker,  and  Dr.  Louis  Orr  of  Orlando, 
Fla.,  vice  speaker. 

Four  new  members  were  elected  to  the 
Board  of  Trustees:  Dr.  George  Fister  of 
Ogden,  Utah,  to  succeed  Dr.  James  R.  Ruel- 
ing;  Dr.  Cleon  Nafe  of  Indianapolis,  Ind.,  to 
succeed  Dr.  James  R.  McVay;  Dr.  James  Z. 
Appel  of  Lancaster,  Pa.,  to  replace  the  late 
Dr.  Thomas  P.  Murdock,  and  Dr.  Raymond 
McKeown  of  Coos  Bay,  Ore.,  to  replace  Dr. 
Gundersen.  Dr.  Edwin  S.  Hamilton  of  Kan- 
kakee, 111.,  was  elected  chairman  of  the 
Board  at  its  organizational  meeting  after  the 
elections  in  the  House. 

Dr.  Homer  L.  Pearson,  Jr.,  of  Coral  Ga- 
bles, Fla.,  was  renamed  to  the  Judicial  Coun- 
cil. Two  new  members  were  elected  to  the 
Council  on  Medical  Education  and  Hospitals ; 
Dr.  Clark  Wescoe  of  Lawrence,  Kansas,  to 
succeed  Dr.  Weiskotten,  and  Dr.  Warde  B. 
Allan  of  Baltimore,  Md.,  to  succeed  Dr.  F.  D. 
Murphy  of  Lawrence  Kansas. 

For  the  Council  on  Medical  Service,  Dr. 
Robert  L.  Novy  of  Detroit,  Mich.,  was  re- 
elected, and  Dr.  Hoyt  Woolley  of  Idaho  Falls, 
Idaho,  was  chosen  to  replace  Dr.  McKeown. 
Dr.  Warren  W.  Furey  of  Chicago  was  re- 
elected to  the  Council  on  Constitution  and 
By-Laws. 

At  the  Wednesday  session  of  the  House 
the  Illinois  State  Medical  Society  made  a 
record  state  society  contribution  to  the  Am- 
erican Medical  Education  Foundation  by 


turning  over  $170,450  to  Dr.  Louis  H.  Bauer 
of  New  York,  foundation  president. 

I am  sure,  as  you  read  this  report,  that 
the  need  for  vigilance  among  our  own  mem- 
bers and  their  continued  support  of  organ- 
ized medicine  becomes  more  apparent. 

I am  sure  every  ethical  physician  should 
be  a member  of  his  society  and  give  of  his 
time  as  well  as  his  money  to  fight  the  forces 
which  are  constantly  attempting  to  socialize 
medicine. 

Social  Security  Coverage 
for  Physicians  and  the 
Keogh-Jenkins  Bills 

ERNEST  B.  HOWARD.  M.D. 

Assistant  Secretary, 

American  Medical  Association 
Chicago,  Illinois 

The  following  factual  and  informative  discus- 
sion was  presented  to  the  Nebraska  State  Medical 
Association  at  a luncheon,  May  16,  1S57.  Doctor 
Howard's  presentation  was  recorded  by  the  steno- 
typist.  Transcription  of  his  remarks  was  not  pre- 
sented to  the  author  for  review  and  editing,  and 
no  effort  has  been  made  to  rebuild  this  material 
into  anything  but  what  it  was  — a talk.  It  is 
of  such  importance  to  those  who  want  factual 
information  about  ''Jenkins-Keogh''  legislation 
and  about  our  Social  Security  System  that  it  is 
being  published  "unpolished." 

—EDITOR 

“Social  Security  benefits  are  gratui- 
ties to  be  paid  to  individuals.  The  Act 
creates  no  contractural  obligation  with 
respect  to  payment  of  benefits 

Dr.  McCarthy,  Ladies  and  Gentlemen: 

I am  glad  to  be  here  to  discuss  this  very 
controversial  and  complex  subject.  I would 
like  to  make  it  clear  immediately  that  my 
mission  here  is  to  sell  nothing.  I am  not 
here  to  sell  you  the  A.M.A.’s  point  of  view 
or  to  give  you  ammunition  either  to  oppose 
it  or  reject  it.  I was  asked  to  come  here  to 
sum  up  factually,  impartially,  the  pros  and 
cons  of  this  question  of  Social  Security  and 
coverage  for  physicians  and  I shall  try  to 
do  that.  It  is  going  to  take  a little  while 
because  there  is  so  much  background,  but  I 
shall  make  it  as  brief  and  as  succinct  as  pos- 
sible and  leave  it  to  you  to  introduce  ques- 
tions when  I am  through. 

KEOGH-JENKINS  BILLS 
Let’s  start  with  the  least  controversial 
question  that  we  are  going  to  consider  today 
— the  Keogh-Jenkins  bills.  We  will  come  to 
Social  Security  in  a moment. 
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As  you  know,  the  American  Medical  As- 
sociation and  many  other  organizations  rep- 
resenting approximately  eleven  million  self- 
employed  persons  have  strongly  endorsed  the 
Keogh-Jenkins  proposal.  In  a word,  these 
bills  will  make  it  possible  to  set  aside  on  a 
tax-deferment  basis  a proportion  of  current 
earnings,  $5,000  or  10%  of  the  annual  in- 
come, whichever  is  less,  into  a restricted  re- 
tirement fund,  trusteed  by  a bank  or  a re- 
stricted retirement  insurance  policy  under- 
written by  an  insurance  company.  If  you 
set  aside,  let’s  say,  $500  this  year  into  an  ap- 
proved retirement  fund  or  policy,  you  would 
not  pay  taxes  on  that  $500  this  year,  and  as 
your  money  accumulated  over  the  years  you 
would  be  permitted  to  remove  that  money 
either  in  a lump  sum  or  annually  at  the  age 
of  65  and  you  would  pay  taxes  at  that  time, 
presumably  at  a lower  income  level. 

We  have  supported  that  bill  because, 
briefly,  we  believe  it  is  equitable,  for  this 
reason : about  22  million  employees  are  now 
participating  in  approximately  11,000  pen- 
sion plans  sponsored  by  management  primar- 
ily and  the  contributions  by  management  in- 
to these  pension  funds  are  not  taxable  to 
management  or,  of  course,  to  the  employee. 
The  employee,  when  he  retires,  has  the  priv- 
ilege of  withdrawing  that  money,  at  which 
time  tax  is  paid.  So  that  employees  under 
corporate  plans  for  some  years  now  have  had 
the  privilege  of  setting  aside  a certain 
amount  of  income  from  management  without 
paying  taxes.  The  self-employed  have  not 
had  the  same  type  of  privilege.  These  bills 
attempt  to  remove  what  is  essentially  an  in- 
equity. 

You  probably  have  heard  that  the  House 
Ways  and  Means  Committee  in  the  last  two 
weeks  are  passing  through  what  might  be 
the  crucial  consideration  of  these  bills  and 
it  is  of  the  utmost  importance  that  every 
physician,  every  society  make  known  their 
desires  that  favorable  consideration  be  given 
to  these  bills.  It  is  probable  that  if  the  bills 
can  be  reported  favorably  by  the  House 
Ways  and  Means  Committee  to  the  House  of 
Representatives  the  bills  may  be  adopted  by 
the  Senate  and  thereupon  become  law. 

I don’t  like  to  discuss  this  too  much  but  I 
would  like  to  give  you  quickly  the  legislative 
situation  which  is  quite  clouded.  It  is  un- 
clear because  there  are  many  other  groups 
which  are  trying  to  promote  somewhat  sim- 
ilar programs  and  the  fact  that  they  are  pro- 
moting these  programs  that  have  a remote 


relationship  to  the  Keogh-Jenkins  approach 
is  clouding  the  legislative  picture. 

F or  example,  the  employees  of  the  railroad 
union  began  last  year  to  agitate  for  tax  de- 
ductibility of  their  contributions  to  their  pen- 
sion system.  Furthermore,  considerable 
pressure  has  developed  in  the  last  year  for 
tax  deductibility  of  Social  Security  contribu- 
tions, 70  million-odd  people  contributing.  As 
you  can  realize,  readily,  these  attempts  to 
extend  the  tax  deductibility  of  contributions 
into  pension  funds  of  other  groups  have 
made  our  job  much  more  difficult. 

The  Treasury  opposes  the  Keogh-Jenkins 
bills.  Secretary  Humphrey  has  testified.  He 
has  supported  the  equity  defense  of  this  pro- 
posal but  he  has  opposed  it  because  of  loss 
of  revenue  to  the  Treasury.  It  is  his  feel- 
ing that  the  bills  should  not  be  adopted  un- 
less and  until  an  across-the-board  tax  deduc- 
tion is  voted  by  the  Congress.  He  would 
then  support  them  under  those  circum- 
stances where  the  tax  deferment  proposal 
was  part  of  an  overall  package  providing  for 
reduced  taxes  for  all  people. 

Secretary  Folsom  of  the  Department  of 
Health,  Education  and  Welfare,  is  strongly 
opposed  to  the  bills  for  the  same  reason  as 
Secretary  Humphrey,  but  he  is  particularly 
opposed  to  them  especially  in  relation  to 
physicians  because  physicians  are  not  cov- 
ered under  the  Social  Security  System.  Mr. 
Folsom  happens  to  feel  very  strongly  that  it 
is  the  public  duty  of  physicians  to  be  under 
Social  Security  and  he  has  said  to  commit- 
tees of  A.M.A. : “If  you  fellows  get  under 
Social  Security  I may  adopt  a more  lenient 
attitude  toward  Keogh-Jenkins.” 

So  that  is  the  situation.  We  cannot  say 
definitely  we  are  going  to  win  this  battle 
because  there  are  many  ramifications  and 
ancillary  issues  that  surround  it.  So  much 
for  that. 

SOCIAL  SECURITY  ACT— TITLE  II : 
O.A.S.I. 

Let’s  get  to  Social  Security  and  we  are 
talking  here  not  about  the  Social  Security 
Act  which  combines  within  it  a great  many 
different  programs  but  about  Title  II  spe- 
cifically, Old  Age  and  Survivors  Insurance. 
That  developed  in  1935  at  a time  when  there 
was  a tremendous  depression  with  a large 
number  of  unemployed,  and  its  primary  pur- 
pose was  to  establish  a minimum  basis  of 
economic  security  for  those  workers  who  re- 
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tired  at  the  age  of  65.  One  incidental  objec- 
tive was  to  remove  a certain  number  of  work- 
ers from  the  labor  market. 

In  1939  the  system  was  markedly  expand- 
ed to  include  for  the  first  time  benefits  for 
survivors  of  workers  and  the  dependents  of 
survivors,  children  under  18.  That  repre- 
sented a tremendous  expansion  of  the  group 
which  originally,  in  1935,  had  included  only 
employees,  and  I might  point  out  that  the 
original  thinking  of  the  framers  of  O.A.S.I. 
was  that  the  system  should  be  applied  only 
to  employees  and  not  to  the  self-employed. 
They  specifically  said  in  their  writings  and 
their  testimony  at  the  time  that  this  sys- 
tem was  not  meant  for  self-employed  per- 
sons. 

It  is  interesting  as  a sidelight  to  under- 
stand the  philosophy  of  some  of  the  propon- 
ents of  this  type  of  legislation.  Why  was 
this  expansion  of  the  system  successfully 
promoted  in  1939?  Wilbur  Cohen,  who  was 
director  of  research  in  the  Social  Security1 
Administration  for  many  years  and  is  now 
professor  of  social  sciences  at  the  University 
of  Michigan,  gave  a talk  three  weeks  ago. 
I don’t  have  the  talk  with  me  but  I remem- 
ber the  quote  almost  to  the  word.  He  de- 
scribed the  historical  events  from  1939.  He 
mentioned  the  fact  that  there  was  this  tre- 
mendous fictional  reserve  fund  of  over  $50 
billion  and  the  Congress  began  to  be  rest- 
less about  that  fund,  wondered  what  to  do 
about  it.  At  this  point  Arthur  Altmeyer, 
the  chairman  of  the  Social  Security  Board, 
thought  of  the  wonderful  idea  of  expanding 
the  whole  program  beyond  anything  con- 
ceived in  1935.  And  so,  on  the  basis  of  this 
fictional  reserve  fund,  the  1939-amendment 
occurred  and  Wilbur  Cohen  called  this  Alt- 
meyer maneuver  a wonderful  example  of 
social  engineering.  Mind  you,  that  is  part 
of  the  background  of  the  Social  Security 
System. 

There  were  further  amendments  in  1950, 
’54,  and  ’56.  In  general,  they  provided  for 
much  more  extensive  coverage,  and  the  self- 
employed  for  the  first  time  came  into  the 
system,  in  1950.  Many  more  came  in  in 
1956,  including  all  of  the  self-employed  ex- 
cept physicians.  At  the  present  time  the 
medical  profession  is  the  only  group  not 
included,  with  very  few  minor  exceptions. 
Some  state  employees  who  are  participating 
in  government  state-sponsored  pension  funds 
are  permitted  not  to  be  in  it,  but  the  medi- 


cal profession  is  the  only  major  group  not 
now  included. 

Let  us  note  that  O.A.S.I.  is  not  insurance. 
There  are  a few  fallacies  that  I would  like  to 
explode  immediately.  In  1937,  when  the 
constitutionality  of  O.A.S.I.  was  argued  and 
it  came  before  the  Supreme  Court  of  the 
United  States  whether  the  Federal  Govern- 
ment had  a right,  constitutionally,  to  engage 
in  this  type  of  program,  here  is  what  the 
U.S.  Attorney  General  in  presenting  the 
case  for  government  said  to  the  Supreme 
Court:  “Social  Security  benefits  are  gratui- 
ties to  be  yaicl  directly  to  individuals.  The 
Act  creates  no  contractual  obligation  with 
respect  to  the  payment  of  benefits.” 

That  was  the  basis  on  which  it  was  ap- 
proved by  the  Supreme  Court  as  a constitu- 
tional measure.  It  was  justified  as  a gen- 
eral welfare  program,  not  an  insurance  pro- 
gram. Yet  two  hours  later  that  same  day 
Arthur  Altmeyer,  the  chairman  of  the  So- 
cial Security  Board  at  the  time,  announced 
to  the  newspapers  this  Federal  Old  Age  In- 
surance Program  contained  in  the  Social  Se- 
curity Act,  and  ever  since  that  time  all  of 
the  publications  of  the  Social  Security  Ad- 
ministration have  stressed  the  word  “insur- 
ance” and  used  the  terminology  and  seman- 
tics of  perhaps  our  most  successful  private 
industry,  words  that  the  people  understood. 

What  is  the  Social  Security  tax  provided 
under  the  present  law  as  amended  in  1956? 
I shall  go  over  this  quickly  for  your  informa- 
tion. May  I say  at  this  time  if  you  want 
the  best  technical,  completely  factual  presen- 
tation of  the  Social  Security  law,  as  amend- 
ed in  1956,  you  should  write  to  the  Com- 
merce Clearing  House,  Chicago  30.  That  is 
the  largest  publisher  of  law  reports  in  the 
nation.  This  is  a $2.00  brochure.  It  is  the 
best  one  I know  of,  right  up  to  date,  to  de- 
scribe the  Social  Security  System  vividly. 

Mind  you,  some  of  the  variations  and  ques- 
tions that  occur  in  relation  to  this  act  are 
just  as  complicated  as  questions  relating  to 
the  Internal  Revenue  Act.  Lawyers  them- 
selves will  argue  for  hours  on  end  about  the 
meaning  of  some  of  the  portions  of  the  law 
and  some  of  the  regulations  promulgated  by 
the  Social  Security  Administrator. 

For  the  self-employed,  which  will  interest 
us,  the  1950-tax  began  at  2*4%  under  $3,- 
600 ; the  taxable  base  rose  to  $4,200  in  1954 ; 
in  1957-1959 — which  is  the  rate  of  particu- 
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lar  interest  to  you  because  if  physicians  are 
brought  into  Social  Security  on  a compulsory 
basis  this  is  the  tax  they  will  pay — in  1957- 
59  it  will  be  3%%  on  $4,200  or  $144  per 
year;  in  1960-1964  it  is  scheduled  to  go  to 
4 Ys%  of  $4,200  or  $173;  in  1975  it  is  sched- 
uled to  go  to  6%%  of  $4,200  or  $268  a year. 

Those  will  be  your  taxes  envisioned  at  the 
present  time,  but  you  must  remember  that 
taxes  can  rise.  There  is  no  assurance  what- 
soever that  this  tax  plan  will  continue  to  be 
the  same  five  years  from  now.  Congress 
has,  on  several  occasions,  raised  taxes;  they 
have  raised  benefits,  in  one  or  two  instances 
lowered  them,  but  Congress  can  change  and 
amend  both  the  tax  rate  and  the  benefit  level 
at  any  time.  Furthermore — and  this  is  the 
most  dangerous  possibility  because  there  is 
pressure  for  it — the  Congress  can  raise  the 
taxable  income  level.  It  started  at  $3,000, 
it  went  to  $3,600,  it  is  now  $4,200,  and  labor 
and  Social  Security  professional  proponents 
are  pressing  for  a much  higher  wage  level. 
The  A.F.L.-C.I.O.’s  Walter  Reuther  said  re- 
cently it  ought  to  be  approximately  $8,000. 
That  would  be  comparable  to  the  proportion 
of  the  population  covered  by  the  original 
$3,000,  in  1936.  I don’t  think  there  is  any 
possibility  of  Congress  endorsing  that,  but 
there  is  considerable  pressure  and  some  sup- 
port in  Congress  for  an  increase  to  $6,000. 
So  if  you  calculate  the  tax  on  the  $6,000  basis 
you  would  get  considerably  higher  taxes  over 
the  next  twenty  years. 

Trust  Fund.  A word  about  the  Trust 
Fund.  What  is  this  Trust  Fund?  There  are 
differences  of  opinion  about  that.  I went  to 
a meeting  about  six  months  ago.  I was  sit- 
ting at  lunch  with  the  vice  president  of  the 
Investment  Bankers  Association,  a top  ex- 
pert of  the  Investment  Bankers  Association 
on  trust  fund  operations  and  a vice  presi- 
dent of  the  First  National  City  Bank  of  New 
York.  I said,  “Will  you  tell  me  what  is  the 
Trust  Fund  in  the  Social  Security  System? 
Is  it  the  same  as  the  trust  operations  in  the 
First  National  City  Bank?” 

He  said,  “If  you  will  pardon  me  I would 
like  to  go  back  to  my  room  and  think  this 
over;  I will  have  breakfast  with  you  in  the 
morning  and  talk  with  you  about  it.”  He 
told  me  he  sat  up  until  about  two  o’clock 
thinking  about  it. 

I relate  that  story  only  to  indicate  how 
complex  this  problem  is.  His  answer  to  this 
big  meeting  was  very  clear.  He  said  that 


there  is  no  trust  fund  that  governs  the  sov- 
ereign power;  that  the  sovereign  power  can- 
not and  does  not  engage  in  trust  funding  op- 
erations in  the  sense  that  a private  bank  can 
and  does.  All  the  Social  Security  admini- 
strators of  the  U.S.  Government  do  when 
they  receive  Social  Security  taxes  which  are 
higher  than  the  benefit  paid  out  last  year — 
for  example,  about  a billion  dollars  more 
were  paid  in  than  were  paid  out  to  Social  Se- 
curity beneficiaries — the  billion  dollars  went 
into  the  “Trust  Fund”  which  now  has  ap- 
proximately $23  billion  in  it,  owed  to  the 
American  people,  and  I expect  many  of  you 
have  had  the  feeling  that  a trust  fund  is  a 
reserve  that  can  be  used  at  the  time  when 
benefits  paid  out  exceed  taxes  paid  in. 

There  is  no  Trust  Fund,  gentlemen,  in  a 
true  sense,  for  this  reason:  the  first  year 
that  the  benefits  paid  out  exceed  the  taxes 
paid  in  the  government  will  have  to  find  the 
money  somewhere,  will  have  to  increase 
taxes,  find  the  revenue  to  pay  those  benefits 
because  it  cannot  remove  anything  out  of  this 
Trust  Fund  which  contains  non-negotiable, 
specialized  bonds  whose  meaning  solely  is 
that  the  government  promises  to  pay  its  ob- 
ligations to  Social  Security  beneficiaries  if 
they  ever  have  to  do  so.  In  other  words,  it 
is  a bookkeeping  procedure  in  which  the 
government  says  on  the  record,  “I  owe  this 
obligation  to  Social  Security  beneficiaries 
and  if  ever  they  pay  in  less  to  the  treasury 
through  taxes  that  I have  to  pay  out  on  them 
in  benefits,  somehow  or  other  I will  find  it,” 
but  it  has  nothing  to  draw  on,  it  is  not  there. 

What  are  the  benefits  under  this  system? 
At  the  age  of  65  certain  benefits  are  paid. 
You  can  get  all  of  this  information  out  of 
this  Commerce  Clearing  House  document. 
The  important  thing  to  remember  is  that  you 
get  this  benefit  only  if  you  can  satisfy  the 
work  test,  and  this  is  the  most  important 
comment  I am  making  in  terms  of  factual 
information  at  this  time.  This  benefit  will 
be  paid  to  the  retired  worker  providing  that 
his  earnings  do  not  exceed  $1,200  per  an- 
num. For  every  $80  that  he  earns  above 
$1,200  he  will  lose  one  month’s  benefit.  If 
he  makes  two  or  three  or  four  times  the  $80 
he  will  lose  two  or  three  or  four  monthly 
benefits.  In  other  words,  the  benefit  paid 
to  the  Social  Security  beneficiary  is  tied  to 
your  income.  If  you  are  30  years  old  now 
and  you  pay  for  35  years,  and  that  would  be 
a total  of  $7,812  or  something  like  that,  at 
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the  age  of  65  you  would  receive  not  a single 
penny  unless  you  earned  under  $1,200. 

What  are  the  arguments  for  Social  Secur- 
ity coverage?  Why  should  physicians  seek 
compulsory  Social  Security  coverage?  There 
are  arguments  for  it,  gentlemen;  there  are 
two  sides  to  this  question.  I know  there 
are  different  opinions  right  here  and  there 
are  two  sides. 

The  Chamber  of  Commerce  of  the  United 
States,  for  example,  strongly  feels  that  phy- 
sicians should  be  covered.  Secretary  Folsom 
strongly  feels  that  physicians  should  be  cov- 
ered. There  are  those  who  feel  that  physi- 
cians should  be  covered  because  they  are  for 
socialism  per  se  and  for  the  socialization  of 
medicine. 

For  example,  here  is  a document  that  was 
just  published  by  the  Physicians  Forum: 
Nine  Reasons  Why  Physicians  Need  and 
Should  Get  Social  Security  Coverage.  The 
Physicians  Forum,  some  of  you  may  remem- 
ber, was  the  most  active  physicians’  organi- 
zation in  1949  and  1950.  The  Physicians 
Forum  put  out  most  of  the  propaganda  on 
the  other  side  of  the  fence,  and  now  all  of  a 
sudden,  in  the  last  year,  they  have  been  re- 
juvenated, they  hop  on  this  bandwagon,  and 
they  are  receiving  the  approbation  and  sup- 
port of  a considerable  number  of  physicians 
who  for  one  reason  or  another  believe  physi- 
cians should  be  covered. 

Let’s  review  the  arguments  for  it. 

The  position  of  the  Chamber  of  Commerce 
of  the  United  States  is  this:  “Social  Secur- 
ity is  a public  welfare  program  in  which  the 
productive  segment,  the  earning  segment 
of  our  society  pays  taxes  to  the  government 
so  the  government  can  pay  a benefit  to  the 
nonproductive,  the  nonearning  segment  of 
our  society.” 

That  is  what  you  call  social  insurance  as 
contrasted  with  private  insurance  in  which 
you  pay  a premium  and  you  get  back  a cer- 
tain benefit  on  a contractual  basis.  There 
is  no  equity  in  the  system.  There  is  not  ex- 
pected to  be  equity  in  the  sense  of  relation- 
ship to  what  is  paid  in  by  the  individual  and 
what  is  received  by  the  individual.  The  so- 
cial fact  is  that  the  productive  group  pays 
currently  for  the  benefits  that  go  to  the  non- 
productive or  the  retired  or  nonearning 
group.  The  Chamber  of  Commerce  believes 
that  that  is  a sound  program. 


That  came  from  an  organization  repre- 
senting businessmen,  mind  you,  and  a con- 
servative organization.  They  believe  Social 
Security  is  necessary  in  our  country,  in  our 
industrialized  society,  and  they  believe  there- 
fore that  doctors  along  with  the  other  pro- 
ductive groups  in  our  society  should  con- 
tribute taxes  even  if  they  never  receive  a 
penny ; that  what  they  get  out  of  it  is  irrele- 
vant, but  they  should  participate  as  public- 
spirited  citizens.  That  is  what  Secretary 
Folsom  thinks,  and  President  Eisenhower 
feels  that  same  way.  At  least  I would  say 
this : it  is  an  honest  point  of  view.  You  can 
agree  or  disagree,  but  it  is  honest. 

There  are  those,  like  the  Physicians  Forum 
group,  that  believe  physicians  should  partici- 
pate in  Social  Security  because,  in  my  opin- 
ion, they  have  an  ulterior  objective,  which  is 
to  alienate,  destroy,  neutralize  the  physi- 
cians’ program,  their  voluntary  and  continu- 
ing campaign  against  their  socialization. 

There  is  the  argument  of  many  sincere 
persons  that  we  ought  to  be  in  this  because 
everyone  else  is  in  it;  we  are  the  last  group 
standing  alone,  isolated ; public  relationswise 
it  does  not  look  good ; therefore,  we  ought 
to  get  into  it  because  the  whole  nation  par- 
ticipates. 

Finally,  there  is  the  opinion  of  many  indi- 
viduals, again  equally  sincere,  perhaps  many 
of  you,  who  feel  the  doctors  ought  to  get  in- 
to it  because  it  is  a good  program  in  the 
sense  that  the  benefits  they  pay  out  make  it 
worthwhile  for  them  to  participate.  The 
benefits  are  such  that  doctors  are  to  receive 
those  benefits  as  other  citizens  do. 

What  are  the  arguments  against? 

First  of  all,  the  important  argument  is 
that  it  is  not  suitable  for  self-employed  per- 
sons. It  was  not  conceived  as  a mechanism 
of  providing  economic  security  for  self-em- 
ployed persons.  The  fact  is  that  physicians 
retire  at  a very  late  age,  if  at  all.  Our  fig- 
ures, for  example,  show  that  85%  of  M.D.s 
at  ages  65-72  are  in  active  practice;  over 
50%  of  retired  physicians  retire  after  the 
age  of  74.  In  other  words,  remembering  the 
work  test  that  I just  described,  most  physi- 
cians who  pay  into  this  particular  system 
would  receive  no  benefits  on  the  basis  of  re- 
tirement. 

Now  again  let’s  be  candid.  There  are 
physicians  in  the  older  age  groups  who  could 
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participate  in  this  system,  pay  as  little  as 
$500  and  receive  as  much  as  $20,000.  There 
are  windfall  benefits  for  certain  individuals 
who  get  into  the  system  at  a late  age,  who 
then  retire,  who  have  no  earnings  and  then 
begin  to  receive  benfits  and  who  live  13  to 
15  years  after  65.  That  is  a fact,  and  there 
are  physicians  who  would  gain  tremendously 
through  this  windfall  effect  of  late  participa- 
tion, low  tax  payment,  and  tremendously 
high  benefit  payments.  The  vast  majority, 
however,  especially  over  the  long  years,  the 
younger  men  certainly  over  the  long  years, 
would  be  getting  little  or  nothing  out  of  this 
system  in  terms  of  retirement  income. 

Now  let’s  come  to  the  other  point  about 
survivorship  income.  Many  young  physi- 
cians are  interested  in  participating  in  the 
Social  Security  System  because  they  feel  that 
the  Social  Security  benefit  in  case  of  their 
death  would  be  most  beneficial  to  the  sur- 
viving wife  and  minor  children  under  the 
age  of  18.  If  there  is  a wife  and  one  child 
under  18  the  benefit  would  be  $162.80  per 
month;  if  there  is  a wife  and  two  or  more 
children  under  the  age  of  18  the  benefit 
would  be  $200. 

That  sounds  pretty  good.  The  fact  is  this, 
however,  and  I would  refer  you  to  several 
editorials  in  the  A.M.A.  Journal  and  particu- 
larly to  the  two-part  article  titled  “Social  In- 
Security — The  Trap  Awaiting  the  Young 
M.D.,”  appearing  in  the  September  15  and 
September  22  issues,  in  which  there  is  ex- 
tended discussion  of  this  particular  question. 
The  fact  is  that  the  physician  can  buy,  on 
the  commercial  market,  a so-called  family 
income  rider  to  his  existing  life  insurance 
policy  or  he  can  buy  a diminishing  term 
policy  to  provide  the  same  number  of  dol- 
lars or  more  per  month  to  a surviving  wife 
with  minor  children  at  a lower  cost  and  on 
a contractual  basis  than  he  can  receive  un- 
der the  Social  Security  System. 

Gentlemen,  there  we  are  just  talking 
about  a fact.  I would  advise  you  if  there 
is  any  difference  of  opinion  about  this  par- 
ticular question  to  consult  your  own  insur- 
ance broker  and  discuss  with  him  that  you 
are  interested  in  this  kind  of  coverage  that 
you  believe  Social  Security  would  give  you, 
discuss  with  him  what  you  could  buy  and  at 
what  cost  a comparable  type  of  coverage  to 
protect  a wife  and  minor  children  in  the  case 
of  your  premature  death. 

Another  argument  against  the  participa- 


tion by  physicians  in  the  Social  Security  Sys- 
tem is  the  fact  that  compulsory  health  insur- 
ance introduced  in  1949  and  ’50  and  still  on 
the  horizon  is  an  amendment  to  O.A.S.I.  I 
think  too  many  of  us  have  forgotten  that  So- 
cial Security,  in  particular  Title  II  which 
we  are  discussing,  provides  a mechanism 
through  which  the  socialization  of  medicine 
has  been  started.  Compulsory  health  insur- 
ance is  an  amendment  to  this  particular 
Title.  A bill  now  in  the  Congress  providing 
for  free  hospital  benefits  to  Social  Security 
beneficaries  — obviously  an  opening  wedge 
again  to  the  socialization  of  medicine — is  an 
amendment  to  Title  II  of  the  Social  Security 
Act.  So  physicians  naturally  are  allergic  to 
participation  when  that  very  system  pro- 
vides a perfect  mechanism  for  their  own  so- 
cialization. 

Finally,  there  is  a group  in  our  organiza- 
tion which  opposes  the  physicians’  participa- 
tion in  the  Social  Security  System  on  a philo- 
sophic basis.  They  argue,  in  brief,  that  so- 
cial insurance  in  this  country  is  unsound, 
that  the  assumption  by  the  Federal  Govern- 
ment of  this  kind  of  responsibility  for  the 
economic  situation  of  every  person  in  the 
country  is  an  unsound  departure  and  that  it 
would  have  been  far  better  had  the  nation 
promoted  individual  security  through  private 
incentive ; that  the  system  now  is  on  its  way 
to  getting  out  of  bounds,  it  no  longer  is  self- 
contained  ; the  Congress  every  two  years 
now,  for  political  reasons,  mind  you,  not  for 
actuarial  reasons  but  for  political  reasons, 
responding  to  the  pressure  from  millions  of 
citizens,  is  obviously  on  the  road  to  constant- 
ly expanding  the  system  without  regard  to 
its  long-term  cost.  And  mind  you,  one  of 
the  characteristics  of  the  Social  Security 
program  which  makes  it  so  dangerous  is 
that  the  cost  of  benefits  today  is  to  be  paid 
for  by  increased  taxes  ten  and  twenty  years 
from  now.  It  is  characteristic  that  the  cost 
is  not  applied  so  that  the  people  do  not  know 
what  that  cost  is  in  the  year  in  which  the 
benefit  is  voted. 

What  is  the  policy  of  the  American  Medi- 
cal Association  ? Briefly,  the  American 
Medical  Association  is  opposed  to  compul- 
sory coverage  of  physicians.  It  is  not  op- 
posed to  voluntary  coverage.  A resolution 
was  brought  in  to  the  House  of  Delegates, 

I think  about  a year  and  a half  ago,  recom- 
mending that  the  American  Medical  Associa- 
tion take  a stand  in  favor  of  voluntary  cov- 
erage rather  than  as  not  opposing  voluntary 
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coverage,  but  it  was  turned  down  so  that  our 
policy  is  against  compulsory  coverage,  not 
opposed  to  voluntary  coverage. 

Now  you  ask  the  question,  is  voluntary 
coverage  possible?  I think  most  people  con- 
cur that  probably  it  is  not.  Certainly  this 
Administration  will  strongly  oppose  any  bill 
providing  for  voluntary  coverage  of  physi- 
cians and  I doubt  that  a Democratic  admin- 
istration would  endorse  such  a proposal. 
That  is  a legislative  fact. 

What  is  the  general  position  of  the  medical 
societies?  We  know  there  is  a tremendous 
ferment  going  on.  I am  sure  it  is  true  here 
in  Nebraska,  it  is  true  in  every  other  state, 
and  there  is  some  shifting  of  opinion.  I 
think  we  can  say  without  question  that  two 
years  ago  the  great  majority  of  American 
physicians  opposed  compulsory  coverage  un- 
der the  Social  Security  System;  a consider- 
able majority  approved  voluntary  coverage 
if  it  was  possible  to  get  it.  These  percent- 
ages are  changing  and  I don’t  know  what  the 
percentage  if  we  had  a scientifically  conduct- 
ed poll  nationwide  would  be  today.  Medical 
Economics  made  a poll  of  its  own  about  three 
months  ago  which  indicated  that  60%  were 
against  compulsory  coverage;  40%  were  for 
it.  We  do  know  there  is  a considerable  vari- 
ation. 

Only  two  days  ago  the  New  York  State 
Medical  Society  added  its  stand  to  compul- 
sory coverage  of  physicians.  We  have  New 
York,  Pennsylvania  and  Massachusetts 
which  now  officially  support  compulsory 
coverage  of  physicians  and  that  means  that 
in  our  House  of  Delegates  in  June,  in  New 
York  City,  undoubtedly  a resolution  will  be 
introduced  by  the  delegates  from  New  York, 
endorsed  by  Massachusetts  and  Pennsyl- 
vania, which  represents  a large  group  of 
delegates  in  the  House  of  Delegates  of  the 
American  Medical  Association,  to  put  the 
American  Medical  Association  on  record  in 
favor  of  compulsory  coverage. 

I mention  that  simply  as  a fact.  I don’t 
want  anyone  to  infer  that  I support  it  nor 
that  I oppose  it.  I am  trying  to  be  neutral 
in  presenting  the  facts  because  I am  not  in 
position  to  either  oppose  or  support. 

That,  generally,  is  the  situation.  I know 
there  will  be  some  questions  and  I will  leave 
it  there  at  the  moment. 


News  and  Views 

Army  Medical  Service  Contributions  to 
Civilian  Medicine — 

Many  medical  advances  for  the  benefit  of 
civilians  have  resulted  from  activities  of  the 
United  States  Army  Medical  Service  during 
its  182  years  of  existence.  Some  contribu- 
tions date  to  the  Revolutionary  War  and 
even  to  experiences  of  the  French  and  In- 
dian War  of  1758. 

The  first  American  textbook  of  Surgery, 
by  Dr.  John  Jones,  published  in  1775,  was 
based  on  experience  in  these  early  military 
operations. 

In  1800,  Dr.  Benjamin  Waterhouse  of  the 
Regular  Army  introduced  vaccination  into 
the  United  States  and  with  such  vigor  that 
he  was  called  the  “Jenner  of  America.” 

The  Army  Surgeon,  Dr.  William  Beau- 
mont, in  1822,  began  observations  of  the 
gastric  fistula  resulting  from  the  gunshot 
wound  of  a half-breed  Indian.  These  studies 
resulted  in  the  publication,  in  1833,  of  “Ex- 
periments and  Observations  on  the  Gastric 
Juice  and  the  Physiology  of  Digestion.”  This 
book  was  a beginning  for  American  gastro- 
enterology and  prompted  Dr.  William  Osier 
to  call  Beaumont  “the  pioneer  physiologist 
of  the  United  States,  and  the  first  to  make 
a contribution  of  enduring  value.” 

The  largest  medical  library  in  the  world, 
which  recently  became  the  National  Library 
of  Medicine,  began  in  1836  as  the  Surgeon 
General’s  Library  and  has  served  civilians 
since  1892. 

The  Army  Medical  Service  has  pioneered 
the  use  of  the  Roentgen  ray  and  made  major 
contributions  to  the  virtual  elimination  of 
malaria  and  yellow  fever  from  this  country. 
The  elimination  of  hookworm  as  an  import- 
ant public  health  problem  was  based  on 
studies  by  medical  officers  in  Puerto  Rico. 

The  value  of  Emetine  for  amebiasis,  the 
relation  of  beriberi  to  a diet  of  polished  rice, 
the  effectiveness  of  liquid  chlorine  for  water 
purification,  and  the  use  of  immunization  to 
control  typhoid  fever  are  other  contributions 
of  military  medicine. 

More  recently,  military  contributions  of 
civilian  importance  have  been  made  in  avia- 
tion medicine,  dental  and  veterinary  medi- 
cine, the  treatment  of  burns,  and  the  de- 
velopment of  plastic  eyes  and  more  efficient 
artificial  limbs. 
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The  Army  Medical  Service  has  of  neces- 
sity often  pioneered  in  Preventive  Medicine 
and  Public  Health.  For  the  early  years  of 
our  country,  military  records  provide  our 
only  vital  statistics.  Col.  John  Shaw  Bill- 
ings, in  1880,  suggested  the  study  of  vital 
statistics  by  punching  holes  in  a single  card 
or  paper.  From  1813  until  1870,  prior  to  the 
establishment  of  the  Weather  Bureau,  the 
Army  M'edical  Service  compiled  the  coun- 
try’s meteorological  records. 

Medical  officers  assigned  to  the  early  ex- 
ploration of  the  western  United  States  made 
original  biological  and  botanical  surveys  of 
this  area.  They  also  made  anthropological 
studies  of  the  American  Indian. 

News  From  Nebraska  Heart  Association — 

The  Nebraska  Heart  Association  reported 
today  that  the  Federal  Government’s  latest 
statistics  for  1956,  show  a 3 per  cent  in- 
crease in  the  number  of  cardiovascular 
deaths  under  age  65.  In  this  age-group, 
heart  ailments  accounted  for  almost  240,000 
lives,  or  35.6  per  cent.  In  the  over-65  age- 
group,  heart  and  blood  vessel  diseases  took 
67.7  per  cent  of  all  fatalities  (603,690). 
These  ailments  caused  53.9  per  cent  of  all 
deaths  (843,410),  an  increase  of  nine-tenths 
per  cent  (33,000  deaths).  The  number  of 
heart  deaths  in  the  under-65  group  ranked 
higher  alone  than  the  next  leading  cause  of 
death,  Cancer,  15.7  percent.  Other  leading 
causes:  accidents  6 per  cent,  pneumonia  3 

per  cent  and  diabetes  1.7  per  cent. 

While  the  percentage  of  heart  deaths  in 
the  nation  rose  almost  one  percentage  point, 
in  Nebraska  the  share  of  deaths  caused  by 
cardiovascular  ailments  dropped  four-tenths 
per  cent.  They  caused  53.8  per  cent  of  all 
deaths  in  the  state  in  1956  compared  to  54.2 
per  cent  in  1955,  based  on  reports  by  the 
Bureau  of  Vital  Statistics  prepared  for  the 
Nebraska  Heart  Association. 

A copy  of  the  preliminary  program  for 
the  Nebraska  Heart  Association’s  eighth  an- 
nual Scientific  Sessions  has  been  mailed  to 
every  physician  in  the  state.  The  Sessions 
are  scheduled  for  Oct.  3-5  at  the  Sheraton- 
Fontenelle,  in  Omaha.  A sixth  nationally 
prominent  specialist  has  been  secured  now  to 
complete  the  faculty.  He  is  Dr.  Henry  T. 
Russek,  cardiologist  at  Brooklyn,  New  York 
Veterans  Hospital,  who  will  discuss  drug 
therapy  for  patients  with  coronary  artery 
disease.  Other  speakers  previously  appoint- 


ed were  Dr.  Herman  K.  Hellerstein  of  Cleve- 
land, Dr.  Robert  Furman  of  Oklahoma  City, 
Dr.  Charles  F.  Wilkinson  of  New  York  City, 
Dr.  G.  E.  Burch  of  New  Orleans,  Dr.  Mau- 
rice Lev  of  Miami.  The  conference,  which 
shall  entirely  feature  coronary  artery  disease, 
has  been  extended  from  its  usual  11/2  days 
to  2V2  days  to  allow  for  broader  coverage. 
There  is  no  registration  fee  because  this  is 
an  activity  of  the  Association’s  Heart  Fund 
— supported  by  Professional  Education  Pro- 
gram. 

All  physicians  and  other  scientists  in  the 
state  are  eligible  to  apply  now  for  assist- 
ance in  heart  research  from  the  Project  Re- 
search Program  of  the  Nebraska  Heart  As- 
sociation. This  Program,  now  in  its  third 
year,  allocates  grants  up  to  $1,000  to  stimu- 
late heart  research  throughout  the  state. 
Application  forms  are  available  by  writing 
4209  Harney  Street,  Omaha.  Last  year  11 
grants  were  made,  but  disappointingly  enough 
no  applications  were  received  from  outside 
Omaha.  The  Committee,  headed  by  Dr.  C. 
M.  Wilhelm j of  Omaha,  hopes  more  response 
will  be  received  from  other  parts  of  the 
state  this  year. 

A Grand  Island  nurse  attended  the  an- 
nual Cardiac  Nursing  Institute  at  the  Uni- 
versity of  Colorado,  July  21-27,  on  a Ne- 
braska Heart  Fund  scholarship.  She  was 
Miss  Darlene  F.  Mattingly  of  St.  Francis 
School  of  Nursing. 

For  the  second  consecutive  year,  a Ne- 
braska nursing  instructor  will  be  given  a 
scholarship  of  $1,100  by  the  Nebraska  Heart 
Fund  to  attend  a three-month  Cardiac  Nurs- 
ing Course  at  the  University  of  Minnesota. 

Announcements 

Nutrition  in  Pregnancy  Syndrome — 

Nutrition  in  Pregnancy  will  be  the  sub- 
ject of  the  1957-symposium  of  the  Council 
on  Foods  and  Nutrition  of  the  American 
Medical  Association  to  be  held  October  11  at 
the  University  of  Missouri  Medical  Center, 
Columbia,  Missouri. 

For  a copy  of  the  program  and  further 
information  contact  the  Council  on  Foods 
and  Nutrition.  Philip  L.  White,  Secretary, 
535  North  Dearborn  Street,  Chicago  10,  Illi- 
nois. 

New  and  Original  Book  on  Industrial 
Compensation  Decisions — 

A book  of  new  and  different  character, 
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the  first  of  its  kind  ever  published,  gives  de- 
tails of  565  industrial  compensation  deci- 
sions. It  is  completely  cross-indexed  for 
ease  of  use.  It  furnishes  a means  of  com- 
parison with  cases  occurring  daily  in  plants 
all  over  America.  Copies  of  this  book  may 
be  obtained  from  Occupational  Hazards 
Magazine,  812  Huron  Road,  Cleveland  15, 
Ohio. 

Postdoctoral  Fellowship  Available — 

September  1 and  December  1 are  the  cur- 
rent deadlines  for  applications  to  the  Na- 
tional Foundation  for  Infantile  Paralysis 
for  postdoctoral  fellowships  in  research, 
academic  medicine,  or  in  the  clinical  fields 
of  psychiatry,  rehabilitation,  orthopaedics, 
the  management  of  poliomyelitis  and  preven- 
tive medicine.  For  information,  write:  Di- 
vision of  Professional  Education,  National 
Foundation  for  Infantile  Paralysis,  301  East 
42nd  St.,  New  York  17,  N.Y. 

Human  Interest  Tales 

Dr.  Victor  L.  Overholt,  Superior,  Wyo- 
ming, has  opened  his  office  in  Lewellen. 

Dr.  Dorothy  I.  Smith,  Omaha,  has  been 
elected  to  the  American  Academy  of  Pedi- 
atrics. 

Dr.  J.  L.  Flood,  Omaha,  has  moved  to  West 
Point  where  he  is  associated  with  Drs.  A. 
W.  Anderson  and  R.  H.  Scherer. 

Dr.  A.  M.  McMillan,  Omaha,  attended 
the  July  meeting  of  the  National  Medical 
Association  held  in  Denver. 

According  to  the  A.M.A.  Journal,  the  av- 
erage general  practitioner  works  66  hours 
a week. 

Dr.  James  E.  Loukota,  Exeter,  has  opened 
his  offices  in  the  new  Exeter  Medical  Center 
building. 

Dr.  A.  E.  Reeves,  North  Platte,  has  re- 
turned home  from  an  Omaha  hospital  in  July. 
He  was  a patient  for  three  weeks. 

Dr.  A.  B.  Anderson,  Pawnee  City,  was 
crowned  king  of  the  Pawnee  City  centennial 
celebration  in  August. 

Dr.  J.  Lewis  Yager,  Omaha,  has  been 
named  president-elect  of  the  Nebraska  Psy- 
chological Association. 

Dr.  Abe  Greenberg,  Omaha,  has  been  re- 
elected to  the  board  of  directors  of  B’nai 
B’rith’s  Jewish  National  hospital  at  Denver. 


Dr.  Lloyd  Smith,  former  native  of  York, 
has  returned  to  that  city  and  is  now  associat- 
ed with  Dr.  Leo  Anderson. 

Dr.  Frank  J.  Rust  is  a new  arrival  in 
Kimball  where  he  is  associated  with  Dr.  E. 
R.  Core. 

Sister  M.  Eileen,  O.S.F.,  has  been  ap- 
pointed administrator  of  St.  Francis  Hos- 
pital in  Grand  Island. 

Dr.  C.  H.  L.  Stehl,  Scribner,  spoke  to  a 
group  of  young  people  on  “Alcohol”  at  the 
United  Lutheran  Church  in  that  city,  re- 
cently. 

Dr.  and  Mrs.  Raymond  H.  Olson,  former- 
ly of  Spokane,  Washington,  are  new  resi- 
dents of  Sidney  where  Dr.  Olson  will  open 
his  medical  office. 

Dr.  B.  P.  Carey,  Norfolk,  has  moved  to 
Omaha  where  he  will  take  a two-year  resi- 
dency in  Psychiatry  at  the  Nebraska  Psy- 
chiatric Institute. 

Dr.  0.  P.  Rosenau,  a practicing  physician 
in  Eustis  for  28  years,  has  recently  moved 
to  Cozad  where  he  will  resume  his  prac- 
tice. 

Dr.  C.  A.  Rydberg,  Litchfield,  has  retired 
from  the  practice  of  medicine  after  54  years 
and  has  moved  to  Doniphan  to  make  his 
home  with  his  daughter. 

Dr.  M.  L.  Owen,  Sargent,  was  forced  to 
land  his  plane  on  U.S.  Highway  281  near 
Hinton,  Oklahoma,  in  July.  Darkness  forced 
him  to  land  but  no  one  was  injured. 

Dr.  and  Mrs.  T.  K.  Jones,  Lincoln,  were 
honor-guests  at  a surprise  dinner  party  cele- 
brating their  60th  wedding  anniversary,  on 
August  11th. 

Drs.  E.  P.  Wenz,  Durango,  Colorado;  C. 
L.  Solano,  Chicago,  and  Bela  Szunyogh, 
Chicago,  have  been  appointed  as  residents  at 
the  Veterans  Administration  Hospital  in 
Lincoln. 

Dr.  D.  E.  Burdick,  David  City,  has  ac- 
cepted a position  in  the  student  health  serv- 
ice at  Long  Beach  State  College,  Long  Beach, 
California.  He  began  his  new  duties  on 
September  1st. 

The  Memorial  Hospital  has  received  an  al- 
location of  $40,000  from  the  State  Board  of 
Control  for  the  establishment  of  a mental 
hygiene  clinic.  The  North  Platte  hospital 
was  approved  for  such  a clinic  by  the  1957- 
Legislature. 
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The  Woman's  Auxiliary 

To  the  Members  of  the  Auxiliary  to  the 
Nebraska  State  Medical  Association: 

With  the  tragic  death  of  my  Doctor  on 
June  twenty-eighth,  the  flame  which  lighted 
my  incentive  to  serve  the  Nebraska  auxiliary 
as  its  president  during  the  year  1957-58  has 
grown  very  dim.  To  continue  with  this  re- 
sponsibility would  be  impossible  for  me  at 
this  time  were  it  not  for  the  abiding  love 
and  faith  which  you  as  auxiliary  members 
have  bestowed  upon  me  through  your  pres- 
ence in  Ainsworth  for  his  service ; phone 
calls;  telegrams;  letters  and  memorials  to 
A.M.E.F.  in  his  memory. 

I trust  that  I may  best  express  the  grate- 
ful thanks  which  is  in  my  heart  to  each  of 
you  by  attempting  to  the  best  of  my  ability 
to  serve  you  as  president  through  the  ensu- 
ing year,  motivated  by  the  knowledge  that 
this  was  his  dearest  wish  for  me  and  that  I 
may  continue  with  your  loving  arms  about 
me. 

May  I first  express  my  sincere  thanks  to 
Kate  Robertson  for  the  fine  report  of  her 
year’s  activities  as  printed  in  the  July  issue 
of  the  Journal.  Again,  for  her  very  fine  and 
comprehensive  report  of  the  National  Con- 
vention in  New  York  as  appeared  in  the 
August  issue. 

Fall  board  meeting  is  close  at  hand.  Mem- 
bers of  the  State  Board  have  been  contacted 
as  to  their  preference  of  place  for  that  meet- 
ing. Besides  distribution  of  material  from 
National,  there  will  be  a discussion  of  the 
sponsoring  of  the  National  Essay  Contest 
in  high  schools  over  the  state  and  an  Essay 
Chairman  will  be  named  at  that  time.  Doc- 
tor Best  and  our  advisory  committee  have 
given  their  consent  and  approval  to  our 
sponsorship  of  this  project. 

Pending  a similar  approval  from  our  ad- 
visory committee,  Douglas  County  Auxiliary 
will  also  have  an  opportunity  to  affiliate 
with  auxiliaries  located  in  cities  where 
Medical  Schools  are  located  in  offering  to 
the  wives  of  medical  students  a membership 
in  a Student  American  Medical  Auxiliary. 
This  will  be  a training  course  to  help  fit 
these  young  women  for  the  role  of  doctors’ 
wives.  This  project  appears  to  propose  a 
real  challenge  and  if  established  in  Omaha 
will  merit  further  publicity  through  the 
Journal  at  a later  date. 


One  more  reminder — ask  the  doctor  who 
lives  at  your  house  to  share  with  you  the 
letter  he  will  shortly  receive  from  Mr.  Mer- 
rill Smith  extending  an  invitation  from  the 
Eli  Lilly  Company,  Indianapolis,  Indiana, 
to  members  of  the  Nebraska  State  Medical 
Association  and  their  wives  to  visit  their 
laboratories  on  November  6,  7,  8. 

I have  on  my  desk  a copy  of  the  invitation 
that  was  sent  to  Mr.  Smith.  The  tour 
promises  to  be  most  interesting.  The  three 
days  include  not  only  tours  of  the  plant  and 
laboratories  but  banquets,  luncheons  and  all 
sorts  of  fascinating  entertainment.  The 
only  expense  to  doctors  and  their  wives  will 
be  their  transportation  to  and  from  Indian- 
apolis. Peruse  the  contents  of  this  letter 
and  let’s  all  go  to  Indianapolis  for  three  days 
of  fun. 

My  every  good  wish  for  each  auxiliary  for 
a most  successful  year  of  activity  and  re- 
member that  if  you  feel  that  a visit  from 
your  president  and  president-elect  might  be 
helpful  to  you,  we  are  ready  and  willing  to 
come  at  any  time  at  your  invitation. 

Most  sincerely, 

MRS.  HELEN  S.  BRADY, 
State  President. 

Deaths 

Edward  Gillespie,  M.D.,  Los  Angeles,  Calif. 
(Fullerton) — A graduate  of  Creighton  Uni- 
versity School  of  Medicine  in  1911,  the  doc- 
tor practiced  in  Silver  Creek,  Fullerton,  and 
Plattsmouth.  He  retired  in  1932,  lived  in 
California,  and  died  on  March  21,  1957. 

Charles  C.  Gass,  M.D.,  Omaha  — Doctor 
Gass  was  found  dead  in  his  garage  May  31, 
1957.  He  was  forty-four  years  old,  and  was 
an  instructor  in  radiology  at  the  University 
of  Nebraska  College  of  Medicine,  where  he 
had  received  his  M.D.  degree  in  1940.  The 
doctor  developed  multiple  sclerosis  during 
his  service  in  W.W.  II  and  had  been  in  poor 
health  since  that  time. 

Roy  D.  Bryson,  M.D.,  Callaway  — Doctor 
Bryson  was  seventy-four  years  old  at  the 
time  of  his  death,  July  19,  1957.  He  gradu- 
ated from  the  Lincoln  Medical  College  in 
1907,  practiced  in  Udall,  Kan.,  and  in  Har- 
vard and  Ithaca,  Nebraska  before  going  to 
Callaway.  He  practiced  in  Callaway  for 
forty-five  years.  He  served  two  years  in  the 
armed  forces  during  W.W.  II,  eighteen 
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months  of  which  were  spent  in  Europe.  The 
doctor  had  a “heart  attack”  in  Sheridan, 
Wyo.,  July  3,  was  afterward  moved  to  the 
hospital  in  Callaway  where  death  occurred. 

William  Noyes,  M.D.,  Ceresco  — Doctor 
Noyes  died  August  4,  1957,  at  the  age  of 
seventy-four.  He  had  practiced  in  Ceresco 
for  32  years,  having  begun  his  medical  prac- 
tice in  the  western  part  of  Nebraska.  The 
doctor  had  suffered  from  coronary  occlusion 
and  cardiac  failure  but  went  to  attend  pa- 
tients from  a nearby  town  who  had  been  in- 
jured in  an  automobile  accident.  He  died 
shortly  after  sending  the  injured  to  a hos- 
pital. 


J.  Blaine  Babcock,  M.D.,  Los  Angeles, 
Calif.  (Ingleside) — Doctor  Babcock  prac- 
ticed in  Ingleside  1928-1932,  and  died  May 
25,  1957  in  Los  Angeles.  He  was  fifty-nine 
years  old.  The  doctor  was  a graduate  of 
the  University  of  Nebraska  College  of  Medi- 
cine. 

Richard  T.  Van  Metre,  M.D.,  Fremont  — 
Doctor  Van  Metre  died  in  Bradenton,  Flor- 
ida, unexepectedly,  on  June  14,  1957.  The 
doctor  had  practiced  in  Fremont  from  1912 
to  1956.  He  graduated  from  the  Univer- 
sity of  Iowa  in  1905,  practiced  in  Dow  Cen- 
ter, Iowa,  until  1912.  He  took  postgraduate 
studies  at  New  York  Lying-in  Hospital  and 
New  York  Postgraduate  School  of  Medicine, 
and  served  in  the  U.S.  Army  during  W.W.  I. 
He  was  seventy-seven  years  old  at  the  time 
of  death. 

F.  J.  Stejskal,  M.D.,  Crete — Doctor  Stej- 
skal  died  April  26,  1957.  He  was  eighty- 
one  years  old  and  had  been  ill  for  a long 
time.  A graduate  of  Creighton  University 
School  of  Medicine  in  1906,  he  interned  at 
St.  Joseph’s  Hospital,  Omaha,  and  immedi- 
ately established  his  practice  in  Crete.  He 
received  his  50-year  pin  in  1956. 

Roland  Roy  Brady,  M.D.,  Ainsworth — Doc- 
tor Brady  died  on  June  twenty-eighth  as  a 
result  of  a fall  from  a third  story  window  at 
Methodist  Hospital,  Omaha.  He  was  fifty- 
four  years  old.  The  doctor  had  not  been  in 
good  health  for  two  years  and  had  been  in 
the  hospital  a number  of  times.  He  gradu- 
ated from  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1931.  He  practiced  in 
Wood  Lake  until  1935,  then  moved  to  Ains- 
worth. He  had  served  as  Councilor  of  the 
Eighth  District  for  eight  years. 


Lawrence  Packard,  M.D.,  Mitchell,  Mont. 
(Kearney) — Died  July  1,  1957,  following  a 
prolonged  illness.  Doctor  Packard  practiced 
medicine  in  Kearney,  with  his  father,  for 
several  years  before  moving  to  Montana. 

Raymond  L.  Hart,  M.D.,  Kearney  — Doc- 
tor Hart,  aged  eighty-four,  died  July  31, 
1957.  He  had  retired  from  practice  in  1939, 
and  had  been  in  failing  health  for  several 
years.  A graduate  of  the  University  of 
Iowa  in  1897,  he  practiced  in  Amherst  for 
24  years  and  in  Kearney  for  18  years.  He 
was  a past  president  of  the  Nebraska  State 
Medical  Association. 

Roy  D.  Martin,  M.D.,  Grand  Island — Doc- 
tor Martin,  aged  seventy-two,  died  of  a gun- 
shot wound,  said  to  have  been  self-inflicted 
after  several  years  of  failing  health,  on  July 
1,  1957.  A graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1911,  he 
practiced  the  specialty  of  Eye,  Ear,  Nose, 
and  Throat.  Prior  to  1937,  he  was  with  the 
Foote  Clinic  in  Hastings.  From  1937  to 
1954  he  was  in  Grand  Island. 


Know  Your 
Blue  Shield  Plan 


The  Role  of  the  Doctor  in  Blue  Shield — 

Dr.  Fred  Sternagel,  President  of  the  Iowa 
State  Medical  Society,  and  Dr.  James  W. 
Colbert,  Jr.,  St.  Louis  University’s  Dean  of 
Medicine,  have  offered  sound  counsel  on 
shaping  the  course  of  Blue  Shield.  Both 
agree  that  the  future  of  these  Plans  depends 
upon  the  guidance  the  profession  gives  to 
their  development. 

On  the  President’s  Page  in  the  Iowa  Jour- 
nal for  June,  Dr.  Sternagel  reminded  his 
colleagues  that  Blue  Shield  must  continue 
to  shape  its  course  in  accordance  with  chang- 
ing conditions  and  public  demand  so  that  the 
program  will  continue  to  serve  as  an  effec- 
tive means  of  budgeting  the  cost  of  medical 
care. 

“Blue  Shield’s  job,”  wrote  Dr.  Sternagel, 
“is  not  yet  finished  for  the  spectre  of  ‘so- 
cialized medicine’  still  haunts  us.  We  shall 
have  to  cooperate  intelligently  and  unself- 
ishly, if  our  Plan  is  to  protect  the  dignity  of 
individual  enterprise.  It  is  clear  that  this 
program  cannot  continue  to  maintain  leader- 
ship in  a competitive  field  unless  we  work 
more  closely  (with  it)  than  ever  before.” 


September,  1957 
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Meanwhile,  in  San  Francisco,  Dr.  Colbert 
told  an  annual  staff  day  audience  at  St. 
Mary’s  Hospital  that  “it  is  absolutely  essen- 
tial that  the  plans  do  not  get  out  of  the  con- 
trol of  the  medical  profession ; if  they  do,  the 
profession  and  the  welfare  of  the  patient 
will  both  suffer.” 

The  thoughts  expressed  by  Drs.  Sternagel 
and  Colbert  are  to  the  point.  They  place  in 
sharp  perspective  the  fundamental  principle 
upon  which  Blue  Shield  Plans  were  organ- 
ized and  must  continue  to  operate.  And  to- 
day, perhaps  more  than  ever  before,  develop- 
ments in  the  health  prepayment  field  neces- 
sitate a dedication  to  the  principle  of  physi- 
cian control  with  renewed  vigor. 

What  Dr.  Sternagel  and  Dr.  Colbert  were 
saying  is  clearly  and  concisely  the  clue  to 
Blue  Shield  progress.  Their  ideas  are  basic 
. . . for  it  is  in  fact  the  physician’s  leader- 
ship, guidance,  and  active  participation  that 
are  fundamental  to  the  principles  and  ob- 
jectives Blue  Shield  Plans  were  organized 
to  serve.  It  is  obvious,  therefore,  that  the 
degree  to  which  the  profession  contributes 
to  the  development  of  Blue  Shield  is,  alone, 
the  factor  determining  the  extent  to  which 
Blue  Shield  will  serve  the  profession  and  the 
public  best. 

With  its  strong  ties  to  the  profession 
through  local  medical  society  sponsorship, 
Blue  Shield  Plans  can  fully  serve  both  pro- 
fessional interests  and  the  public’s  need  for 
a satisfactory  means  to  budget  medical  care- 
costs.  And,  over  the  years,  active  physician- 
participation  in  the  affairs  of  Blue  Shield 
has  been  encouraged  and  earnestly  sought 
for  the  reason  that  those  who  administer 
the  Plans  recognize  that  in  matters  of  pro- 
viding health-care-coverage,  it  is  the  physi- 
cian’s judgment,  leadership,  and  counsel  that 
must  prevail.  It  is  only  under  these  condi- 
tions that  health-care-coverage  consistent 
with  the  values  and  traditions  of  American 
medicine  can  continue  to  flourish  and  serve 
the  public  fully. 


There  is  perhaps  no  infectious  disease  in  which 
the  etiologic  role  of  environment  is  more  important 
than  in  tuberculosis.  There  can  of  course  be  no 
tuberculosis  without  the  tubercle  bacillus,  but  aside 
from  a part  in  determining  the  opportunities  for 
contact  between  the  sick  and  the  healthy,  environ- 
ment has  a continuing  and  vital  influence  upon  the 
severity,  course  and  fatality  of  the  disease.  (Alton 
S.  Pope,  M.D.,  and  John  E.  Gordon,  M.D.,  Am.  J. 
Med.  Sciences,  September,  1955. 


TUBERCULOSIS  ABSTRACTS 

A NOTE  ON  THE  ASSOCIATION  OF 
EMPHYSEMA,  PEPTIC  ULCER 
AND  SMOKING 

This  discussion  sugests  a relation  between  em- 
physema, peptic  ulcer  and  smoking  and  tentatively 
places  a heavy  responsibility  on  the  last  in  the 
pathogenesis  of  the  first  two.  In  the  course  of  the 
past  eighteen  months,  25  patients  with  chronic  ob- 
structive pulmonary  emphysema  were  studied. 
These  patients  were  unselected  and  came  under  ob- 
servation only  because  of  advanced  pulmonary  dis- 
ability. A review  of  the  histories  in  this  group  re- 
vealed that  all  had  been  heavy  smokers,  and  with 
the  exception  of  one  male  patient  who  stated  that 
he  had  smoked  cigars  exclusively,  all  had  smoked 
cigarettes  for  twenty  years  or  more.  Some  had 
stopped  smoking  when  respiratory  symptoms  de- 
veloped. A history  of  smoking  has  been  consistently 
found  in  patients  with  cough  syncope,  a not  unusual 
concomitant  of  pulmonary  emphysema. 

The  group  comprised  19  men  and  6 women,  rang- 
ing in  age  from  fifty-one  to  eighty-one  years,  All 
complained  of  dyspnea  of  three  or  more  years’  stand- 
ing, and,  except  for  3 male  patients  with  cardiac 
disease  apparently  secondary  to  their  pulmonary 
lesion,  none  had  any  recognizable  cause  for  their 
respiratory  symptoms  other  than  the  presence  of 
obstructive  change  in  the  airway.  All  had  some  re- 
duction in  the  vital  capacity  and  marked  slowing 
of  expiration  as  demonstrated  by  the  expirogram, 
less  than  50  per  cent  of  the  vital  capacity  being 
exhaled  in  the  first  second.  The  residual  volume 
was  50  per  cent  or  more  of  the  total  capacity  in 
all  11  patients  in  whom  this  measurement  was  made. 
Three  patients,  all  males,  in  this  group  had  bron- 
chogenic carcinoma.  Eighteen  patients  were  trea- 
ed  intensively  with  steroids,  and  although  sympto- 
matic improvement  was  clearly  induced  in  16,  none 
had  more  than  slight  or,  at  best,  moderate  improve- 
ment in  lung  function  as  judged  by  the  expirogram 
or  by  more  elaborate  tests  of  pulmonary  function. 

Unfortunately,  the  criteria  by  which  emphysema, 
as  the  term  is  used  here,  is  to  be  distinguished  from 
bronchial  asthma,  have  never  been  clearly  estab- 
lished. The  distinction  can  be  made.  Asthma 
usually  begins  early  in  life,  but  irrespective  of  the 
age  at  onset,  periods  of  severe  dyspnea — associated 
with  a reduction  in  maximal  expiratory  rate — tend 
to  alternate  with  periods  of  normal  or  close  to  nor- 
mal exercise  tolerance  and  pulmonary  function  can 
be  restored  with  intensive  steroid  therapy.  In  the 
progressive  and  often  ultimately  fatal  form  of  ob- 
structive pulmonary  disease  referred  to  here  as 
emphysema,  there  is  usually  no  dyspnea  or  other 
evidence  of  functional  impairment  of  the  lung  be- 
fore the  age  of  forty,  there  is  a gradual  loss  of  pul- 
monary reserve  and  once  respiratory  symptoms 
have  become  manifest,  there-are  no  complete  remis- 
sions. Finally,  the  maximal  expiratory  rate  is 
markedly  reduced,  an  abnormality  that  can  be  at 
best  only  partially  removed  by  intensive  treatment 
with  bronchodilator  drugs  or  steroids,  or  both.  All 
patients  in  the  group  of  25  mentioned  above  ful- 
filled these  criteria. 

Certain  features  of  emphysema  can  be  explained 
by  the  assumption  that  the  disease  is  an  inflamma- 
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tory  lesion  of  the  bronchial  tree  caused  by  the  in- 
halation of  minute  irritating-  particles.  The  emphy- 
sematous patient  with  dyspnea  and  obvious  obstruc- 
tion to  expiration  often  has  a remarkably  silent 
chest  on  auscultation.  In  contrast,  the  asthmatic  pa- 
tient with  dyspnea  usually  wheezes  audibly.  In 
asthma,  obstruction  may  be  chiefly  in  the  relatively 
large  noise-producing  airways,  whereas  in  emphy- 
sema this  may  be  restricted  to  the  terminal  portion 
of  the  airway.  Here,  the  small  caliber  of  the  air- 
way and  the  low  velocity  of  flow  minimize  turbu- 
lence, the  cause  of  wheezes  and  rhonchi.  Such  a 
distribution  of  the  lesion  in  the  two  conditions 
might  arise  from  a difference  in  the  size  of  the 
particles  inhaled,  those  recognized  as  causes  of 
asthma  (pollens,  mold  spores  and  dusts)  being  rela- 
tively large  and  tending  therefore  to  settle  out  in 
the  larger  airways,  and  those  that  we  believe  to 
cause  emphysema  (smoke  and  possible  fumes  and 
certain  industrial  dusts  presumably  acting  as  irri- 
tants) being  minute  and  therefore  capable  of  reach- 
ing the  periphery  of  the  lung. 

We  were  further  struck  by  the  occurrence  of 
peptic  ulcer  in  6 of  the  25  patients  with  emphy- 
sema referred  to  above,  a prevalence  of  24  per  cent. 
That  this  was  not  mere  chance  is  suggested  by  other 
published  reports  emphasizing  such  a relation. 

An  association  appears  to  exist,  therefore,  between 
cigarette  smoking  and  emphysema  on  the  one  hand 
and  emphysema  and  peptic  ulcer  on  the  other.  We 
believe  that  the  presence  of  cigarette  smoking  in  this 
association  is  best  explained  as  a cause  in  emphy- 
sema and  an  aggravating  circumstance  and  possibly 
a cause  in  ulcer.  Such  an  assumption  explains  the 
following:  the  finding  that  all  of  a group  of  25  pa- 
tients with  emphysema  were  cigarette  smokers  of 
long  standing;  the  reported  description  of  the  lesion 
in  emphysema  as  inflammation  and  obstruction  of 
the  peripheral  and  narrow  portion  of  the  airway; 
the  widely  held  opinion  that  smoking  aggravates 
peptic  ulcer;  the  frequency  of  peptic  ulcer  in  pa- 
tients with  emphysema;  and  the  occurrence,  in  the 
group  of  25  patients  with  emphysema,  of  3 cases  of 
bronchogenic  carcinoma,  a disease  for  which  an  as- 
sociation with  cigarette  smoking  appears  to  have 
been  established. 

It  is  therefore  suggested  that  emphysema  and 
perhaps  peptic  ulcer  as  well  should  be  assigned  a 
place  along  with  carcinoma  of  the  lung  in  the  to- 
bacco controversy.  Intensive  study  of  this  ques- 
tion appears  to  be  warranted  since  emphysema  as 
defined  above  is  a disease  more  common  than  car- 
cinoma of  the  lung  and  has  a prognosis  almost  as 
gloomy. 

— By  Francis  C.  Lowell,  M.D.,  William  Franklin,  M.D.,  Alan 

L.  Michelson,  M.D.,  and  Irving  W.  Schiller,  M.D.,  The  New 

England  Journal  of  Medicine,  January  19,  1956. 


IMPORTANCE  OF  CHEST  X-RAYS  IN  TOTAL 
RADIATION  EXPOSURE 
The  report  of  a survey  by  six  committees  of  the 
National  Academy  of  Sciences  on  radiation  is  of 
particular  concern  to  tuberculosis  workers  and  physi- 
cians because  of  the  emphasis  which  has  been  put 
upon  the  chest  X ray. 

The  survey  was  made  primarily  to  evaluate  the 
effect  on  the  population  of  the  testing  of  nuclear 
weapons  and  an  estimate  of  future  radiation  likely 


to  occur  from  the  extension  of  peaceful  uses  of 
atomic  energy.  The  use  of  radiation  in  medical 
practice  inevitably  came  into  the  discussion.  The 
point  was  made  that  all  radiation  is  harmful  from 
a genetic  point  of  view,  inevitably  producing  a num- 
ber of  injuries  to  the  reproductive  cells,  which  in 
turn  results  in  certain  mutations.  The  effect  is  cu- 
mulative and  such  injury  may  not  show  up  for  gen- 
erations in  the  future.  If  such  radiation  is  not  con- 
trolled carefully,  the  inevitable  effect,  it  is  said, 
will  be  an  increase  in  the  death  rate,  a decrease  in 
the  birth  date,  and  ultimate  eradication  of  the  hu- 
man species. 

From  a long-range  genetic  standpoint,  a small 
exposure  to  radiation  of  the  general  population  is 
just  as  bad  as  a high  degree  of  radiation  of  a rela- 
tively small  group  of  people.  The  important  thing 
is  the  radiation  of  the  reproductive  organs  (ordinar- 
ily referred  to  as  the  gonads).  The  local  radiation 
of  a part  of  the  body,  remote  from  the  gonadal 
region,  such  as  dental  X ray,  will  result  in  a cer- 
tain amount  of  radiation  of  the  gonads  themselves. 
The  report  states  that  the  average  dental  X ray 
results  in  a direct  exposure  of  the  face  of  about  5 r 
(r=“roentgen,”  a unit  of  radiation)  and  of  this 
exposure,  .005  r reach  the  gonads. 

There  is  some  radiation  that  one  can  do  nothing 
about;  namely,  the  radiation  from  radio-active  min- 
erals and  cosmic  rays  from  outer  space.  With  this 
so-called  background  radiation  in  mind,  the  scien- 
tists suggest  that,  in  addition,  man-made  radiation 
of  the  general  population  should  be  kept  below  a 
total  of  10  r’s  from  conception  to  age  30,  so  far 
as  radiation  of  the  gonads  is  concerned.  Those  in 
occupations  which  necessitate  greater  exposure  than 
this  should  keep  such  exposure  below  50  r’s  dur- 
ing the  first  30  years  of  life,  and  not  to  exceed  an- 
other 50  r’s  between  the  ages  30  and  40.  (Nine- 
tenths  of  children  arc  born  to  patients  under  40 
years  of  age.  Radiation  of  persons  beyond  the 
child-bearing  age  is  obviously  less  serious). 

From  the  standpoint  of  mass  use  of  chest  X rays 
for  screening  to  detect  the  presence  of  active  tuber- 
culosis, the  10  r maximum  limit  obviously  must  be 
used,  rather  than  the  50  r limit.  The  scientists  point 
out  that  even  a 10  r general  exposure  from  man- 
made sources  over  the  first  30  years  of  life  will 
exert  a certain  toll  in  terms  of  hereditary  defects, 
but  apparently  it  is  felt  that  this  exposure  will  not 
be  serious  and  is  not  unreasonable. 

One  can  assume  then  that  one  has  in  the  bank  at 
conception  10  r’s  of  X rays  or  gamma  rays.  The 
object  is  to  try  to  spend  as  little  of  these  10  r’s  as 
possible,  doing  so  only  when  the  benefits  clearly 
outweigh  the  possible  genetic  injury  which  may  re- 
sult. This  balancing  of  the  assets  and  debits  of  a 
given  X-ray  exposure  is  an  extremely  difficult  and 
rather  nebulous  program  that  yields  no  important 
practical  results  (such  as  using  X rays  to  check  on 
the  fitting  of  shoes)  should  be  stopped. 

To  assist  in  the  evaluation  of  a chest  X-ray 
program,  it  is  first  necessary  to  know  how  much  ra- 
diation of  gonads  results  from  a chest  X ray.  It  is 
evident  that  scientists  do  not  feel  that  such  exposure 
is  entirely  negligible. 

A study  at  the  Brookhaven  National  Laboratory 
shows  the  total  dose  received  as  a result  of  X-ray- 
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ing  various  anatomical  structures  under  varying  con- 
ditions. According  to  the  Brookhaven  figures  the 
exposure  incident  to  the  conventional  chest  X ray 
is  0.05  r.  This  is  the  total  dosage  received  by  the 
part  being  X-rayed.  It  is  not  the  dosage  received 
by  the  gonads  through  stray  radiation  and  scatter- 
ing inside  the  body.  From  the  genetic  point  of  view, 
the  important  thing  is  not  the  total  dosage  but 
how  much  reaches  the  gonads. 

Dr.  W.  Edward  Chamberlain,  Professor  of  Radi- 
ology, Temple  University  Medical  School,  Philadel- 
phia, presented  certain  data  at  the  last  meeting 
of  the  Sub-committee  on  Tuberculosis  of  the  Na- 
tional Research  Council  concerning  the  amount  and 
seriousness  of  gonadal  radiation  resulting  from  vari- 
ous chest  X-ray  procedures.  Dr.  Chamberlain’s  cal- 
culations are  as  follows: 

Approximate  Radiation  Received  by  the  Gonads 
from  a Single: 

1.  Conventional  chest  film  (14”  x 

17”)  0.00025  r 

2.  Regular  photofluorograph  0.005  r 

3.  Photofluorograph  using  the  new 

mirror  optic  system  0.0015  r 

On  the  basis  of  dosages  given  by  the  Brookhaven 
National  Laboratory,  the  radiation  reaching  the 
gonads  from  a conventional  chest  X ray  or  regular 
photofluorograph  is  apparently  l/200th  of  the  total 
dosage  received. 

It  is  obvious  from  these  figures  that  if  the  10  r 
gonadal  radiation  were  to  be  used  up  entirely  by 
photofluorographs  of  the  usual  type,  this  would  take 
some  2,000  such  photofluorographic  chest  films  dur- 
ing the  first  30  years  of  life.  Even  if  individuals 
followed  the  usual  advice  of  an  annual  chest  X ray 
from  the  age  of  15  onward,  this  would  mean  only 
15  photofluorographs  by  age  30.  Fifteen  annual 
PF’s  would  use  up  less  than  1 per  cent  of  10  r’s 
(actually  .075  r)  and  would  seem  to  make  it  clear 
that  there  is  a large  safety  factor  even  in  the  use  of 
the  regular  photofluorographs. 

According  to  our  data,  the  highest  exposure  chest 
X ray  gives  no  more  gonadal  radiation  than  the 
dental  X-ray  exposure.  Fluoroscopy  itself,  of 
course,  is  quite  another  matter  and  gives  a very 
high  dose. 

CONCLUSIONS 

From  the  above,  certain  tentative  conclusions 
seem  indicated. 

1.  Fluoroscopy  should  not  be  used  for  screening 
purposes.  (It  may  be  necessary,  of  course,  for  di- 
agnostic purposes). 

2.  Any  X-ray  program  yielding  data  of  no  sig- 
nificance should  be  discontinued.  (A  given  type 
of  X-ray  program  may  be  justified  in  a certain  pop- 
ulation group  and  unjustified  in  another). 

3.  In  a very  few  communities,  if  any,  in  the 
United  States  would  routine  chest  X-ray  screening 
of  the  general  population  under  the  age  of  15  be 
justified. 

4.  From  the  genetic  standpoint,  chest  X rays  of 
older  people  who  have  completed  their  families  are 
of  no  importance,  and  furthermore,  this  is  the  group 
with  the  higher  rates  of  prevalence  of  tuberculosis. 


5.  The  standard  14”  x 17”  chest  X-ray  film  gives 
such  a low  dosage  of  gonadal  radiation  it  is  essen- 
tially negligible  at  any  age. 

6.  The  use  of  the  new  photofluorograph  camera 
using  the  mirror  type  of  optics  results  in  less  than 
a third  as  much  gonadal  radiation  as  the  regular 
photofluorograph. 

7.  Even  the  regular  photofluorograph  causes 
such  a low  dose  of  gonadal  radiation  that  its  use 
for  tuberculosis  screening  purposes  in  individuals 
who  have  not  completed  their  families  is  justified 
if  these  individuals  are  in  population  groups  with 
a considerable  prevalence  of  tuberculosis. 

8.  Determination  of  what  groups  should  be  con- 
tinued to  be  screened  by  chest  X rays  must  be  made 
locally  upon  the  advice  of  the  physicians  guiding  the 
program,  such  as  the  Trudeau  Society  or  medical  ad- 
visory committee. 

— A Statement  by  James  E.  Perkins,  M.D.,  Managing  Director 
of  National  Tuberculosis  Association. 


A review  of  housing  conditions  in  any  one  of  our 
major  cities  discloses  the  communicability  of  hous- 
ing decay.  Like  measles  among  a susceptible  popu- 
lation, it  spreads  persistently  from  block  to  block, 
from  area  to  area,  infecting  all  who  have  not  pre- 
viously succumbed.  Epidemiologically,  there  is  first 
the  contagion  of  housing  endodecay  which  encour- 
ages the  use  of  damp,  unlighted,  and  unventilated 
rooms  and  results  in  room  overcrowding  and  in- 
sanitary practices.  Second,  there  is  the  contagion 
of  housing  exodecay  which  begins  with  neighbor- 
hoods and  blighted  areas  creating  shabby  proper- 
ties with  decreasing  values  to  be  shunned  like  an 
exotic  plague.  (Henry  F.  Vaughan,  Dr.  P.H.,  Am. 
J.  Pub.  Health,  March,  1956). 


The  knowledge  obtained  from  tuberculin  tests  is 
of  value  to  the  community  and  to  the  health  depart- 
ment in  comparing  the  local  rate  of  infection  with 
that  in  other  areas  of  the  country.  Uniform  testing 
of  school  children  is  valuable  to  the  health  depart- 
ment in  focalizing  the  problem  in  certain  sections 
of  the  community,  in  certain  racial  groups,  and  in 
special  geographic  regions.  While  it  is  desirable 
to  test  persons  of  all  ages,  this  presents  certain  dif- 
ficulties and  the  uniform  testing  of  school  children 
with  a uniform  dosage  of  tuberculin  appears  to  pro- 
vide a satisfactory  means  of  comparing  tuberculin 
sensitivity  in  various  areas.  (Michael  L.  Furcolow, 
M.D.,  Am.  J.  Pub.  Health,  September,  1956). 


A good  college  health  program  consists  of  far 
more  than  caring  for  the  immediate  needs  of  sick 
and  injured  students  and  teaching  them  good  health 
habits.  It  has  the  responsibility  of  preventing  ill- 
ness or  injury  when  possible,  keeping  aware  of 
sanitary  and  environmental  conditions  that  may  be 
harmful  and  making  appropriate  recommendations, 
serving  as  an  educational  center  for  dissemination 
of  information  that  may  favorably  affect  the  health 
of  the  community,  and  referring  patients  to  special- 
ized services  when  needed.  (Dana  L.  Farnsworth, 
M.D.,  Bulletin  NTA,  May,  1956). 
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Current  Comment 

(Continued  from  page  25- A) 

NOTES 

To  wind  up  a long  investigation  of  the 
safety  of  chemical  additives  to  foods,  a 
House  committee  called  in  a panel  of  scien- 
tists for  two  days  of  discussion.  In  general 
they  concluded:  Be  careful  about  any  man- 
datory federal  controls. 

Another  hearing  on  weight-reducing  prep- 
arations sold  over-the-counter  in  drug 
stores  heard  a parade  of  witnesses,  all  of 
whom  had  about  the  same  opinion : In  them- 
selves, the  pills  all  are  virtually  useless  in 
inducing  loss  of  weight,  but  their  other  ef- 
fects range  from  harmless  to  definitely  dan- 
gerous. 

Veterans  Administration  is  increasing  fees 
to  physicians  under  the  home-town  care  pro- 
gram, with  the  new  schedules  varying  by 
states  and  areas.  During  this  fiscal  year 
V.A.  will  pay  out  $8  million  under  this  pro- 
gram. 

A former  A.M.A.  president,  Dr.  Elmer 
Hess,  now  heads  two  government  advisory 
committees,  the  Health  Resources  Advisory 
Committee  to  Office  of  Defense  Mobiliza- 
tion and  the  Medical  Advisory  Committee  to 
Selective  Service,  membership  of  which  is 
the  same.  He  succeeds  Dr.  Howard  Rusk. 

Secretary  Folsom  is  considering  appoint- 
ing a committee  of  outsiders  to  investigate 
and  evaluate  progress  on  medical  research 
by  the  federal  government. 

— From  Washington  Office,  A.M.A.) 


From  the  Lincoln  Star — 

Dr.  Kenneth  Quist  of  the  U.S.  Public 
Health  Service  has  joined  the  communicable 
disease  control  division  of  the  State  Depart- 
ment of  Health,  Dr.  E.  A.  Rogers,  Director, 
has  revealed. 

Dr.  Quist  is  on  loan  to  Nebraska,  Dr.  Rog- 
ers explained,  to  do  work  in  the  area  of 
animal  diseases  communicable  to  man — es- 
pecially encephalitis,  or  sleeping  sickness, 
which  has  been  reported  on  the  increase  in 
certain  areas  of  western  Nebraska. 
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use  a speculum  once— 
throw  it  away— 
and  replace  it  with 
a new  one/ 


Current  Comment 

AFL-CIO  to  Fight  Medical  Society  Actions — 

From  Secretary’s  Letter  No.  410  we  learn 
the  AFL-CIO  committee  on  social  security 
has  decided  to  take  a firm  stand  against 
medical  societies  that  fail  to  go  along  with 
union  labor  medical  programs.  Action  is 
called  for  in  opposing  the  “attack  and  har- 
assment of  component  medical  societies 
against  union  plans,  particularly  in  the 
states  of  Pennsylvania,  Illinois  and  Colo- 
rado.” 
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Gone  >s  the  danger  of  cross-infection,  the  nuis- 
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sterilization  of  specula  is  no  longer  necessary- 
one  less  chore  for  you  and  your  nurse— and  all 
for  less  than  2c  per  patient. 

Another  important  advantage  of  Kleen-Spec 
specula  is  the  highly  favorable  reaction  of  pa- 
tients in  seeing  a fresh  speculum  put  on  the 
otoscope  and  discarded  after  a single  use. 

Write  for  prices  and  illustrated  brochure  . . . 
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Farmers  Union  Signs  Blue  Cross-Blue 
Shield  Agreement — 

The  Nebraska  Union  Farmer  for  July  10, 
1957,  announced  the  signing  of  an  agree- 
ment with  Blue  Cross-Blue  Shield  providing 
“hospital,  medical  and  surgical  coverages  at 
association  rates.” 

State  President  Elton  L.  Berck  is  said  to 
have  “hailed  the  agreement  as  an  ‘outstand- 
ing service  to  farm  families,  many  of  whom 
have  experienced  difficulty  in  finding  a 
suitable  plan  at  a reasonable  rate’.” 


A.M.A.  Announces  Two  Changes  in 
Administrative  Setup — 

The  American  Medical  Association  has  an- 
nounced recently,  two  important  changes  in 
administrative  setup.  The  Board  of  Trust- 
ees elevated  Dr.  George  F.  Lull,  who  has  been 
secretary-general  manager  of  the  associa- 
tion for  11  years,  to  be  assistant  to  the  presi- 
dent. He  will  continue  to  be  the  secretary. 
In  Lull’s  place  as  general  manager,  the  Board 
appointed  Dr.  F.  J.  L.  Blasingame  of  Whar- 
ton, Texas. 


Medical  Student  Receives  Award  for  Research — 

Richard  L.  O’Brien  of  Shenandoah,  Iowa, 
now  completing  his  second  year  at  Creighton 
University  School  of  Medicine,  Omaha,  has 
been  awarded  a $500  scholarship  for  re- 
search and  clinical  training  this  summer  in 
the  field  of  allergic  diseases.  The  award  is 
by  the  American  Foundation  for  Allergic 
Diseases. 


Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 


The  death  rate  from  pneumonia,  influenza  and 
tuberculosis  has  dropped  about  90  per  cent  since 
1900  in  the  United  States,  Health  Information 
Foundation  reports.  HIF  attributes  the  improve- 
ment to  medical  advances,  particularly  new  drugs, 
and  to  better  living  conditions. 
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Current  Comment 

The  Month  in  Washington — 

In  the  last  few  years  interest  has  built  up 
in  the  problems  of  the  older  people — how 
they  are  to  get  their  bills  paid,  how  to  spend 
their  time  constructively,  what  chronic  med- 
ical conditions  are  causing  them  the  most 
trouble.  Innumerable  national  and  local 
conferences  have  searched  for  ways  to  make 
life  more  satisfying  and  healthy  for  people 
entering  old  age,  and  committees  are  at 
work  on  the  problem  in  thousands  of  com- 
munities. 

In  this  favorable  climate,  when  every  de- 
vice that  might  help  the  older  citizens  is 
being  examined,  there  is  being  revived  a 
scheme  that  met  with  no  success  at  all  when 
first  proposed  more  than  six  years  ago. 

It  is  a plan  for  government-paid  hospital- 


ization under  the  Old  Age  and  Survivors’  In- 
surance system. 

Here  is  the  argument  that  is  made  for  it : 

People  in  old  age  generaly  have  less  in- 
come than  when  they  were  younger,  but  at 
the  same  time  they  require  more  medical  at- 
tention and  hospital  care.  Neither  voluntary 
nor  commercial  health  insurance  has  been 
able  to  offer  these  people  the  protection  they 
need.  The  only  solution,  sponsors  of  the  plan 
say,  is  to  get  the  federal  government  into 
the  picture. 

Opponents  of  the  idea  agree  that  older  peo- 
ple are  sick  more  often  and  generally  don’t 
have  much  money,  but  they  disagree  violent- 
ly with  the  other  arguments.  They  point 
out  that  slowly  but  surely  insurance  cover- 
age is  being  extended  to  older  people  at  a 
price  they  can  afford  to  pay.  Most  import- 
( Continued  on  page  14- A) 
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(Continued  from  page  4- A) 

ant,  hospitalization-at-65  critics  maintain 
that  a system  like  this  is  in  effect  national 
compulsory  health  insurance  under  Social  Se- 
curity. 

Early  this  year  Reps.  Emanuel  Celler  (D., 

N. Y.)  and  John  Dingell  (D.,  Mich.)  intro- 
duced bills  on  this  subject.  They  would  al- 
low 60  days  a year  free  hospitalization  for 

O. A.S.I.-covered  men  65  and  over  and  women 
62  and  over.  Rep.  Kenneth  A.  Roberts  (D., 
Ala.)  offered  a similar  bill. 

Just  before  the  session  ended  two  develop- 
ments occurred  that  are  evidence  the  pro- 
ponents of  this  system  of  hospitalization  are 
getting  ready  to  make  a real  fight  for  it 
next  year. 

First,  Rep.  Aime  J.  Forand  (D.,  R.I.)  pre- 
sented a bill  that  would  make  extensive  lib- 
eralizations in  the  social  security  program, 
including  creation  of  a hospitalization  that 
would  give  free  surgical  service  to  the  aged 
program.  Some  national  labor  leaders  im- 


mediately pledged  their  support  to  this  bill, 
a not  unexpected  move  as  the  A.F.L.-C.I.O. 
is  officially  behind  the  general  idea. 

Then  Senator  Richard  I.  Neuberger  (D., 
Oregon)  made  it  plain  he,  too,  wanted  the 
old  people  to  have  free-hospital  medical  care. 
The  senator  said  he  hadn’t  firmed  up  his 
thoughts,  but  that  he  believed  the  best  ap- 
proach would  be  something  like  the  Military 
Dependent  Medical  Care  program  (Medi- 
care), making  use  of  Blue  Cross  or  other 
nonprofit  groups.  He  estimates  that  a 1% 
increase  in  payroll  taxes  for  both  employer 
and  employee  would  meet  the  extra  costs. 

Mr.  Forand,  on  the  other  hand,  is  specific. 
He  would  make  all  persons  receiving  O.A.S.I. 
retirement  benefits  eligible  and  also  surviv- 
ing widows  and  children,  but  would  not  in- 
clude persons  receiving  O.A.S.I.  disability 
payments.  He  would  broaden  the  time  pe- 
riod by  allowing  120  days  of  hospital  or  nurs- 
ing home  care  each  year,  with  hospital  stays 
limited  to  60  days. 

The  Forand  measure  also  has  a provision, 
not  contained  in  most  earlier  bills,  for 
O.A.S.I.  also  to  pay  for  in-hospital  surgical 

(Continued  on  page  34- A) 
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EDITORIAL 

THE  PROBLEM  OF  ASIATIC 
INFLUENZA 

The  history  of  influenza  and  its  causative 
viruses  prompted  virologists  to  predict  a new 
strain  for  1957.  It  seems  that  from  1918  to 
1957,  four  sets  of  Type-A  influenza  viruses 
have  reigned  in  succession,  approximately 
ten  years  each,  the  last  preceding  group  be- 
ing A-prime  viruses.  The  one  just  now  be- 
ginning its  ascendency  is  termed  A/ Japan/ 
305/57.  This  is  said  to  be  antigenically 
similar  to  “Dutch  56”  isolated  in  1956,  but 
not  identical. 

The  present  epidemic  began  in  Northern 
China  last  January  and  by  April  had  spread 
to  Hong  Kong  by  way  of  Shanghai  and  Can- 
ton. In  Hong  Kong  there  were  half  a mil- 
lion cases  but  only  44  deaths.  The  present 
appellation,  Asiatic  influenza,  derives  from 
its  origin  and  early  spread,  Since  April,  the 
disease  has  spread  to  Formosa,  the  Phil- 
lipines,  Singapore  and  Malaya,  Indonesia, 
Japan,  India,  Pakistan,  and  to  the  United 
States. 

When  service-personnel  were  attacked  in 
Hong  Kong,  the  United  States  Armed  Forces 
Medical  Service  began  the  task  of  culturing, 
isolating,  and  identifying  the  causative 
agent.  At  the  end  of  only  thirty-four  days 
the  Armed  Forces  had  accomplished  this 
task  and  turned  over  the  material  to  com- 
mercial biological  manufacturers  to  begin 
the  work  of  producing  vaccine.  The  organ- 
ism had  been  identified  as  belonging  to  the 
A-group  but  antigenically  different  from 
any  previously  known  Type-A  strain. 

The  vaccine  is  being  released  at  this  time, 
but  it  is  expected  that  the  supply  will  be 
adequate  for  military  use,  only,  until  some- 
time in  the  fall.  Distribution  for  public  ad- 
ministration will  be  subject  to  a certain 
amount  of  control  by  the  Public  Health  Serv- 
ice. It  is  expected  that  the  P.H.S.  will  work 
out  a schedule  similar  to  that  used  in  distri- 
bution of  the  Salk  vaccine  for  poliomyelitis. 
The  six  licensed  manufacturers  will  make 
weekly  shipments  to  the  states  according  to 
the  schedule,  based  on  population,  and  no 


more.  The  manufacturers  will  report  week- 
ly to  the  P.H.S.  the  net  amount  released 
for  sale,  state  by  state.  Allocations  within 
the  states  will  not  be  made  by  the  Public 
Health  Service. 

The  disease  is  well  seeded  in  the  United 
States,  but  we  are  told  an  epidemic  may  not 
be  expected  before  late  fall  or  early  winter. 
The  greatest  danger  is  thought  to  lie  in  the 
possibility  the  virus  may  mutate,  produce 
more  virulent  strains  and  consequent  rise  in 
mortality.  The  present  danger,  barring  mu- 
tation, is  the  high  morbidity.  The  attack 
rate  has  been  high  and  the  onslaught  sud- 
den. The  illness  of  the  patient  has  been  se- 
vere enough  to  incapacitate  him  for  many 
days.  The  sudden  withdrawal  of  key  person- 
nel, the  overtaxing  of  medical  facilities,  and 
the  temporary  relative  shortage  of  doctors, 
nurses,  and  other  medical  personnel  would 
throw  a tremendous  strain  upon  the  whole 
community  organization. 

Vaccination,  as  the  material  becomes 
available,  should  be  done  on  a voluntary  pri- 
ority basis.  We  are  advised  that  those  re- 
sponsible for  the  care  of  the  sick  should  have 
first  priority.  Persons  adjudged  most  likely 
to  suffer  great  damage  or  death  if  attacked 
would  constitute  the  second  priority.  Those 
thought  to  be  most  essential  in  maintaining 
community  function  would  be  next  in  line — 
firemen,  policemen,  utility  workers,  and  so 
on. 

The  State  Health  Advisory  Committee  to- 
gether with  the  Nebraska  State  Medical  As- 
sociation has  taken  this  problem  for  solu- 
tion so  as  to  be  prepared  if  the  need  arises. 
Communications  directly  from  the  Commit- 
tee or  the  office  of  your  association  will 
doubtless  come  to  hand  at  regular  and  fre- 
quent intervals  so  that  every  doctor  in  Ne- 
braska may  be  well  advised  at  all  times. 

THE  JOINT  BLOOD  COUNCIL 

Many  of  us  are  not  familiar  with  the 
origin,  composition,  functions,  and  ac- 
tivities of  the  Joint  Blood  Council.  The 
following  information,  based  upon  data 
received  from  the  Council,  will  bring  the 
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reader  up  to  date  in  this  matter.  This 
is  an  activity  in  which  we  should  be 
highly  interested  because  of  its  impor- 
tance to  the  practice  of  medicine  and  its 
tremendous  importance  in  case  of  dis- 
aster. 

The  Joint  Blood  Council  is  a voluntary, 
non-profit  organization  comprising  the  five 
national  associations  principally  concerned 
with  procuring,  processing,  preserving  and 
distributing  blood  and  blood-derivatives. 
These  are  the  American  Association  of  Blood 
Banks,  the  American  Hospital  Association, 
the  American  Medical  Association,  the 
American  National  Red  Cross,  and  the  Amer- 
ican Society  of  Clinical  Pathologists.  The 
Council  was  incorporated  March  16,  1955, 
and  established  a principal  office  in  Wash- 
ington, D.C.,  November  1,  1955. 

Prime  purpose  of  the  Council,  as  set  forth 
in  the  articles  of  incorporation,  is  to  “estab- 
lish a national  blood  program  in  order  to  as- 
sure an  adequate  supply  of  blood  and  blood- 
derivatives  to  the  civilian  and  military  pop- 
ulation at  all  times,  including  times  of  peace 
and  emergency.” 

The  corporate  document  further  declares 
that  the  Joint  Blood  Council  will  develop 
ways  and  means  to  make  blood  and  its  de- 
rivatives available  to  all  persons  in  the  Unit- 
ed States;  stimulate  and  advise  on  areas  of 
research  in  the  collection,  preservation,  and 
use  of  blood  and  its  derivatives;  collect, 
study  and  disseminate  pertinent  informa- 
tion; establish  minimal  standards  for  vol- 
untary accreditation  of  blood  banks ; encour- 
age and  institute  plans  necessary  for  the  ex- 
change of  blood  or  blood  credits  between  ac- 
credited banks  on  a state,  regional  and  na- 
tional basis;  encourage  the  public  to  donate 
blood  for  civilian  and  defense  requirements; 
furnish  annually  a list  of  blood  banks  ac- 
credited by  the  Council;  serve  upon  invita- 
tion as  a fact-finding  and  arbitration  agency 
in  disputes  arising  from  the  collection  and 
use  of  blood  and  its  derivatives,  and,  when 
requested,  advise  federal  and  military  agen- 
cies dealing  with  blood  and  its  derivatives. 

The  Council’s  by-laws  set  forth  general 
principles  to  serve  as  guides  in  establishing 
and  conducting  blood-programs.  These  stip- 
ulate that  there  will  be  cooperation  including 
the  federal  government  in  order  that : 

1.  In  peacetime  there  will  be  a free  ex- 
change of  blood  between  blood  banks  on  a 


unit  for  unit  basis  but  with  adjustment  made 
because  of  the  perishable  nature  of  blood  and 
the  resultant  attrition. 

2.  In  time  of  emergency  the  Joint  Blood 
Council  will  establish  emergency  blood- 
donor-centers  in  communities  not  served  by 
existing  blood-bank  facilities  or  expand  ex- 
isting facilities  as  required. 

As  a matter  of  policy,  the  Council’s  by- 
laws declare  that  since  blood  is  derived  from 
human  beings  only,  it  should  not  be  sold  for 
profit.  However,  it  is  noted  that  all  services 
rendered  in  the  collection,  storage,  and  ad- 
ministration of  blood  cost  something  and  are 
paid  for  by  or  on  behalf  of  every  recipient 
of  such  service.  Hence  the  by-laws  state 
that  when  a service  charge  is  made  to  the 
recipient,  it  may  include  all  or  part  of  the 
costs  of  the  operation,  including  normal  de- 
preciation. However,  there  follows  the  dec- 
laration that  “the  intentional  realization  of 
substantial  profit  is  not  approved.” 

Joint  Blood  Council  policies  are  deter- 
mined by  a board  of  directors  with  two  rep- 
resentatives appointed  by  each  of  the  five 
constituent  organizations. 

The  officers  are  Leonard  W.  Larson,  M.D., 
Bismarck,  South  Dakota,  president;  LeRoy 
E.  Bates,  M.D.,  Chicago,  Illinois,  vice  presi- 
dent; Frank  E.  Wilson,  M.D.,  Washington, 
D.C.,  executive  vice  president,  and  secretary; 
Oscar  B.  Hunter,  Jr.,  M.D.,  treasurer. 

Under  “Organization  Section”  in  this  issue 
you  will  find  further  information  on  this 
subject,  chiefly  the  present  project  of  col- 
lecting data  about  the  blood  banks  and  other 
transfusion  services  as  now  constituted. 

Current  Comment 

U.M.W.  Welfare  Fund  Spent  $59.5  Million 
For  Hospital-Medical  Care — 

For  the  twelve  months  ending  last  July 
1,  the  United  Mine  Workers  Welfare  and 
Retirement  Fund  paid  out  $.59,584,594  to 
93,679  beneficiaries  for  hospital  and  medi- 
cal care  benefits.  This  provided  1,631,144 
days  of  hospitalization,  and  entailed  1,556,- 
111  visits  by  physicians. 

Heart  Fund  (National)  Tops  $20  Million  Mark — 

The  1957  Heart  Fund  exceeded  $20  mil- 
lion, $2,336,010  more  than  the  last  year’s 
fund.  The  Fund  Raising  Committee  expects 
to  receive  more  than  $22  million  in  1958. 
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Hemorrhage  in  the  Third  and 

Fourth  Stages  of  Labor * 


Doctor  Hofmeister  emphasizes  the  fact  that  hem- 
orrhage is  still  the  No.  1 cause  of  maternal  death 
during  and  after  labor.  He  implies  that  the  en- 
viable statistical  record  in  Nebraska  might  not 
bear  "systematic  analysis  and  study  . . . along 
with  the  national  trend."  His  analysis  of  statis- 
tical material  from  the  Milwaukee  Hospital  shows 
a great  improvement  in  recent  years — in  fact,  no 
deaths  from  hemorrhage  since  establishment  of 
the  blood  bank,  in  1935.  The  doctor  categorizes 
the  causes  of  hemorrhage  and  discusses  preven- 
tion and  treatment  in  each  category.  He  is  an 
exponent  of  intra-uterine  palpation  when  indi- 
cated, not  only  to  detect  retained  tissue,  but  to 
reveal  other,  more  serious  complications. 

—EDITOR 

THE  ever-present  danger  of  sud- 
den, seemingly  uncontrollable 
hemorrhage  with  associated 
death  still  exists  as  a constant  threat  where- 
ever  obstetrics  is  practiced.  It  is  always  a 
real  challenger  and  contender  for  the  No.  1 
spot  among  the  causes  of  maternal  deaths. 
It  constantly  lies  waiting  for  haphazard 
technique  or  complacency  to  permit  a mo- 
ment of  unpreparedness  within  which  to 
launch  its  surprise  assault. 

Your  particular  institution  may  not  have 
had  a death  due  to  hemorrhage  recently,  but 
is  this  true  of  a sister  institution  in  your 
state?  Have  you  analyzed  the  status  of 
hemorrhage  in  your  hospital  lately?  Ob- 
stetrics and  the  loss  of  some  blood  are  almost 
synonymous.  How  can  this  blood  loss  be 
kept  to  a minimum? 

Analysis  of  maternal  mortality  statistics 
of  the  State  of  Nebraska  indicates  that  dur- 
ing a five-year  period,  with  an  average  of 
34,000  deliveries  per  year,  there  have  been 
only  11  hemorrhagic  deaths  with  four  the 
greatest  number  in  any  one  year.  This  was 
an  enviable  record.  Recent  reports  indicate 
hemorrhage  as  the  No.  I or  II  cause  of  ob- 
stetric deaths  in  Minnesota,  Georgia,  and 
Louisiana. 

Have  you  entered  into  a systematic  analy- 
sis and  study  of  maternal  deaths  along  with 
the  national  trend,  and,  if  so,  are  the  pre- 
viously quoted  figures  for  Nebraska  consist- 
ent with  what  exists  now?  We  in  Wisconsin 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1957. 
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were  quite  proud  of  our  record  until  a recent 
36  months  analysis2  and  study  revealed  that 
during  the  first  12  months  there  were  22 
hemorrhagic  deaths,  it  was  the  No.  1 cause; 
during  the  second  12  months,  16  deaths, 
again  the  No.  1 cause;  and  during  the  third 
12  months,  8 deaths,  finally  reduced  to  sec- 
ond place.  True,  this  is  a decrease,  but  evi- 
dence points  to  the  fact  that  the  record  could 
be  better. 

Obstetrics  cannot  be  practiced  without  con- 
stant threat  of  hemorrhage.  What  then  can 
be  done  besides  the  everlastingly  important 
accurate  prenatal  care  in  reducing  and  con- 
trolling this  threat?  Doctor  Sauer  and  I 
have  reviewed  the  statistics  at  Milwaukee 
Hospital1  and  in  my  private  practice  for  an 
evaluation  of  the  situation  as  it  exists  there. 


TABLE  II 


DELIVERIES  AND  MATERNAL 
DEATHS 

Deliveries  Deaths 


Years 

1934  through  1949 
1950  through  1956 

Caesarean  Sections: 
1940  through  1956_ 


25,019  22  = 0.087% 

20,836  2 = 0.009% 

45,855  24  = 0.052% 

2,195  No  Deaths 


It  is  interesting  to  note  that  at  Milwaukee 
Hospital,  during  a period  of  23  years,  1934 
to  1957,  there  have  been  45,855  deliveries 
with  24  deaths,  an  incidence  of  .052  per  cent. 
During  the  past  7 years,  1950  to  1957,  there 
have  been  20,836  deliveries  with  only  two 
deaths;  one  an  aspiration  death  and  one  a 
death  from  toxemia.  From  1940  to  1957, 
there  have  been  2,195  consecutive  sections 
without  maternal  mortality.  There  have 
been  no  maternal  deaths  from  hemorrhage 
since  the  blood  bank  was  started  in  1935. 
Two  deaths  that  occurred  in  1934  were  the 
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result  of  complications  secondary  to  massive 
blood  loss  rather  than  from  exsanguination. 

TABLE  III 

1922  - 1933  = 5,848  deliveries 
1922  - 1933  = 32  deaths* 

One  maternity  death  for  every  182 
deliveries. 

Now  one  for  every  10,418  deliveries. 

♦Includes  six  caesarean  section  deaths. 

This  was  not  always  so  as  indicated  in 
Table  II.  During  the  years  1922  through 
1933  there  were  5,848  deliveries  with  32  ma- 
ternal deaths.  This  was  one  for  every  182 
deliveries  as  compared  with  the  present  rec- 
ord of  one  death  for  every  10,418  deliveries. 

Why  then  review  the  status  of  hemorrhage 
in  our  institution.  Simply  because  we  are 
not  without  hemorrhage  and  the  hazard  of 
sudden  catastrophy  is  ever  present.  How- 
ever, a fact  must  be  mentioned,  there  was  no 
death  and  that  means  that  adequate  facilities 
were  available  and  were  used  when  the 
emergencies  arose. 

TABLE  IIIl 

INCIDENCE  OF  POSTPARTUM 


HEMORRHAGE 

Number  of  Deliveries 20,836 

Number  of  Postpartum  Hemorrhages 161 

Immediate  Postpartum  Hemorrhage 120 

Delayed  Postpartum  Hemorrhage 41 


In  the  overall  series  of  20,836  deliveries 
there  were  161  instances  of  postpartum  hem- 
orrhage, 120  immediate  and  41  delayed.  We 
have  considered  loss  of  more  than  500  ml.  of 
blood  as  postpartum  hemorrhage3.  Delayed 
hemorrhage  was  considered  as  bleeding  more 
than  one  hour  after  being  returned  to  bed. 
We  consider  these  early  delayed  and  the  long 
delayed,  the  longest  of  which  was  five  weeks, 
as  the  most  hazardous. 

Uterine  atony  with  76  instances  leads  the 
causes  of  bleeding  in  the  third  and  fourth 
stages  of  labor.  Retained  tissue  with  29  in- 
stances was  a poor  second  and  over  half  of 
these,  17,  occurred  as  delayed  hemorrhages. 
Lacerations  of  the  vault  with  27  instances 
and  lacerations  of  the  cervix  with  12  in- 
stances followed  closely.  In  only  several  in- 
stances did  abrupto  placenta  or  ruptured 
uterus  exist  as  a factor.  The  former  in  three 
cases  and  ruptured  uterus  in  two  cases. 

It  is  well  to  note  again  that  when  consid- 
ering delayed  hemorrhage  retained  tissue 
with  17  instances  takes  the  lead,  atony  fol- 
lows with  14  instances,  and  lacerations 
trail  a poor  third  with  one  instance.  The 


result  of  trauma  evidences  itself  immediate- 
ly. 

The  slide  analyzing  delayed  hemorrhage 
reveals  that  atony  has  been  replaced  by  re- 
tained tissue.  It  is  possible  that  five  cases 
categorized  as  due  to  questionable  causes 
could  have  been  accurately  diagnosed  with 
a dilatation  and  currettement.  One  ques- 
tions whether  we  are  using  this  procedure, 
dilatation  and  curettement,  as  often  as  nec- 
essary and  thereby  reducing  unnecessary 
blood  loss  and  shortening  the  period  of  con- 
valescence ? 

Analysis  reveals  that  in  one-third  of  the 
cases,  postpartum  blood  loss  was  associated 
with  normal  spontaneous  delivery.  Was  the 
operator  lulled  into  complacency  by  believ- 
ing that  with  the  normal  delivery  there 
could  be  no  complication?  Remember  that 
obstetrics  always  carries  with  it  the  impact 
of  a major  surgical  procedure  and  must  be 
approached  with  similar  reverence. 

Of  significance  is  the  fact  that  where 
laceration  was  associated  with  postpartum 
hemorrhage  operative  delivery  exceeded  nor- 
mal spontaneous  delivery  by  7:1.  This  is 
evident  in  the  following  table  which  lists  the 
type  of  deliveries  where  lacerations  were  re- 
corded. 

TABLE  IVi 

TYPE  OF  DELIVERIES  WHERE 
LACERATIONS  WERE  RECORDED 


Mid  Forcep 20 

Low  Forcep  11 

Normal  Spontaneous . 4 

Version  and  Extraction 1 

Breech  1 


The  author’s  service,  which  practices  more 
of  an  aggressive  type  of  obstetrics,  has  been 
interested  in  comparing  its  results  with  the 
overall  statistics.  Three  thousand  two  hun- 
dred and  sixty  of  the  20,836  deliveries  dur- 
ing the  years  1950  through  1956  were  done 
on  this  service.  Accurate  prenatal  care  is 
attempted  with  particular  attention  to  the 
status  of  the  nutrition  and  of  the  blood. 

Most  patients  are  delivered  under  general 
anesthesia  with  individualized  premedica- 
tion. The  infant  is  delivered  slowly.  Aspir- 
ation is  done  before  the  infant  is  completely 
delivered.  One  cc.  of  Pitocin  is  given  with 
the  anterior  shoulder  and  one  ampule  of  Er- 
gotrate  is  given  intravenously  after  delivery 
of  the  infant.  The  placenta  is  delivered  by 
modified  Brandt’s  maneuver  which  consists 
of  pushing  back  the  fundus  suprapubically 
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while  the  cord  is  held  slightly  tense.  This  in 
effect  strips  the  placenta,  which  in  the  ma- 
jority of  cases  separates  from  its  uterine  at- 
tachment while  the  infant  is  delivered,  and 
it  falls  into  the  vagina.  It  is  then  easily 
lifted  from  this  location. 

Where  episiotomy  is  done,  the  repair  is 
delayed  until  the  placenta  has  been  delivered 
and  adequate  inspection  made.  The  cervix 
is  immediately  inspected  by  using  the  two 
Jackson  retractors  and  three  ring  forceps 
which  should  be  standard  equipment  in  all 
delivery  setups.  Any  laceration  of  the  cer- 
vix should  be  repaired  immediately  by  two 
layers  of  suture.  Accurate  repair  of  the  cer- 
vix, besides  controlling  hemorrhage,  will 
prevent  later  ectropion  erosion  and  chronic 
cervicitis  which  could  precede  cervical  car- 
cinoma. This  inspection  is  associated  with 
a careful  inspection  of  the  vaginal  vault  in 
search  of  lacerations. 

During  the  period  1934  through  1956, 
there  was  one  inversion  of  the  uterus  on  an- 
other service.  This  was  unsuspected  and  un- 
detected because  of  the  absence  of  hemor- 
rhage. The  patient  was  moved  from  the  de- 
livery area  to  her  bed.  Shortly  thereafter, 
sudden  profound  shock  occurred  and  was 
followed  by  death.  The  cause  was  found  at 
autopsy.  Routine  inspection  of  cervix  and 
vault  would  have  resulted  in  early  detection, 
correction,  and  the  salvage  of  a young  life. 

The  uterus  of  each  of  these  3,260  patients 
was  then  examined  by  intra-uterine  palpa- 
tion for  the  detection  of  tissue  or  intra- 
uterine laceration.  I would  impress  upon 
you  that  this  was  done  as  a routine  for  dem- 
onstration to  our  students  and  interns  and 
is  required  as  a routine  of  our  residents  on 
all  house  patients.  This  creates  confidence 
in  the  fact  that,  when  indicated,  active  intra- 
uterine examination  can  be  done  without  hes- 
itance  and  without  danger  to  the  patient. 
At  first  this  was  done  with  the  gloved  fin- 
gers alone;  now  it  is  done  with  the  aid  of 
a gauze  sponge.  Among  many  instances  of 
retained  membranes  and  placental  frag- 
ments, was  found  a severe  unsuspected  rup- 
tured uterus  associated  with  a spontaneous 
delivery.  Immediate  adequate  therapy  in 
the  form  of  a total  hysterectomy  probably 
forestalled  catastrophy. 

No  complication  connected  with  Rh  sensi- 
tivity or  patient  morbidity  was  noted.  No 
chemo-therapeutic  or  antibiotic  therapy  was 


given.  Only  usual  accurate  care  against 
contamination  was  exercised. 

It  is  not  essential  that  everyone  institute 
routine  intra-uterine  palpation  but  every 
practitioner  should  know  that  where  there 
is  even  the  slightest  indication,  active  meas- 
ures in  the  form  of  intra-uterine  palpation 
can  be  used  and  must  be  used. 

After  this  procedure  the  patient  is  ob- 
served a few  minutes.  If  bleeding  occurs, 
active  bimanual  pressure  can  be  effectively 
instituted  until  the  fundus  is  firm.  If  there 
is  no  bleeding  a tagged  vaginal  pack  is  in- 
serted and  the  episiotomy  closed. 

Where  some  uterine  bleeding  persists, 
though  minor,  intravenous  drip  Pitocin  two 
ampules  to  1,000  cc.  of  fluid  is  started  im- 
mediately rather  than  to  wait  until  this 
bleeding  assumes  the  stature  of  hemorrhage. 

TABLE  Vi 

HEMORRHAGE  IN  SERIES  OF  3,260 
DELIVERIES 


1951 — 4 Retained  Membranes 1 

Vault  Laceration 2 

Atony 1 

1954— 2  Atony 1* 

Thrombocytopenic  Purpura 1 

1955 —  4 Cervix  and  Vault  Laceration 1 

Subinvolution  (C.  Section) 1* 

Retained  Tissue 2* 

Hemorrhage  from  Placental 

Site  (Section)  1 

1956 —  1 Laceration  Associaed  with 

Spontaneous  Delivery 1 

♦Delayed  hemorrhage. 


What  have  we  accomplished  by  this  more 
aggressive  attack  ? As  indicated  in  the 
slide,  we  have  had  12  instances  of  post- 
partum hemorrhage  in  the  3,260  deliveries, 
an  incidence  of  0.36  per  cent  as  compared 
to  the  0.77  per  cent  reported  for  the  20,836 
deliveries  by  the  entire  staff.  Has  immedi- 
ate systematic  and  careful  examination  with 
immediate  repair  reduced  this  incidence  by 
over  50  per  cent?  Note,  however,  that  in 
spite  of  these  precautions,  delayed  hemor- 
rhage occurred  four  times — twice  associated 
with  retained  placental  tisue.  The  use  of 
the  sponge  on  the  gloved  fingers  may  elim- 
inate a recurrence  of  this  experience. 

While  listening  you  have  probably  ques- 
tioned where  afibrinogenemia  or  hypofi- 
brinogenemia  fits  into  the  picture  of  post- 
partum hemorrhage  at  Milwaukee  Hospital. 
Remember  that  there  were  no  hemorrhagic 
deaths  in  2,195  sections.  In  the  seven  years 
considered,  there  were  65  confirmed  cases 
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of  abruptio  placentae,  33  delivered  vaginally, 
32  delivered  by  section.  In  a recent  review 
of  22,158  deliveries  at  Milwaukee  Hospital5 
there  were  334  stillbirths,  an  incidence  of 
1.5  per  cent.  Twenty-one  per  cent  of  these 
feti  were  dead  on  admission.  This  rate  has 
been  constant,  so  it  is  safe  to  assume  ap- 
proximately 60  patients  would  have  present- 
ed with  a dead  fetus  during  the  seven  year 
period  studied  for  this  presentation.  There 
were  two  instances  where  multiple  blood 
transfusions  were  used  associated  with 
abruptio  and  section,  one  section  resulted  in 
a subsequent  hysterectomy.  However,  at  no 
time  was  Fibrogen  required,  and  there  were 
no  maternal  deaths.  Was  hypofibrinogene- 
mia6  a factor  in  the  two  cases?  Did  the  two 
cases  rectify  themselves  spontaneously  V 
Why  has  our  experience  been  without  afi- 
brinogenemia or  hypofibrinogenemia?  Are 
we  more  aggressive  in  doing  Caesarean  Sec- 
tions? Our  rate  remains  4.5  per  cent  with 
one-half  of  these  repeat-sections.  We  are 
unable  to  answer  these  questions,  but  be  as- 
sured we  will  not  let  down  the  bars.  We  are 
ever  alert  seeking  the  first  case  early,  and 
Fibrogen  is  available  as  well  as  an  ample 
supply  of  readily  available  blood. 

SUMMARY  AND  CONCLUSIONS 

1.  Emphasis  is  directed  to  the  fact  that, 
although  isolated  hospitals  reported  no  ob- 
stetrical death  due  to  hemorrhage,  it  is  still 
the  No.  1 cause  of  obstetrical  deaths  in  many 
states. 

2.  An  appeal  is  made  for  more  frequent 
analysis  of  the  status  of  hemorrhage  in  indi- 
vidual hospitals  as  a staff  function.  Better 
still,  careful  analysis  of  all  maternal  deaths 
by  hospital  staffs  is  advisable. 

3.  A recent  review  of  statistics  on  ma- 
ternal mortality  and  hemorrhage  at  Mil- 
waukee Hospital  is  presented. 

4.  Attention  is  directed  to  the  fact  that  a 
single  operator,  by  more  aggressive  and  ac- 
curate conduct  of  the  third  and  fourth  stages 
of  labor,  reduced  hemorrhage  in  these  stages 
to  50  per  cent  of  the  rate  reported  by  the 
entire  staff. 

5.  An  appeal  is  made  to  regard  the  post- 
partum period  as  the  fourth  stage  of  labor 

and  to  insist  that  this  period  be  approached 
with  the  same  care  and  precaution  as  labor, 
the  delivery  of  the  infant,  and  the  delivery 
of  the  placenta.  To  properly  exercise  this 


caution  emphasizes  the  necessity  of  estab- 
lishing and  popularizing  the  obstetrical  re- 
covery room. 

6.  Finally,  probably  of  equal  value  with 
this  aggressive  form  of  obstetrics  is  the 
necessity  for  accurate  intelligent  prenatal 
care  and,  during  labor,  the  facilities  and 
equipment  to  immediately  combat  hemor- 
rhage— oxygen,  fluids,  Fibrogen  and  espe- 
cially blood. 
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Current  Comment 

Venereal  Disease,  Drinking,  Drug- Addiction 
Increasing  in  “Teens”' — 

The  following  is  quoted  from  Social  Hy- 
giene News  for  June,  1957 : 

“Venereal  disease,  drinking  and  drug-ad- 
diction are  increasing  among  American 
teenagers,  the  Senate  Juvenile  Delinquency 
subcommittee  reported  last  month. 

“ ‘Every  year,’  the  report  said,  ‘more  than 
twice  as  many  cases  of  venereal  disease  are 
reported  among  teenagers  as  cases  of  tuber- 
culosis, poliomyelitis,  rheumatic  fever  and 
infectious  hepatitis  combined.’ 

“A  result  of  nearly  four  years  of  nation- 
wide hearings,  the  250-page  report  pointed 
out  that  sexual  maladjustment  and  VD  are 
closely  related  to  other  problems  of  youth, 
and  that  if  the  upward  trend  of  juvenile  de- 
linquency continues,  more  than  one  million 
children  will  be  brought  before  the  courts  in 
1965.” 
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Aneurysm  of  the  Splenic  Artery  *t 


The  purpose  of  the  authors  of  this  paper  is  to 
report  six  cases  in  which  the  diagnosis  of 
aneurysm  of  the  splenic  artery  was  made  prior 
to  operation  or  autopsy.  In  three,  the  diagnosis 
was  confirmed  at  operation.  They  present  a brief 
discussion  of  pathogenesis,  clinical  and  X-ray 
findings,  and  therapy.  The  single  most  import- 
ant diagnostic  finding  seems  to  be  a "circular 
ring-like  calcification"  in  the  left  upper  quadrant 
of  the  abdomen,  as  seen  in  the  "scout  film." 

—EDITOR 

INTRODUCTION 

ANEURYSM  of  the  splenic  ar- 
tery is  considered  a rare  le- 
sion and  was  first  mentioned 
in  the  literature  by  Beaussier  in  17701.  It 
is  of  the  utmost  importance  to  recognize  the 
aneurysm,  because  death  from  hemorrhage 
occurs  in  most  cases.  In  a review  of  the 
literature,  a little  over  200  cases  are  found 
to  have  been  recorded.  In  the  current  med- 
ical writing,  this  condition  has  been  report- 
ed occasionally  but  seldom  is  mentioned  in 
textbooks.  The  lesion  is  so  unusual  that  the 
condition  is  rarely  considered  in  a differen- 
tial diagnosis.  The  majority  of  the  cases 
have  been  recognized  only  at  operation  or  at 
autopsy;  and,  as  a result,  aneurysm  of  the 
splenic  artery  has  been  associated  with  high 
mortality  because  of  sudden  rupture  and 
consequent  fatal  hemorrhage.  The  diagnosis 
of  aneurysm  of  the  splenic  artery  will  not 
be  made  unless  one  bears  in  mind  the  pos- 
sibility of  this  condition. 

It  is  known  that  an  aneurysm  may  de- 
velop in  any  of  the  large  or  medium  sized 
arteries  within  the  abdomen.  The  incidence 
of  splenic  aneurysm  is  second  only  to  that  of 
abdominal  aortic  aneurysm.  Our  American 
history  reveals  that  President  James  A.  Gar- 
field died  from  a ruptured  splenic-artery 
aneurysm,  which  was  the  result  of  trauma 
from  the  bullet  of  an  assassin.  Winkler,  in 
1903,  was  first  to  identify  the  lesion  in  a 
living  patient.  He  found  it  while  operating 
on  a nurse  who  had  experienced  abdominal 
pain  for  eight  years.  A splenectomy  was 
performed  and  he  left  the  aneurysm  of  the 
splenic  artery  intact.  This  patient  lived  25 
years2.  Credit  goes  to  Hoegler,  who  made 
the  first  preoperative  diagnosis  of  splenic- 

*Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1956. 

fFrom  the  Departments  of  Surgery,  Creighton  Memorial  St. 
Joseph’s  Hospital  and  Creighton  University  School  of  Medi- 
cine, Omaha,  Nebraska, 
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artery  aneurysm.  In  1920,  he  found  a pul- 
sating mass  in  the  left  upper  abdomen  while 
viewing  the  fluoroscope  and  found,  also,  that 
a systolic  murmur  could  be  heard  over  this 
mass.3  In  1932,  Lindboe  was  the  first  to 
make  the  diagnosis  by  X ray  and  described 
it  as  a calcareous  ring  behind  the  stomach. 
The  lesion  was  confirmed  by  operation4.  In 
1950,  Evans  was  the  first  to  demonstrate  a 
splenic-artery  aneurysm  before  operation, 
by  means  of  an  aortogram.  He  later  con- 
firmed the  diagnosis  at  operation5.  In  all, 
not  more  than  20  cases  have  been  diagnosed 
preoperatively  by  means  of  X ray  or  clinical 
findings.  There  have  been  several  reviews 
of  the  literature  on  splenic-artery  aneurysm 
since  Baumgartner  and  Thomas  published 
the  first  comprehensive  review,  in  19246. 
Cosgrove,  Watts  and  Kaump  reported  144 
cases  of  splenic-artery  aneurysm,  and  added 
3 of  their  own,  in  1947.  They  reviewed  107 
of  these  because  of  their  relationship  to 
pregnancy  and  parturition7.  Since  this  re- 
port, single  cases  have  been  reported  in  the 
American  literature  in  which  the  diagnosis 
was  made  prior  to  operation  or  autopsy8’10. 

REPORT  OF  THE  CASES 

The  case  reports  which  follow  represent 
six  patients  of  our  own  with  aneurysm  of 
the  splenic  artery  in  whom  a clinical  diag- 
nosis was  made  prior  to  operation  or  autop- 
sy, and  three  were  definitely  confirmed  at 
operation. 

Case  1.  S.R.,  age  44,  white,  married, 
female,  entered  St.  Joseph’s  Hospital 
with  pain  in  the  upper  abdomen.  X rays 
of  the  gallbladder  with  dye  revealed  a 
functioning  gallbladder  containing  no 
stones.  An  intravenous  pyelogram  re- 
vealed well  functioning  kidneys,  no 
stones,  and  no  other  abnormalities  of 
the  kidneys.  However,  above  the  upper 
pole  of  the  kidney  in  left  upper  quad- 
rant, a circular  shadow  3 cm.  in  di- 
ameter was  found.  Complete  gastro- 
intestinal X rays  were  negative.  Diag- 
nosis of  splenic-artery  aneurysm  was 
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made,  and  splenectomy  with  removal  of 
the  aneurysm  was  advised.  This  was 
done,  and  the  patient  has  had  complete 
relief  of  symptoms  to  date. 

Case  2.  M.R.,  age  64,  white,  married, 
female,  entered  St.  Joseph’s  Hospital 
because  of  pain  in  the  upper  abdomen. 
A scout  film  of  the  abdomen  revealed 
a circular  calcified  shadow  in  left  up- 
per quadrant.  X ray  of  gallbladder  re- 
vealed gall  stones,  and  a complete  gas- 
trointestinal X-ray  examination  was 
negative.  Diagnoses  of  chronic  chole- 
cystitis with  cholelithiasis  and  of  splen- 
ic artery  aneursym  were  made. 

Case  3.  A.W.,  age  54,  white,  married, 
female,  was  admitted  to  St.  Joseph  Hos- 
pital with  pain  in  the  left  upper  abdo- 
men of  one  year’s  duration.  The  pain 
was  relieved  by  bending  forward  or  by 
applying  pressure  to  the  abdomen.  She 
had  lost  fifteen  pounds  weight.  A scout 
film  revealed  a single  circumscribed 
area  of  calcification  in  the  left  upper 
abdomen  opposite  the  left  transverse 
process  of  the  first  lumbar  vertebra. 
Complete  gastrointestinal  and  gallblad- 
der X-ray  examinations  were  negative. 
Intravenous  pyelogram  was  negative. 
A diagnosis  of  aneurysm  of  the  splenic 
artery  was  made.  At  laparotomy,  the  di- 
agnosis was  confirmed.  Ligation  of  the 
splenic  artery  was  performed  proximal 
to  the  aneurysm,  and  the  aneurysm  and 
spleen  were  removed.  The  patient  made 
a good  postoperative  recovery  and  has 
been  relieved  of  symptoms  to  date. 

Case  4.  W.C.,  age  66,  white,  married, 
female,  was  admitted  to  St.  Joseph’s 
Hospital  with  a mass  in  the  right  upper 
quadrant  of  the  abdomen  of  six  weeks 
known  duration  and  an  associated 
twelve-pound  loss  of  weight.  A scout 
film  of  the  abdomen  revealed  several 
ring-like  calcifications  in  the  region  of 
the  gallbladder  (presumably  calculi) 
and  a single  circumscribed  area  of  cal- 
cification in  the  left  upper  quadrant. 
This  latter  calcified  area  was  thought  to 
represent  an  aneurysm  of  the  splenic 
artery.  At  laparotomy,  a carcinoma  of 
the  gallbladder  was  also  found.  Dur- 
ing exploration  the  aneurysm  ruptured. 
This  required  its  ligation  and  a splen- 
ectomy. The  patient  recovered  from 
the  surgery  but  expired  nine  months 


later  because  of  carcinoma  of  the  gall- 
bladder. 

Case  5.  B.E.,  age  59,  white,  married, 
female,  was  admitted  to  St.  Joseph’s 
Hospital  with  the  complaint  of  pain  in 
the  lower  back  and  discomfort  in  the 
lower  abdomen.  A scout  film  revealed 
a ring-like  shadow  in  the  left  upper  ab- 
dominal quadrant.  A diagnosis  of  an 
aneurysm  of  the  splenic  artery  was 
made.  The  patient  was  advised  of  her 
condition  but  left  the  hospital  without 
surgical  intervention. 

Case  6.  A.C.,  age  68,  white,  married, 
female,  entered  St.  Joseph’s  Hospital 
complaining  of  an  increased  prominence 
of  abdomen,  throbbing  headaches,  short- 
ness of  breath,  and  intolerance  of  fatty 
food.  Examination  revealed  blood  pres- 
sure 180/100  and  a prominence  of  the 
abdomen.  X ray  of  the  abdomen  re- 
vealed a small  esophageal  hiatal  hernia, 
a negative  gastrointestinal  tract,  and 
the  presence  of  a ring-like  calcification 
in  the  left  upper  quadrant  in  the  dis- 
tribution of  the  splenic  artery.  The 
diagnoses  of  cardiac  decompensation  due 
to  hypertensive  heart  disease,  esopho- 
geal  hiatal  hernia,  and  splenic-artery 
aneurysm  were  made.  Because  of  the 
patient’s  age  and  the  presence  of  cardiac 
decompensation,  it  was  thought  best  to 
treat  her  conservatively  for  a short  time 
to  determine  the  advisability  of  splen- 
ectomy and  removal  of  the  aneurysm. 

DISCUSSION 

A discussion  of  splenic  aneurysm  may  be 
logically  divided  into  three  separate  areas: 
the  clinical  manifestations,  the  X-ray  mani- 
festations, and  the  pathological  manifesta- 
tions.9 

Clinical  Manifestations 

Usually  an  aneurysm  of  the  splenic  ar- 
tery causes  no  symptoms  prior  to  rupture 
and  may  be  found  accidentally  at  operation 
or,  after  rupture,  at  autopsy.  A patient  may 
have  pain  in  the  left  upper  abdomen  and  ex- 
perience relief  of  this  symptom  by  stooping 
or  lying  down.  Nausea,  vomiting,  melena, 
or  hematemesis  from  rupture  into  the  stom- 
ach or  large  bowel  may  be  experienced.  A 
palpable  mass  may  be  found  in  the  left  up- 
per abdomen,  if  the  aneurysm  is  large  and 
pulsations  may  be  noted.  A bruit  may  be 
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heard  over  this  mass,  on  auscultation.  The 
spleen  may  be  enlarged  in  some  cases.  The 
first  manifestations  of  splenic-artery  aneu- 
rysm may  be  that  of  bleeding,  accompanied 
by  severe  pain  in  the  upper  abdomen.  This 
is  closely  followed  by  shock. 

Bleeding  may  occur  in  two  stages : (1)  The 
initial  bleeding  occurs  into  the  lesser  peri- 
toneal area.  This  brings  on  severe  epigas- 
tric pain,  nausea  and  vomiting,  accompanied 
by  marked  tenderness  in  the  upper  abdomen. 
If  clotting  takes  place,  the  bleeding  subsides 
and  the  symptoms  gradually  disappear. 
(2)  After  an  interval  of  a few  hours  to  sev- 
eral weeks,  a massive  rupture  usually  oc- 
curs. Severe  epigastric  pain  recurs  with  ra- 
diation of  pain  to  both  shoulders  because  of 
the  diaphragmatic  irritation.  Severe  vomit- 
ing, abdominal  tenderness,  and  muscular 
rigidity  then  appear,  especially  in  the  upper 
abdomen.  As  the  blood  flows  through  the 
foramen  of  Winslow,  the  pain  spreads 
throughout  the  entire  abdomen  and  is  fol- 
lowed by  marked  tenderness,  muscular  rigid- 
ity, and  severe  shock.  Death  usually  fol- 
lows. If  the  massive  rupture  occurs  into 
the  stomach  or  large  bowel,  vomiting  of 
blood,  or  the  passage  of  large  quantities  of 
red  blood  or  clots  by  rectum  may  occur.  This 
acute  abdominal  crisis  may  be  confused  with, 
or  considered  to  be,  perforated  duodenal  or 
gastric  ulcer,  acute  pancreatitis,  mesenteric 
thrombosis,  acute  intestinal  obstruction,  rup- 
tured ectopic  pregnancy,  or  embolism.  If 
the  patient  is  pregnant  and  in  the  last  tri- 
mester, or  is  in  delivery,  this  condition  may 
be  confused  with  premature  separation  of 
the  placenta,  or  with  rupture  of  the  uterus. 

X-Ray  Manifestations 

Splenic-artery  aneurysms  can  be  recog- 
nized by  X ray  when  there  is  calcification 
in  the  wall  of  the  aneurysm.  This  calcifica- 
tion is  seen  as  a round  or  oval  area  in  the 
upper  abdomen  and  may  appear  as  a linear 
or  a ring-like  opacity.  Usually  this  calcifi- 
cation is  interrupted  at  one  or  more  points 
and  has  the  appearance  of  a cracked  egg 
shell.  There  may  be  faint  mottling  due  to 
less  dense  calcification  within  the  ring.  The 
location  of  this  ring-like  calcification  may 
be  determined  by  X ray  of  stomach  with 
barium  meal,  by  intravenous  pyelogram,  or 
by  retrograde  pyelogram.  This  aneurysm 
is  usually  found  to  lie  posteriorly  or  posteri- 
or and  medial  to  the  middle  portion  of  the 
stomach,  above  the  splenic  flexure  of  the 


colon,  and  above  the  upper  pole  of  the  left 
kidney.  Splenic-artery  aneurysm  is  also 
commonly  found  at  the  level  of,  and  to  the 
left  of  the  twelfth  thoracic  or  the  first  lum- 
bar vertebrae.  Splenic-artery  aneurysms 
can  also  be  shown  by  translumbar  aortog- 
raphy. 

Pathological  Manifestations 

There  are  three  major  types  of  causes  of 
aneurysms  of  the  splenic  artery: 

1.  Arteriosclerotic  Type,  which  is  most 
common  and  is  characterized  by  atheroma 
and  calcification  in  the  aneurysm  wall.  This 
usually  is  found  along  the  course  of  the  main 
artery. 

2.  The  Mycotic  Type,  which  has  been 
found  to  follow  embolism  from  vegetations 
on  the  heart  valves  and  which  usually  in- 
volves the  branches  of  the  artery. 

3.  The  least  common  were  found  to  arise 
from  a congenital  deficit  of  the  walls  of  the 
splenic  artery  and  usually  occur  at  the  site 
of  branching  of  the  artery. 

A few  cases  have  been  reported  in  the 
literature  which  have  developed  following 
abdominal  injury.  Splenic  aneurysm  has 
also  been  found  in  association  with  Banti’s 
disease.  Syphilis  has  been  mentioned  in 
some  cases  but  has  not  been  found  in  our 
cases.  Splenic-artery  aneurysms  have  also 
manifested  themselves  during  pregnancy, 
and  over  30  cases  that  have  been  reported 
in  the  literature  have  ruptured  during  de- 
livery or  in  the  last  trimester.  Theoretical- 
ly rupture  is  due  to  a rise  in  the  intra-ab- 
dominal pressure  which  occurs  during  par- 
turition or  toward  the  end  of  pregnancy11- 12. 

Both  single  and  multiple  aneurysms  have 
been  found  in  various  sizes  from  one  to  fif- 
teen centimeters  in  diameter.  Encroach- 
ment upon  adjacent  structures  and  enlarge- 
ment of  the  aneurysms  have  been  described. 
Hematomas  have  been  found  in  the  walls  of 
aneurysms  with  an  organized  clot  and  with 
adhesions  about  the  walls  of  the  arteries. 
Rupture  has  taken  place  with  massive  bleed- 
ing into  the  peritoneal  cavity  or  into  the 
stomach,  colon,  or  retroperitoneal  area. 

DIAGNOSIS 

The  diagnostic  of  splenic  aneurysm  is  not 
difficult,  if  one  bears  in  mind  the  possibility 
of  its  occurrence.  Splenic-artery  aneurysm 
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should  be  suspected  in  the  presence  of  any 
of  the  following  findings : 

1.  History  of  pain  in  left  upper  abdomen. 

2.  Presence  of  splenomegaly. 

3.  Presence  of  a palpable  and  pulsating 
mass  in  left  upper  abdomen. 

4.  Presence  of  a bruit  over  this  pulsating 
mass. 

5.  X-ray  evidence  of  a ring-like  opacity 
in  left  upper  abdomen. 

6.  Demonstration  of  a round  opaque 
shadow  in  the  area  of  distribution  of 
splenic  artery  during  translumbar 
aortography. 

TREATMENT 

Once  the  diagnosis  of  aneurysm  of  the 
splenic  artery  has  been  made,  surgical  re- 
moval of  the  spleen  and  the  aneurysm  is  the 
treatment  of  choice,  because,  once  rupture 
of  the  aneurysm  occurs,  the  outcome  is 
usually  fatal. 

SUMMARY 

1.  Aneurysm  of  the  splenic  artery  is  a 
rare  condition  but  must  be  considered 
in  the  differential  diagnosis  of  lesions 
of  the  upper  abdomen. 

2.  Splenic-artery  aneurysm  must  also  be 
kept  in  mind  in  massive  gastrointest- 
inal hemorrhage  and  shock. 

3.  When  shock  and  severe  abdominal 
pain  are  present  in  a pregnant  woman 
during  the  last  trimester  or  parturi- 
tion, aneurysm  of  the  splenic  artery 
must  be  considered. 

4.  Presence  of  a ring-like  opacity  in 
X rays  of  the  upper  abdomen  may 
also  indicate  splenic-artery  aneurysm. 

5.  Once  the  diagnosis  of  splenic  aneu- 
rysm is  made,  splenectomy  with  re- 
moval of  the  aneurysm  must  be  per- 
formed, because,  if  hemorrhage  oc- 
curs from  rupture,  the  outcome  is 
usually  fatal. 

6.  We  report  six  of  our  cases  in  which 
the  diagnosis  was  made  preoperative- 
ly  and  in  three  of  which  it  was  def- 
initely confirmed  at  operation. 
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Current  Comment 

Mortality  Due  to  Cardiovascular  Disease 
Unchanged — 

A release  from  the  Nebraska  Heart  Asso- 
ciation relates  entirely  to  the  mortality  in 
our  state  due  to  cardiovascular  disease  and 
was  compiled  from  data  furnished  by  the  Ne- 
braska Bureau  of  Vital  Statistics.  From 
county  to  county  and  from  one  year  to  the 
next  there  is  a considerable  variation.  On 
the  other  hand,  the  averages  from  year  to 
year  remain  remarkably  constant,  between 
53  and  54  per  cent,  and  tally  almost  perfect- 
ly with  the  averages  reported  for  the  na- 
tion as  a whole.  The  impatience  generated 
by  these  figures  which  cover  a few  years 
must  be  tempered  by  the  knowledge  that  the 
results  of  intensive  research  and  clinical 
study  must  be  viewed  from  generation  to 
generation  rather  than  from  year  to  year. 

The  prevailing  attitude  at  the  present  time  is 
that  the  diet  of  the  tuberculosis  patient  should  very 
nearly  approximate  that  of  the  person  in  good 
health,  with  somewhat  more  emphasis  on  protein 
and  vitamin  content.  (Seymour  M.  Farber  M.D., 
Roger  H.  L,  Wilson,  M.D.,  and  Nancy  L.  Hooper, 
B.S.,  J.  Lancet,  April,  1956). 
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Management  of  the  Burned  Patient 

I.  INITIAL  CARE  OF  THE  PATIENT 


In  this,  the  first  of  two  papers  on  "Manage- 
agement  of  the  Burned  Patient,"  the  authors  first 
discuss  general  considerations,  pathologic  physi- 
ology, and  estimation  of  depth  and  extent  of  the 
burn,  as  well  as  the  effects  of  pre-existent  disease 
in  relation  to  treatment.  They  then  turn  to  man- 
agement of  the  acute  phase,  particularly  in  rela- 
tionship to  deficiencies  and  imbalances,  or  both, 
of  fluids  and  electrolytes. 

—EDITOR 

INTRODUCTION 

THE  purpose  of  this  paper  is  to 
review  the  principles  of  the 
management  of  burns.  Empha- 
sis will  be  placed  upon  recent  major  ad- 
vances, particularly  in  the  management  of 
the  burn-wound  and  in  the  field  of  fluid 
and  electrolyte  therapy. 

During  the  past  10  years  significant  ad- 
vances have  been  made  in  the  treatment  of 
burns.  Modern  concepts  of  therapy  are 
based  on  a more  thorough  understanding  of 
the  physiological  derangements  that  occur 
after  a person  suffers  a burn. 

World  War  II  and  the  Korean  conflict 
centered  attention  on  the  greater  relative 
importance  of  the  general  management  of 
severely  burned  patients,  in  contrast  to  local 
therapy.  Until  the  Hiroshima  and  Naga- 
saki disasters  not  much  thought  was  given 
to  the  management  of  burn  - patient  in 
terms  of  thousands. 

It  is  estimated  that  at  present,  in  the 
United  States,  there  are  approximately 
9,000  deaths  from  burns  of  all  types  each 
year.  During  peacetime,  83  per  cent  of  all 
burns  occur  in  the  home,  10  per  cent  in  in- 
dustry, and  7 per  cent  in  public  accidents. 

In  considering  what  might  be  done  in  a 
major  burn-disaster,  either  military  or  civil- 
ian, one  conclusion  is  quite  clear — properly 
applied  pressure  dressings  would  not  be 
practical  for  immediate  therapy  because  of 
the  time,  personnel,  and  equipment  and  ma- 
terial involved.  This  fact  has  brought  about 
a revival  of  the  open  or  the  exposure  meth- 
od in  the  management  of  the  local  burn- 
wound.  The  exposure  method  of  treating 
burns  is  not  new.  The  first  of  many  refer- 
ences to  this  method,  in  the  American  litera- 
ture, was  that  of  Copeland  in  1887.  During 
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the  following  60  years  the  method  was  grad- 
ually abandoned  except  for  isolated  in- 
stances, largely  because  early  grafting  was 
not  routinely  practiced.  Patients  with  3rd 
degree  burns  developed  overwhelming  sup- 
puration beneath  the  neglected  eschar,  and 
if  they  survived  the  infection  there  was 
severe  scarring.  Beginning  in  1949,  many 
investigators  have  recognized  the  value  of 
the  open  air  method.  These  men,  notably 
Wallace  of  Scotland,  Pulaski  and  Artz  of 
the  United  States  Army,  and  Blocker  of  the 
University  of  Texas  have  contributed  much 
valuable  information.  The  work  of  Koch, 
Allen,  and  Mason  also  has  been  of  unques- 
tionable value  in  the  field  of  burns.  They 
have  been  advocates  of  the  occlusive,  or 
closed,  pressure-dressing  method  of  man- 
agement of  burn-wounds. 

APPRAISAL  OF  THE  BURNED 
PATIENT 

The  severity  of  the  burn  is  based  upon 
two  principle  factors,  the  area  involved  and 
the  depth  of  tissue  destruction.  In  apprais- 
ing severity,  other  factors  in  addition  to 
these  must  be  taken  into  account.  The  age 
and  the  general  physical  condition  of  the 
patient  before  burning  is  of  considerable 
importance.  Burns  are  always  more  serious 
in  infants  and  in  the  aged.  Pre-existing 
cardiovascular,  pulmonary,  and  renal  disease 
particularly  increase  the  morbidity  and  the 
mortality  in  serious  burns.  If  the  burn- 
wound  is  complicated  by  associated  injuries 
such  as  fractures,  lacerations,  or  head  in- 
jury, the  problem  of  management  becomes 
more  difficult  and  the  chances  of  survival 
diminish  proportionately. 

The  depth  of  a burn-wound  may  be  classi- 
fied as  first  degree,  second  degree,  or  third 
degree.  The  first  degree  burn  is  character- 
izd  by  erythema,  and  involves  only  the  outer 
layer  of  the  epidermis.  Second  degree  burns 
characteristically  are  pink  or  red,  and  pre- 
sent a surface  that  is  wet,  or  covered  by  a 
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blister.  Third  degree  burns  are  usually 
either  charred  in  appearance,  or  of  a color 
varying  from  white  to  grey.  The  depth  of 
second  degree  burns  may  vary  all  the  way 
from  the  outer  epidermis  to  the  very  deep- 
est portion  of  the  dermis.  Accordingly,  sec- 
ond degree  burns  may  be  subdivided  into 
“superficial”  or  “deep.”  In  a third  degree 
burn  there  is  destruction  of  the  entire  thick- 
ness of  the  skin. 

The  most  difficult  differentiation  in  depth 
of  the  wounds  is  between  the  deep  second 
degree  and  the  third  degree  burns.  In  ad- 
dition to  the  above  mentioned  points  knowl- 
edge of  the  etiology  of  the  burn  is  often 
helpful.  Second  degree  burns  are  usually  the 
result  of  hot  liquids  or  short  flash-type 
burns,  in  contrast  to  third  degree  burns 
usually  the  result  of  flame  of  one  type  or 
another.  Often  helpful  in  distinguishing  be- 
tween the  two  is  the  sensitivity  of  the  burn- 
wound,  both  objectively  and  subjectively. 
The  acutely  burned  patient  who  is  completely 
comfortable  and  complaining  of  no  pain, 
with  a wound  having  the  appearance  of  a 
third  degree  burn,  should  be  considered  as 
a probable  “third  degree.”  A needle  may 
be  employed  to  map  out  areas  of  anesthesia 
and  hyperesthesia  to  aid  in  differentiation. 
All  nerve  endings  are  destroyed  in  third  de- 
gree, in  contrast  to  partial  loss  with  hyper- 
sensitive remaining  sensory  nerve  fibers  in 
second  degree  burns.  If  the  patient  com- 
plains of  pain  and  has  a burn-wound  which 
is  reddish  in  color  and  wet,  it  is  most  likely 
a “second  degree.”  It  is  sometimes  very  dif- 
ficult for  even  the  most  experienced  men  to 
distinguish  between  deep  second  degree  and 
third  degree  burn-wounds,  initially. 

The  area  or  extent  of  the  burn-wound  is 
best  estimated  by  the  “rule  of  nine.”  In 
this  method  the  head  and  the  neck  represent 
9 per  cent  of  the  total  area  of  body  surface. 
Each  upper  extremity  represents  9 per  cent. 
Each  lower  extremity  represents  18  per  cent. 
The  anterior  trunk  and  posterior  trunk  are 
each  calculated  as  18  per  cent.  The  perineum 
is  considered  as  1 per  cent. 

The  immediate  management  of  the  patient 
depends  upon  the  total  area  involved  and 
the  depth  of  the  burn-wound,  along  with  as- 
sociated complicating  conditions.  Patients 
with  moderate  to  critical  burns  should  be 
given  emergency  treatment  and  transported 
to  a hospital  immediately.  Those  having 
minor  first  degree  burns,  or  localized  small 
second  degree  burns,  may  be  treated  on  an 


out-patient  basis.  It  is  extremely  important 
to  realize  the  possibility  of  impending  dis- 
aster in  a severely  burned  patient,  despite 
the  early  appearance  of  apparent  well  be- 
ing. 

PATHOLOGIC  PHYSIOLOGY 
OF  BURNS 

The  most  important  derangements  that 
take  place  in  the  more  seriously  burned  pa- 
tients are:  (1)  fluid  shifts;  (2)  electrolyte 
changes;  (3)  red  blood  cell  destruction;  (4) 
renal  impairment;  (5)  nutritional  imbal- 
ance; and  (6)  adrenal-cortical  imbalance. 

As  a brief  review,  the  body  fluid  is  divid- 
ed into  two  main  divisions:  (1)  the  intra- 
cellular compartment,  which,  in  a man 
weighing  70  kilogram,  is  equal  td  50  per  cent 
of  the  body  weight,  and  has  been  estimated 
to  contain  35  liters  of  fluid;  and  (2)  the 
extracellular  compartment,  which  equals 
about  20  per  cent  of  body  weight.  It  con- 
tains the  blood  plasma  which  constitutes  5 
per  cent  of  the  body  weight  or  about  3 liters 
of  fluid,  and  the  interstitial  fluid.  The  lat- 
ter includes  the  lymph,  lying  between  the 
vascular  compartment  and  the  tissue  cells. 
The  interstitial  fluid  is  equivalent  to  15  per 
cent  of  the  body  weight  and  contains  11 
liters.  The  membranes  which  separate  these 
fluids  permit  water  to  move  from  one  com- 
partment to  another  without  restraint.  The 
extracellular  fluid  is  comprised  primarily 
of  water,  sodium,  and  chloride.  The  only 
basic  difference  between  the  two  divisions 
of  the  extracellular  compartment  is  the 
greater  amount  of  protein  in  blood  plasma 
than  in  interstitial  fluid.  Aside  from  water, 
the  chief  component  of  the  intracellular  com- 
partment is  potassium.  The  organic  phos- 
phates and  protein  comprise  the  remaining 
important  intracellular  components. 

The  most  important  fluid  shift  in  a seri- 
ous burns  is  the  rapid  loss  of  extracellular 
fluid  from  the  undamaged  parts  into  the 
burned  parts.  This  is  manifest  first  by  re- 
duction of  the  volume  of  plasma  and  later 
by  a reduction  in  the  interstitial  fluid. 
Since  electrolytes  in  extracellular  fluid  are 
mainly  a mixture  of  sodium  chloride  and  so- 
dium bicarbonate,  the  shift  of  extracellular 
fluid  represents  a loss  of  sodium  salts  and 
water  by  the  unburned  parts.  The  water 
and  salt  in  the  cells  cannot  be  drawn  upon 
to  make  up  for  this  fall  in  the  volume  of 
plasma  and  interstitial  fluid,  and,  therefore, 
the  volume  of  the  intracellular  fluid  does 
not  change  appreciably.  The  loss  of  pro- 
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tein  into  the  injured  part  is  not  as  import- 
ant, physiologically,  as  the  loss  of  sodium 
salts.  The  results  of  the  primary  shift  from 
the  intravascular  to  the  extravascular  (inter- 
stitial) compartment  in  the  injured  tissues, 
are  edema  of  the  part  and  diminished  volume 
of  circulating  blood. 

The  reduction  in  blood  volume  is  propor- 
tionate to  the  extent  of  the  burn.  The  loss 
is  spread  over  the  first  48  hours  being  most 
rapid  in  the  first  eight.  This  early  reduc- 
tion in  volume  of  circulating  blood  leads  to 
an  early  state  of  anoxia;  this  in  turn  leads 
to  damaged  cells  in  the  liver  and  kidneys. 
The  distal  tubular  damage  in  the  kidneys  re- 
sults in  oliguria  or  anuria.  The  presence 
of  free  hemoglobin  (from  red  blood  cell  de- 
struction) in  the  plasma  may  lead  also  to 
distal  tubular  damage  and  anuria.  The 
edema  that  is  the  result  of  the  vasodilatation 
and  increased  capillary  permeability  is  not 
entirely  visible  to  the  eye.  Contrary  to  gen- 
eral belief,  visible  surface  losses  constitute 
but  a small  fraction  of  the  fluid  that  is  lost 
from  the  circulation.  Most  of  this  fluid  that 
is  lost,  functionally,  is  sequestrated  beneath 
the  burn-wound.  Third  degree  burns  may 
be  even  more  misleading,  because  they  are 
characterized  by  a dry  surface. 

At  the  end  of  48  hours  edema  fluid  and 
sodium  are  mobilized  and  diuresis  begins. 
Fluid  now  shifts  from  the  extravascular  to 
the  intravascular  compartment.  Red  blood 
cell  destruction  occurs  both  directly  at  the 
site  of  the  burn,  and  from  increased  red  cell 
fragility  with  resulting  delayed  hemolysis. 
At  about  72  hours  this  hemolysis  reaches 
its  peak,  with  intravascular  thrombosis  and 
“sludge”  formation  usually  developing  in 
smaller  arteries  and  capillaries.  The  packed 
cell  volume  rises  out  of  proportion  because 
fewer  red  cells  are  lost  in  comparison  to  the 
reduction  in  volume  of  circulating  plasma. 
\ falling  packed  cell  volume  indicates  that 
red  cells  are  being  lost  more  rapidly  than 
plasma.  This  occasionally  is  seen  in  third 
degree  burns.  Obviously,  the  extent  of 
hemolysis  and  consequent  anemia  is  directly 
proportionate  to  the  magnitude  of  burn- 
injury. 

Trauma  fits  into  the  general  adaptation 
syndrome  as  postulated  by  Selye.  The  stress 
reaction  resulting  from  a burn  is  directly 
proportionate  to  the  severity  of  the  burn. 
The  initial  shock-phase  is  characterized  by 
typical  findings  which  make  up  the  alarm 
reaction:  hypothermia,  hypotension,  hemo- 


concentration,  increased  capillary  perme- 
ability, hypochloremia,  tissue  catabolism,  and 
depressed  central  nervous  system. 

The  derangement  in  general  nutrition  may 
be  marked  in  the  severe  burn.  The  loss  of 
plasma  protein  and  protein  of  destroyed 
cells,  often  followed  by  a prolonged,  inade- 
quate protein  intake,  constitutes  the  major 
problem.  A tremendous  loss  of  nitrogen  oc- 
curs after  a severe  burn.  Detailed  studies 
of  metabolic  balance  have  shown  that  in  the 
average  moderately  severe  burn  the  average 
duration  of  the  catabolic  phase  is  33  days. 

INITIAL  GENERAL  CARE 

The  immediate  management  of  the  severe- 
ly burned  patient  includes  two  therapeutic 
problems:  (1)  prevention  and  treatment  of 
burn-shock;  and  (2)  prevention  of  infec- 
tion. The  management  of  burn-shock  will 
be  discussed  later.  Aside  from  the  shock 
due  to  decreased  circulating  blood  volume, 
there  is  always  the  psychogenic  aspect  of 
shock,  such  as  is  seen  in  trauma.  A severe 
burn  is  always  a harrowing  experience  even 
in  a mentally  stable  individual.  The  anxiety 
and  occasional  hysteria  can  be  prevented 
or  treated  by  the  use  of  morphine  given  in- 
travenously or  by  similar  narcotics.  It  must 
be  remembered  that  in  shock,  whether  due 
to  diminished  circulating  blood  volume  or  to 
mental  trauma,  there  is  diminished  absorp- 
tion of  drugs  administered  intramuscularly 
or  subcutaneously.  It  is  therefore  important 
to  administer  sedation  intravenously  during 
the  period  of  actual  shock.  Actual  and  im- 
pending anoxia  may  be  adequately  prevent- 
ed or  treated  by  the  intranasal  oxygen. 

The  problem  of  burn-sepsis  will  be  dis- 
cussed in  a later  section.  The  prophylactic 
use  of  antibiotics  is  controversial.  First  de- 
gree and  superficial  second  degree  burns 
probably  are  best  managed  without  the  em- 
ployment of  any  of  the  antibiotics.  Proper 
care  of  the  wound  should  obviate  the  need 
for  antibiotics.  Deep  second  degree  and 
third  degree  burns,  and  all  burns  involving 
the  respiratory  tract  or  perineal  areas, 
should  be  treated  with  antibiotics,  prefer- 
ably penicillin  or  a combination  of  penicillin 
and  streptomycin. 

The  use  of  steroids  is  still  a somewhat  de- 
batable procedure,  although  they  are  used 
by  many  men  at  various  stages  in  the  treat- 
ment of  burns.  The  only  indication  for 
their  use  is  in  actual  adrenal  insufficiency, 
and  then  only  for  a short  period  of  time. 
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During  the  first  48  hours  the  use  of 
heparin  may  be  of  value  in  the  severely 
burned  patient,  according  to  Rush.  He  be- 
lieves that  it  prevents  thrombosis,  decreases 
blood  viscosity,  improves  lymphatic  drain- 
age, alters  adverse  biochemical  activity,  and 
diminishes  the  clotting  of  lymph.  He  found 
that  control  animals  lost  21/2  times  as  much 
serum  albumin  in  the  first  24  hours  after  a 
burn  as  did  the  heparinized  animals. 

Additional  routine  measures  of  value  are 
the  placement  of  an  indwelling  catheter  in 
the  urinary  bladder  to  facilitate  accurate 
evaluation  of  fluid  balance.  The  institution 
of  a cutdown  in  the  saphenous  vein  just 
above  the  ankle,  commonly  using  polyethyl- 
ene tubing,  is  of  utmost  importance  and 
should  be  done  as  early  as  possible.  At  this 
time  blood  may  be  withdrawn  for  laboratory 
study.  Routinely  the  following  determina- 
tions should  be  made : complete  blood  count ; 
packed-cell  volume  (hematocrit) ; total  serum 
protein  and  albumin-globulin  ratio.  A 
urinalysis  is  also  advisable,  using  the  first 
specimen. 

Tetanus  antitoxin  and  toxoid  are  also 
mandatory.  A minimum  of  3,000  units  of 
tetanus  antitoxin  should  be  given,  following 
which  immunization  with  toxoid  should  be 
started,  providing  the  patient  has  not  re- 
ceived any  in  the  past  7 years.  A tetanus 
toxoid  booster  dose  of  0.5  cc.  is  given  if  im- 
munization has  been  within  seven  years. 

MANAGEMENT  OF  BLOOD,  FLUID 
AND  ELECTROLYTE  DEFICIENCIES 

In  general  it  may  be  stated  that  a burn 
involving  less  than  15  per  cent  of  the  total 
body  surface  area  will  not  need  parenteral 
blood,  or  fluid  and  electrolyte  therapy.  In 
children  this  figure  should  be  reduced  to 
10  per  cent. 

Infants  and  children  tend  to  develop  shock 
from  burns  of  a depth  and  extent  that  or- 
dinarily do  not  produce  systemic  effects  in 
young,  otherwise  healthy  adults.  A burn 
of  over  10  per  cent  in  children  is  likely  to 
lead  to  diminished  circulating  volume  of 
blood,  and  shock.  In  general,  the  younger 
the  child  the  less  well  tolerated  is  a burn 
of  any  depth  and  extent.  Unfortunately, 
the  general  condition  of  a child  shortly  after 
burning  is  likely  to  be  misleading  and  over- 
ly reassuring,  leading  to  delayed  therapy 
with  less  chance  for  success.  By  the  time 
shock  is  manifest,  the  loss  of  fluid,  electro- 


lyte, and  colloid  (blood  or  plasma)  is  already 
incredibly  large. 

Whether  the  patient  is  a child  or  an  adult, 
the  most  common  error  is  over-estimation 
of  total  surface-area  involved.  When  a 
burned  patient  is  admitted  to  the  hospital 
his  weight  in  kilograms  and  the  per  cent  of 
surface  area  burned  is  estimated.  This 
data  is  then  used  to  calculate  the  approxi- 
mate amount  of  colloid  and  electrolyte  solu- 
tion which  will  be  required  during  the  first 
48  hours  following  injury. 

If  the  total  burned  area  is  less  than  15 
per  cent,  requirements  can  be  met  by  oral 
administration  of  electrolyte  solution.  Col- 
loid solution  is  not  necessary.  A well  re- 
frigerated salt  and  soda  solution  (Moyer’s 
Solution:  3 grams  of  sodium  chloride  and 
1.5  grams  of  sodium  bicarbonate  per  liter) 
is  well  tolerated  by  most  patients.  This  solu- 
tion is  hypotonic,  containing  70  milliequiva- 
lents  of  sodium  per  liter.  Isotonic  electro- 
lyte solutions  are  unpalatable  and  poorly  tol- 
erated when  administered  orally. 

As  discussed  previously,  burn-shock  is 
due  to  a diminished  circulating  blood  volume 
which  results  from  a shift  of  fluid  from  the 
intravascular  compartment  to  the  interstitial 
compartment,  primarily  into  the  tissue  be- 
neath the  burn.  In  addition  there  is  a con- 
siderable loss  of  fluid  from  the  burned  sur- 
face. The  osmotic  concentration  of  electro- 
lyte is  essentially  the  same  in  burn-edema 
and  exudate  as  in  normal  interstitial  fluid 
and  blood.  Therefore,  if  a solution  of  glu- 
cose and  water  is  given  there  is  dilution  of 
electrolyte,  and  water  intoxication  may  oc- 
cur. Moyer  is  of  the  opinion  that  the  early 
“toxemic”  phase  of  burns  is  mainly  water 
intoxication  and  that  it  can  be  attributed 
either  to  the  unlimited  drinking  of  water 
before  an  adequate  amount  of  salt  is  given, 
or  to  the  administration  of  electrolyte-poor 
fluid,  or  incorrect  electrolyte-fluid.  Water 
intoxication  may  develop  when  the  patient 
is  given  excess  of  water  by  mouth,  which 
then  collects  in  the  stomach.  Sodium  salts 
enter  and  are  subsequently  vomited.  The 
water  that  held  these  salts  in  the  plasma  is 
left  behind  and  dilutes  the  salts  left  in  the 
body,  both  within  and  without  the  cell.  If 
water  is  not  held  in  the  stomach  it  enters 
the  intestine  where  it  is  absorbed  and  thus 
dilutes  the  salts  of  the  body.  The  kidneys 
will  not  excrete  this  water  until  an  adequate 
amount  of  sodium  is  given.  Therefore, 
whether  the  water  is  drunk,  vomited,  or  ab- 
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sorbed,  it  reduces  the  strength  of  the  salt 
water  inside  and  outside  the  cells.  This  di- 
lution of  the  salt  of  the  body  is  manifest  by 
falling  chloride  and  sodium  concentrations 
in  blood  plasma.  As  the  salts  of  the  body 
are  diluted,  headaches,  tremors,  twitching, 
blurring  of  vision,  vomiting,  diarrhea,  dis- 
orientation, salivation,  and  even  mania  may 
appear.  When  the  salts  are  diluted  suffi- 
ciently, convulsions  often  occur.  Salt  must 
therefore  be  given  with  water  until  the 
extracellular  fluid  volume  and  the  uninjured 
parts  have  been  restored  to  normal.  Since 
the  salt  lost  into  the  injured  area  is  mainly 
a mixture  of  sodium  bicarbonate  and  sodium 
chloride,  the  fluid  given  should  contain  these 
substances.  If  only  sodium  and  chloride  are 
given,  acidosis  may  be  produced.  It  requires 
a highly  functional  kidney  to  excrete  chloride 
without  sodium,  and  to  make  extracellular 
fluid  out  of  a solution  containing  only  so- 
dium chloride.  After  severe  injury  the  kid- 
ney will  not  do  this.  Consequently,  isotonic 
sodium  chloride  is  not  the  salt  solution  to 
give,  either  orally  or  parenterally,  in  a burn. 
Hartmann’s  solution  (Lactated  Ringer’s) 
is  the  solution  most  suitable  for  parenteral 
administration.  This  solution  contains  so- 
dium, chloride,  and  lactate  (bicarbonate). 
The  intravenous  route  must  be  used  for  the 
administration  of  Hartman’s  solution,  par- 
ticularly if  peripheral  circulatory  failure 
(shock)  exists,  because  there  will  be  little  or 
no  absorption  from  the  subcutaneous  tissues 
or  gastrointestinal  tract  until  adequate  blood 
flow  is  re-established  in  these  areas.  After 
the  immediate  shock  has  been  corrected  it 
is  permissible  to  give  the  sodium  chloride- 
sodium  bicarbonate  water  orally  ad  libitum. 
No  “real”  water  is  permitted  for  from  70 
to  100  hours  after  the  injury,  and  when 
the  signs  of  need  of  water  appear. 

Estimation  of  the  requirements  for  blood, 
fluid  and  electrolyte  in  the  severely  burned 
patient  is  difficult.  The  amounts  to  be  ad- 
ministered, and  when,  is  often  a controver- 
sial subject.  Lack  of  precise  objective  means 
of  determining  the  required  fluid  contributes 
greatly  to  this  problem.  For  many  years 
the  Evans’  formula  has  been  used  in  the  cal- 
culation of  the  requirements  for  blood,  fluid, 
and  electrolyte  in  the  burn  patient.  An  ex- 
ample of  this  formula  and  its  use  is  as  fol- 
lows : 

First  2U  Hours  (lcc.  fluid  X each  kg. 
body  weight  X each  per  cent  sur- 
face area  burned) 


lcc.  of  colloid  X 70  kg.  X 40%  = 
2800  cc. 

lcc.  of  Hartmann’s  solution  X 70 
kg.  X 40%  = 2800  cc. 

2000  cc.  water  for  urinary  and  in- 
sensible losses  = 2000  cc. 

Total  of  7600  cc. 

Second  2U  Hours 

0.5  cc.  colloid  X 70  kg.  X 40%  = 
1400  cc. 

0.5  cc.  Hartmann’s  solution  X 70 
kg.  X 40%  = 1400  cc. 

2000  cc.  water  for  urinary  and  in- 
sensible losses  = 2000  cc. 

Total  4800  cc. 

The  2000  cc.  of  water  for  urinary  and  in- 
sensible losses  is  designed  to  meet  the  nor- 
mal metabolic  requirements  for  water,  and 
is  usually  administered  as  5 per  cent  dex- 
trose and  water.  In  order  to  keep  pace  with 
the  edema  formation  and  allow  for  the  later 
diuretic  phase,  one  half  of  the  amount  of 
fluid  given  during  the  first  day  is  given  dur- 
ing the  first  eight  hours  following  the  burn. 
The  remaining  half  is  divided  over  the  fol- 
lowing 16  hours.  Clinical  experience  has 
shown  that  in  burns  involving  50  per  cent 
of  the  surface  of  the  body,  the  weight-sur- 
face area  relationship  for  calculation  of  fluid 
requirements  does  not  apply.  The  maximum 
figure  of  50  per  cent  is  substituted  in  the 
formula.  This  precaution  results  in  avoid- 
ance of  over-hydration  with  its  complication 
of  pulmonary  edema.  During  the  second 
twenty-four-hour  period,  one-half  the  colloid 
and  electrolyte  requirements  (outlined  in  the 
formula)  is  given,  because,  during  this  peri- 
od, the  rate  of  edema  formation  is  slow  and 
the  need  for  replacement  therapy  lessening. 
The  same  quantity  of  water  for  urinary  and 
insensible  losses  is  given  on  the  second  day 
as  well  as  on  the  first. 

During  the  second  twenty-four  hours  fol- 
lowing the  burn,  the  actual  rate  of  admin- 
istration is  dependent  primarily  upon  the  in- 
dividual patient’s  response  to  his  injury  and 
to  therapy.  This  response  is  determined  by 
three  criteria,  as  follows : ( 1 ) General  con- 
dition of  the  patient,  particularly  his  cardio- 
vascular-pulmonary system — pulse  volume 
and  rate,  capillary  blood  flow  in  the  nail 
beds,  presence  or  absence  of  pulmonary  burn 
(in  pulmonary  burns  the  patients  are  more 
susceptible  to  pulmonary  edema  as  the  re- 
sult of  over-hydration) ; (2)  hourly  urine  ex- 
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cretion  (30  to  50  cc.  per  hour  in  the  average 
adult,  and  20  cc.  hourly  in  children  is  the 
desired  rate  of  flow  and  indicates  an  ade- 
quate circulating  blood  volume,  cardiac  out- 
put, and  adequate  composition  of  blood  pro- 
fusing the  kidney) ; (3)  degree  of  hemo- 
concentration  (hematocrit  determinations 
done  at  4 to  6 hour  intervals  to  determine 
composition  of  blood).  Serial  changes  are 
more  important  than  individual  values  in 
evaluating  the  direction  of  fluid-shift.  Hem- 
atocrit determination  does  not  give  any  in- 
dication of  circulating  red  cell  mass.  Antici- 
pating considerable  red  cell  destruction  in 
severe  burns,  transfusions  of  whole  blood 
are  often  used  in  the  face  of  a rising  hemato- 
crit, remembering  that  most  red  cell  destruc- 
tion occurs  in  the  first  72  hours. 

The  Evans’  formula  tends  to  underesti- 
mate the  colloid  needs  in  children  and  over- 
estimate the  adult  needs.  The  United  States 
Army  Surgical  Research  Unit  uses  a modi- 
fication of  the  Evans’  formula  which  has 
been  well  received  and  tends  to  come  a little 
closer  to  indicating  the  needs  of  the  adult. 
In  this  formula  the  amount  of  colloid  is 
only  one-half  that  in  Evans’  formula — 0.5 
cc.  per  kilogram  of  body  weight  per  each 
per  cent  of  body  surface  burned.  This  mod- 
ification also  carries  over  into  the  estima- 
tion of  needed  electrolyte  solution,  in  that 
they  give  1.5  cc.  per  kilogram  for  each  per 
cent  of  body  surface  burned.  The  water  ad- 
ministration is  the  same  in  both  formulas. 

The  fact  that  the  formulas  are  only  ap- 
plicable during  the  first  48  hours,  should 
not  lead  one  to  the  conclusion  that  the  prob- 
lem is  over  at  the  end  of  two  days.  Occa- 
sionally some  of  the  most  difficult  problems 
relating  to  blood,  fluid  and  electrolytes 
arise  after  this  period.  At  this  point,  the 
physician  must  continue  to  carefully  ob- 
serve his  burn-patient  during  each  24-hour 
period,  with  re-evaluations  of  total  urinary 
output,  urinary  specific  gravity,  and  the 
rate  of  urinary  flow.  Periodic  hematocrit, 
red  blood  cell,  and  hemoglobin  determina- 
tions are  likewise  important  guides  in  ther- 
apy. 

In  third  degree  burns  whole  blood  is  the 
colloid  of  choice.  In  second  degree  burns 
dextran  or  a similar  plasma  expander  may 
be  adequate.  The  use  of  a plasma  expander 
immediately  upon  admission  of  any  patient 
in  shock  from  a burn  is  mandatory.  As  soon 
as  blood  can  be  made  available,  particularly 
in  third  degree  burns,  the  plasma  expanders 


may  be  discontinued.  As  previously  men- 
tioned, the  requirements  for  electrolytes  are 
best  fulfilled  by  using  Lactated  Ringer’s  so- 
lution (Hartmann’s). 

Extensively  burned  patients  have  a ten- 
dency to  develop  metabolic  acidosis.  The  in- 
crease in  chloride  following  infusion  of  iso- 
tonic saline  only  tends  to  precipitate  this 
acidosis.  Replacement  after  48  hours  in  pa- 
tients with  moderate  burns  is  not  a problem 
because  they  are  able,  as  a rule,  to  take  food 
and  fluids  by  mouth  and  adjust  intake  to 
needs.  In  critically  burned  patients,  how- 
ever, the  real  difficulties  in  fluid  and  elec- 
trolyte imbalance  occur  from  the  third  to 
the  twelfth  day.  During  this  period  the 
serum  sodium  level,  rather  than  the  urinary 
output,  may  be  the  best  guide  to  therapy.  An 
elevated  serum  sodium  concentration  means 
hypertonicity  of  the  interstitial  fluid.  This 
may  result  in  a dehydration  of  cells  with 
even  fatal  outcome  in  severe  cases.  Diuresis 
of  edema  fluid  in  extensively  burned  patients 
may  require  several  days.  During  this  pro- 
longed period  of  diuresis  the  insensible 
water  loss  appears  to  be  about  1500  to  2000 
cc.  a day. 

Acute  renal  insufficiency  rarely  occurs  if 
proper  fluids  are  given  in  the  first  48  to  72 
hours,  the  exception  being  the  overwhelm- 
ing deep  burn  of  some  70  to  80  per  cent  of 
body  surface.  The  packed  cell  volume  should 
be  maintained  at  about  45  per  cent.  When 
food  is  not  tolerated  by  mouth,  administra- 
tion of  potassium  should  be  started  during 
the  second  or  third  day  and  continued  until 
adequate  dietary  intake  has  been  achieved. 
As  long  as  there  is  an  adequate  urinary  out- 
put there  should  be  little  fear  of  potassium 
intoxication. 

In  children,  body  surface  areas  are  not  the 
same  as  in  the  adult.  The  difference  is  prin- 
cipally that  there  is  less  skin  on  the  lower 
extremities  and  more  on  the  head  and  neck 
in  children.  As  mentioned  previously,  chil- 
dren need  somewhat  more  colloid  solution 
than  do  adults.  A child  will  tolerate  some 
extra  blood  better  than  a decreased  erythro- 
cyte mass.  In  dealing  with  any  severe  burn 
in  a child,  it  is  advisable  to  work  closely  with 
a pediatrician  in  the  management  of  blood, 
fluid  and  electrolyte  deficiencies,  and  nutri- 
tional problems. 

NOTE:  The  bibliography  will  be  published 

with  the  second  of  the  authors’  two  articles  on 

the  subject  of  “Management  of  the  Burned 

Patient.” 
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Fluid  Therapy  in  PEDIATRICS 


The  author  emphasizes  the  complexity  of  the 
homeostatic  mechanisms  of  the  human  body;  the 
growing  simplicity  of  determining  the  essential 
data  regarding  imbalances  of  electrolytes  and 
water;  the  necessity  of  knowing  the  etiologic 
mechanism  of  the  imbalance  and  of  correcting  it. 
He  considers  several  typical  examples  and  dis- 
cusses several  of  the  individual  electrolytes,  espe- 
cially potassium.  He  indicates  the  methods  em- 
ployed in  calculating  the  needs  of  a given  pa- 
tient. Several  tables  are  given  to  aid  in  deter- 
mination of  need  and  the  methods  of  meeting 
the  problems. 

—EDITOR 

FLUID  therapy  in  pediatrics  has 
been  simplified  greatly  during 
the  past  two  or  three  years, 
largely  through  the  more  practical  applica- 
tion of  the  knowledge  gained  in  the  research 
laboratories.  The  practical  application  of 
the  very  complex  description  of  the  homeo- 
static mechanisms  by  Talbot,  et  al1  has  pro- 
vided many  new  and  safe  parenteral  fluids. 
The  specific  indications  and  safeguards  are 
also  better  understood. 

It  has  long  been  realized  that  electrolytes 
are  altered  during  various  disease  condi- 
tions. With  the  advent  of  the  flame  photo- 
meter, isotope  spectrophotometer,  micro- 
technics etc.,  it  has  been  possible  to  deter- 
mine promptly  such  alterations  of  electro- 
lytes. As  a part  of  the  background  it  has 
been  necessary  to  convert  percentage  of 
electrolyte  from  milligrams  per  100  cc.  to 
milliequivalents  of  electrolyte  per  liter. 

The  conversion  formula  is  as  follows: 

„ /T  . Mg./lOO  cc.  X 10  X Valence 

mEq./L  equals  — 5 7 : 

atomic  wt. 

,T  / Trt  \ /T  i Vol.  % X 10 

mM  (osmEq.)/L.  equals  

*One  gram  molecular  weight  (or  gram  equivalent)  of 
carbon  dioxide  or  any  other  gas  occupies  a volume  of 
22.4  liters  under  standard  conditions. 

From  the  application  of  these  formulae  to 
the  study  of  electrolytes  has  come  the  out- 
standing basic  work  of  Gamble2  and  his  de- 
scription of  body  fluids.  The  blood  plasma 
and  the  interstitial  fluid  are  of  similar  com- 
position. Gamble’s  diagrams  have  been  dif- 
ficult to  understand,  but,  from  Table  I,  the 
balance  between  acid  and  base  is  presented, 
each  totalling  155  mEq/liter.  Alterations  in 
the  electrolytes  must  be  compensated  for  by 
a shift  of  balancing  anions  (acid)  or  cations 
(base)  into  the  blood  plasma,  first  from  the 
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interstitial  fluid  and  later  from  the  intra- 
cellular fluid. 


TABLE  I 

ACID-BASE  COMPOSITION  OF  BLOOD 
PLASMA 


Base 

mEq/L 

Acid 

mEq/L 

Na 

142 

HCO 

27 

K 

5 

Cl 

103 

Ca 

5 

HPO 

2 

Mg 

3 

SO 

1 

Org.  Ac. 

6 

Protein 

16 

Totals 

155 

155 

The  distribution  of  body  water  changes 
with  age.  Table  II  shows  the  relatively 
greater  amount  of  extracellular  fluid  (blood 
plasma  and  interstitial  fluid)  in  the  younger 
age.  This  affords  some  understanding  of 
the  fact  that  children  more  readily  become 
dehydrated,  i.e.  since  the  extracellular  fluid 
is  more  labile. 

TABLE  II 

APPROXIMATE  DISTRIBUTION  OF  BODY 
WATER  IN  NORMAL  INDIVIDUALS 
AT  VARIOUS  AGES 


Prema- 

Full 

Chil- 

ture 

Term 

dren 

Adults 

Total  Body 
W ater 

75% 

75% 

60% 

60% 

Extracellular  45% 

35% 

30% 

20% 

Intracellular  30% 

40% 

30% 

40% 

All  the  intracellular  and  extracellular 
fluids  contain  significant  quantities  of  elec- 
trolytes responsible  for  the  body’s  various 
osmotic  pressure  systems.  Intracellularly, 
the  positively  charged  potassium  and  mag- 
nesium ions  and  the  negatively  charged  sul- 
fate and  phosphate  ions  predominate.  Ex- 
tracellularly,  the  positively  charged  sodium 
ions  and  the  negatively  charged  chloride  and 
bicarbonate  ions  predominate.  Several  or- 
gans function  to  assist  in  maintaining  acid- 
base  equilibrium,  namely,  the  adrenal,  the 
lung,  the  kidney,  pituitary,  and  parathyroid. 
Three  buffer  systems  predominate  in  main- 
taining the  optimal  pH  7.4  of  the  blood. 
These  systems  are  necessary  to  avoid  dis- 
turbance of  acid-base  equilibrium  of  the 
body  metabolism:  blood  buffer  system,  C02 
excretion  by  the  lungs,  renal  excretion  of 
bicarbonate  and  hydrogen  ions,  and  am- 
monia formation. 
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Snively3  gives  six  major  types  of  fluid  im- 
balance including:  first,  imbalances  in  the 
extracellular  fluid  volume  (deficit  or  ex- 
cess) ; second,  imbalances  in  total  salt  concen- 
tration of  the  extracellular  fluid  (deficit  or 
excess) ; third,  imbalances  of  specific  salts 
(deficit  or  excess)  such  as  potassium,  cal- 
cium, protein,  sodium  chloride  or  bicarbon- 
ate; fourth,  imbalances  in  the  location  of 
extracellular  fluid;  fifth,  imbalances  in  sup- 
ply of  calories ; and  sixth,  imbalances  in  the 
supply  of  vitamins.  In  children,  four  main 
alterations  in  acid  base  balance  occur,  name- 
ly, metabolic  alkalosis,  respiratory  acidosis, 
metabolic  acidosis,  and  respiratory  alka- 
losis. 

Metabolic  alkalosis  is  observed  in  patients 
who  have  severe  and  peristant  vomiting.  A 
classic  example  of  this  is  seen  in  an  infant 
that  has  pyloric  stenosis  with  tetany.  The 
excessive  use  of  alkaline  salts  such  as  so- 
dium bicarbonate  combined  with  poor  renal 
function  can  also  produce  metabolic  alkalo- 
sis. Carbon  dioxide  is  increased  and  the  pH 
rises  above  7.4.  As  a part  of  the  picture  hy- 
drochloric acid  is  lost  and  intracellular  po- 
tassium increased. 

Respiratory  acidosis  results  from  general- 
ized obstructive  emphysema,  pulmonary 
edema  with  cardiac  decompensation,  acute 
asthma,  infections  such  as  poliomyelitis, 
and  from  central  nervous  system  depres- 
sants (morphine).  Carbon  dioxide  accumu- 
lates in  the  alveolar  spaces  with  secondary 
evidence  of  increased  carbon  dioxide  in  the 
blood  and  depression  of  the  pH  below  7.4. 

Metabolic  acidosis  results  from  severe 
diarrheal  states,  diabetes,  nephritis,  starva- 
tion, from  hysteria,  encephalitis,  and  drugs 
such  as  salicylates  and  lobeline.  Carbon 
dioxide  is  decreased,  with  a rise  in  the  pH 
above  7.4. 

Respiratory  alkalosis  results  from  over- 
breathing either  voluntary  or  as  an  accom- 
paniment of  crying.  This  effect  may  be 
produced  by  hysteria,  encephalitis  or  from 
the  taking  of  drugs  such  as  salicylates  or 
lobeline.  The  result  is  a decrease  in  car- 
bonic dioxide  followed  by  a rise  in  pH  above 
7.4. 

BASIC  CONSIDERATIONS  IN  WATER 
AND  ELECTROLYTE  THERAPY 

Adequate  renal  function  must  be  estab- 
lished in  order  to  have  an  idea  of  whether 


the  patient  will  be  capable  of  utilizing  this 
most  important  organ  in  maintenance  of 
fluid  and  electrolyte  balance.  Talbot1  has 
demonstrated  its  importance. 

Just  what  and  how  much  disturbance  of 
the  electrolytes,  water,  or  both  has  occurred 
must  be  established  before  fluid-therapy  can 
be  ordered  intelligently,  even  though  we  now 
have  some  fluids  available  that  will  almost 
annul  the  need  for  thinking  on  the  doctor’s 
part. 

Measures  should  always  be  taken  to  cor- 
rect the  etiology  of  the  disturbance  of  elec- 
trolytes and  water,  be  it  infectious,  sur- 
gical, endocrine,  neurological,  or  other. 

The  rapidity  with  which  disturbances  of 
electrolytes  or  water  or  both  occurred  deter- 
mines to  some  extent  the  rapidity  with 
which  the  imbalance  must  be  corrected. 
This  applies  particularly  to  burns,  although 
a child  with  persistent  diarrhea  may  arrive 
at  the  hospital  after  many  days  of  illness  and 
require  therapy  as  urgent  as  the  patient  with 
an  acute  burn. 

The  height  of  the  temperature  of  the  pa- 
tient as  well  as  that  of  his  environment  with 
the  concomitant  loss  of  fluids  via  the  skin 
and  lungs  determine  to  some  extent  how 
much  extra  fluid  will  be  needed.  Measures 
should  be  directed  to  the  reduction  of  high 
temperatures  and  the  associated  insensible 
losses  of  fluid  and  electrolyte. 

An  estimate  of  the  anticipated  duration 
of  fluid-therapy  can  often  be  made  from  the 
previously  mentioned  considerations  and 
from  the  findings  both  clinically  and  in  the 
laboratory. 

TABLE  III 

SURFACE  AREA  (S.A.)  OF  INFANTS  AND 
CHILDREN  IN  SQUARE  METERS 
FROM  WEIGHT  IN  KILOGRAMS 


Wt.,  kg. 

S.A.,  sq. 

m.  Wt.,  kg. 

S.A.,  sq.  m. 

1.0 

.10 

20 

.82 

1.5 

.12 

21 

.85 

2.0 

.15 

22 

.87 

2.5 

.18 

23 

.90 

3 

.20 

24 

.93 

4 

.25 

25 

.95 

5 

.29 

26 

1.00 

6 

.33 

27 

1.03 

7 

.38 

28 

1.06 

8 

.42 

29 

1.08 

9 

.45 

30 

1.11 

10 

.49 

31 

1.13 

11 

.52 

32 

1.15 

12 

.55 

33 

1.18 

13 

.58 

34 

1.20 

14 

.61 

35 

1.23 

15 

.64 

36 

1.25 

16 

.71 

37 

1.27 

17 

.74 

38 

1.30 

18 

.76 

39 

1.32 

19 

.79 

40 

1.34 
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Today,  the  calculation  of  replacement  and 
maintenance  therapy  is  based  on  surface 
area  of  the  body.  The  use  of  Table  III  is 
a handy  reference  for  conversion  of  weight 
in  kilograms  to  square  meters  of  body  sur- 
face. The  charts  of  Talbot4  can  also  be  used 
as  a handy  reference  to  determine  surface 
area  from  height  and  weight. 

If  it  is  impossible  to  give  fluids  orally,  the 
water  and  electrolytes  should  be  given  intra- 
venously. 

TABLE  IV 

WATER  REQUIREMENTS  FOR  INFANTS 
AND  CHILDREN 

Cc./MV24  hrs. 


Maintenance 1500 

Moderate  dehydration 2400 

Severe  dehydration 3000 


Initial  hydrating  solution:  5%  dextrose  in 
0.33%  NaCl,  intravenously,  at  the  rate  of 
360  cc./M2/45  minutes  until  urine  output 
is  noted. 

Table  IV  presents  an  outline  of  a safe  and 
simple  way  of  giving  fluids  to  infants  and 
children.  Moderate  dehydration  requiring 
2400  cc.  per  square  meter  in  24  hours  is 
estimated  on  the  basis  of  10  per  cent  weight 


have  provided  a safety  factor  for  the  cor- 
rection of  almost  any  electrolyte-disturbance 
even  though  extensive  laboratory  facilities 
are  not  available.  Table  V outlines  these 
different  fluids  as  prepared  by  different 
companies.  It  will  be  noted  that  the  fluids 
indicated  for  newborns  and  small  infants 
contain  an  anion  and  cation  concentration 
of  45  to  50  mEq  each.  The  aim  is  to  pro- 
vide a solution  that  the  smaller  infants  can 
excrete  more  readily.  Larger  children  and 
adults  can  use  and  excrete  a higher  concen- 
tration of  either  anion  or  cation  (75-80 
mEq). 

INTRAVENOUS  POTASSIUM 
THERAPY 

Before  administering  potassium  intraven- 
ously, urinary  output  must  be  established. 
This  is  particularly  true  because  of  the  dan- 
ger of  hyperkalemia  if  renal  function  is  de- 
creased or  absent.  Hyperkalemia  manifests 
itself  by  listlessnes  and  mental  confusion ; by 
paresthesias  of  the  extremities ; by  gray, 
cold  pallor;  and  by  peripheral  vascular  col- 
lapse. The  electrocardiographic  manifesta- 


TABLE  V 

HYPOTONIC  SOLUTIONS  FOR  INTRAVENOUS  USE 


Milliequivalents  Per  Liter 


Solution 

Initial  hydrating 
solution:  Dextrose 
5%  plus  0.3 % NaCl_ 

Na 

_51 

K 

Mg 

Cl 

51 

Lactate 

HPO 

Infants, 

children, 

adults. 

Dextrose  5%  with 
electrolyte  No.  1 
48  (Mead) 

25 

20 

3 

22 

23 

3 

Travert  5%  with 
polyionic  No.  1 
(Baxter) 

30 

15 

22 

20 

3 

Newborn 
and  small 
infants 

Ionosol  MB  with 
Dextrose  5% 
(Abbott) 

25 

20 

3 

22 

23 

3 

Dextrose  5%  with 
electrolyte  No. 

75  (Mead) 

40 

35 

40 

20 

15 

Travert  5%  with 
electrolyte  No.  2 
(Baxter) 

57 

25 

6 

50 

25 

12.5 

Larger 
children 
and  adults 

Ionosol  T with 
Dextrose  5% 
(Abbott) 

40 

35 

40 

20 

15 

loss ; and  severe  dehydration,  on  the  basis  of 
15  to  20  per  cent  weight  loss.  The  most 
significant  portion  of  this  table  is  the  estab- 
lishment of  the  adequate  renal  flow.  Once 
satisfactory  renal  flow  is  established  and 
maintained,  no  matter  what  the  electrolyte 
imbalance  may  be,  the  present  day  fluids 


tions  are:  (1)  high,  peaked  T waves;  (2)  in- 
creased duration  of  QRS  complexes;  (3)  in- 
creased duration  of  P-R  interval  progressing 
to  auricular  standstill;  (4)  biphasic  curve 
with  progressive  delay  in  ventricular  con- 
duction; and  (5)  total  arythmia  advancing 
to  cardiac  arrest  in  diastole. 
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For  intravenous  use,  3.5  mEq  per  kilo- 
gram per  day  of  potassium  chloride  (com- 
mercial ampule  15%  solution)  may  be  added 
to  the  solution,  but  the  potassium  concentra- 
tion of  the  fluids  for  intravenous  use  should 
not  exceed  35  mEq  per  liter.  The  adminis- 
tration of  this  fluid  should  take  at  least  six 
to  eight  hours. 

Signs  and  symptoms  of  hypokalemia  are 
described  as  follows  by  Darrow  and  Pratt5. 
Weakness  and  hypotonia  of  skeletal  muscles 
progressing  to  frank  paralysis;  dyspnea, 
with  gasping  respiration  as  intercostal  mus- 
cles weaken;  cyanosis,  respiratory  or  car- 
diac; abdominal  distention  in  presence  of 
hypotonia  of  abdominal  musculature;  nau- 
sea and  emesis;  cardiac  enlargement  and 
systolic  murmurs;  elevated  venous  pressure 
and  other  signs  of  cardiac  failure.  Miller6 
finds  the  electrocardiogram  of  value  in  hypo- 
kalemic findings:  (1)  prolonged  Q-T  inter- 
vals; (2)  decreased  amplitude  and  inversion 
of  T waves;  (3)  rounded  and  prolonged  T 
waves;  (4)  depression  of  S-T  segment;  and 
(5)  possibly  inverted  P waves,  extra  sys- 
toles, and  A-V  block.  Therefore,  in  therapy 
of  hypokalemia  an  electrocardiogram  is  es- 
sential before  and  after  administration  of 
potassium,  in  order  to  determine  efficacy 
of  therapy.  If  large  amounts  of  potassium 
are  given,  an  electrocardiogram  should  be 
taken  during  therapy. 

EFFECT  OF  GLUCOSE  ON 
ELECTROLYTE  METABOLISM 

The  effects  of  administering  too  little  or 
too  much  carbohydrate  (glucose)  have  been 
described  by  Talbot1.  Certainly  glucose 
provides  water  when  metabolized  (CHO  = 
C02  + H20).  The  antiketogenic  effect  of 
carbohydrate  reduces  catabolic  activity  and 
decreases  the  amount  of  organic  acid  for  ex- 
cretion. Its  protein-sparing  effect  reduces 
nitrogen  output  and  potassium  excretion, 
conserving  significant  amounts  of  intracel- 
lular water.  The  sodium-sparing  effect  aids 
in  conservation  of  extracellular  water.  Glu- 
cose reduces  the  renal  obligatory  water  re- 
quirement by  decreasing  total  solute  for  ex- 
cretion. 

There  are  very  few  conditions  in  which 
glucose  in  water  alone  may  be  appropriate7. 
A situation  of  renal  failure  with  anuria  or 
oliguria  not  due  to  electrolyte  or  water  defi- 
cit might  be  given  5-10  per  cent  glucose  in 
water  at  500  to  1000  cc.  per  square  meter 


body  surface  per  day.  The  only  other  situ- 
ation might  be  the  first  postoperative  day  in 
an  otherwise  normal  patient  who  can  be  ex- 
pected to  take  fluids  by  mouth  in  three  days 
(5-10%  glucose  in  water  at  1500  cc.  per 
square  meter  body  surface  per  day). 

BURN  THERAPY 

The  special  problem  encountered  in  the 
management  of  fluid  therapy  in  the  burned 
patient  was  vividly  demonstrated  here  at 
the  Omaha  Mid-West  Clinical  Society,  in 
1955,  by  Nilsson8.  Any  patient  who  has 
more  than  10  per  cent  of  the  body  involved 
by  the  burn  should  be  hospitalized.  Patients 
having  burns  that  involve  the  hands  or 
perineum  should  be  hospitalized.  All  per- 
sons with  thermal  or  chemical  burns,  and 
all  children  under  two  years  with  burns,  un- 
less trivial,  should  be  hospitalized.  The  per- 
centage of  surface  area  involved  may  be 
estimated  by  following  the  “rule  of  nine” 
allowing:  head  and  arms  9 each;  legs  18 
per  cent  each;  back  18  per  cent;  chest  and 
abdomen  18  per  cent;  and  genitals  1 per 
cent. 

Fluid  therapy  for  each  1 per  cent  burn 
surface  of  a 1 square  meter  child  requires 
80  cc.  This  fluid  is  composed  of  60  cc.  plas- 
ma and  20  cc.  electrolyte-containing  fluid. 
In  addition  to  the  fluid  requirement  accord- 
ing to  the  surface  of  the  burn,  the  normal 
fluid  maintenance  requirement  must  be  met ; 
i.e.  1200-1500  cc.  per  square  meter  of  body 
surface  per  24  hours.  These  fluids  will  see 
the  patient  through  the  first  24  hours,  but 
maintenance  and  continued  therapy  depend 
on  many  factors,  including : hematocrit, 
serum  proteins,  urine  volume,  urine  spe- 
cific gravity,  oral  intake,  etc.  Multiple  elec- 
trolyte solutions  are  usually  used  during  the 
recovery  stage,  as  mentioned  previously. 

Additional  specific  measures  other  than 
fluids  include:  tetanus  antitoxin  or  toxoid, 
cortisone,  antibiotics,  vitamins,  local  care, 
maintenance  of  an  airway,  etc. 

SUMMARY 

It  is  hoped  that  this  outlined  program 
will  provide  a more  simplified  method  of 
using  fluids  in  children.  The  buffering 
systems  are  briefly  mentioned,  as  well  as  a 
few  conditions  that  result  from  altered 
acid-base  balance.  The  basic  considerations 
in  fluid  and  electrolyte  therapy  are  empha- 
sized and  the  importance  of  establishing 
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renal  function  by  using  an  initial  hydrating 
solution  and  then  using  1500  cc.  per  square 
meter  body  surface  per  24  hours  as  main- 
tenance; using  2400  cc.  per  square  meter 
body  surface  per  24  hours  in  treatment  of 
moderate  dehydration;  and  3000  cc.  per 
square  meter  body  surface  per  24  hours  in 
the  case  of  severe  dehydration.  All  fluid 
therapy  should  be  based  on  the  area  of  body 
surface  in  square  meters. 

The  use  of  intravenous  potassium  therapy, 
the  effect  of  glucose  on  electrolyte  metabol- 
ism, and  the  use  of  glucose  in  water  alone 
are  described.  A brief  program  for  burn- 
therapy  with  reference  to  the  “rule  of  nine” 
is  given. 
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Recent  ADVANCES  in 

Neurological  Surgery * 


The  author  enumerates  the  advances  recently 
made  in  our  knowledge  of  anatomy,  physiology, 
and  pathology  of  the  central  nervous  system  and 
makes  note  of  the  additional  fields  of  study — 
neurochemistry  and  neuropharmacology,  that  are 
now  becoming  productive.  He  gives  us  a brief 
running  account  of  advances  in  diagnosis  and 
therapy  that  have  resulted,  largely,  from  im- 
proved technical  facilities. 

—EDITOR 

AS  IS  TRUE  of  most  fields  of 
medical  endeavor,  new  hori- 
zons in  neurological  surgery 
are  being  opened  by  extensive  research, 
both  clinical  and  laboratory.  Only  a few 
years  ago  the  basic  neurological  sciences 
comprised  neuropathology,  neuroanatomy 
and  neurophysiology;  to  these  have  been 
added  in  recent  years  neurochemistry,  neu- 
ropharmacology and,  one  might  add  the 
term,  neurophysics. 

Numerous  promising  lines  of  investigation 
are  being  followed,  especially  in  studies  of 
the  epilepsies,  brain  tumor  and  certain  of 
the  degenerative  diseases.  New  technical 
advances  have  been  made  which  permit  op- 
erative procedures  formerly  fraught  with 
danger  to  be  performed  more  safely,  and 
some  have  opened  new  vistas  in  the  treat- 
ment of  neurological  disorders. 

♦Presented  before  Omaha  Mid-West  Clinical  Society,  Octo- 
ber 30,  1956. 


ALISTER  I.  FINLAYSON,  M.D. 

Omaha,  Nebraska 

Two  major  advances  in  relation  to  anes- 
thesiology have  reduced  the  risk  in  operative 
treatment  of  intracranial  aneurysms  and 
vascular  brain  tumors.  These  are  the  con- 
trolled hypotensive  and  hypothermic  tech- 
niques. 

Three  methods  of  achieving  arterial  hypo- 
tension have  been  utilized  by  various  sur- 
geons. The  first  involves  placing  a canula 
into  a major  artery,  usually  the  radial,  and 
bleeding  the  patient  down  to  a systolic  level 
of  90  millimeters  of  mercury.  The  blood  is 
collected  in  a vessel,  aseptically,  with  added 
anti-coagulants  and  is  used  later  by  rein- 
fusion as  needed  to  maintain  this  level. 
( Gardner1 ) . 

The  second  method  of  producing  controlled 
hypotension  involves  use  of  total  spinal  anal- 
gesia by  the  use  of  a suitable  spinal  anes- 
thetic agent.  The  near  total  sympathetic 
block  thus  obtained  drops  the  systolic  pres- 
sure to  levels  near  40  millimeters  of  mer- 
cury and  permits  relatively  bloodless  sur- 
gery to  be  performed. 

The  third  technique  depended  upon  the 
development  of  ganglionic  blocking  drugs 
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and  resulted  from  the  availability  of  such 
agents  as  hexamethonium2,  Arfonad3,  and 
dibenamine.  The  use  of  such  an  agent  re- 
sults in  sympathetic  blockade  with  reduc- 
tion in  systolic  (and  diastolic)  blood  pres- 
sure, vasodilatation  throughout  the  entire 
capillary  bed  and  reduction  in  peripheral 
vascular  resistance. 

Any  of  the  three  modes  of  producing  ar- 
terial hypotension  requires  much  under- 
standing and  care  on  the  parts  of  both  anes- 
thesiologist and  surgeon.  Adequate  oxy- 
gen must  be  provided  (usually  100  per  cent 
oxygen  is  given),  an  open  and  free  airway 
must  be  maintained  (endotracheal  anes- 
thesia is  therefore  preferable),  and  postur- 
ing of  the  patient  with  head  lower  than  feet 
is  utilized  to  help  promote  adequate  circula- 
tion, although  this  position  may  tend  to  in- 
crease venous  oozing.  Blood  for  transfusion 
must  be  available,  and  such  drugs  as  ephe- 
drine,  norepinephrine  and  other  vaso-con- 
stricting  agents  must  be  employed  judi- 
ciously by  the  anesthesiologist  to  control  the 
level  of  hypotension.  Before  closure  of  the 
wound,  the  blood  pressure  must  be  returned 
to  near  normal  levels  in  order  to  be  certain 
of  hemostasis. 

Hypothermia,  or  “refrigeration  anes- 
thesia”  as  it  is  sometimes  called,  is  a more 
recent  addition  to  the  neurosurgical  arma- 
mentarium, although  it  was  used  as  early 
as  1939  (by  Fay)  in  treatment  of  head  in- 
juries with  neurogenic  hyperthermia. 

Hypothermia  may  be  induced  by  various 
methods : by  cool  air  blown  over  the  nude 
patient  in  an  enclosed  box4;  by  immersion 
in  cold  or  ice-water;  or  by  application  of 
ice-bags  or  ice-blankets  to  the  skin  surface. 
Most  surgeons  using  this  technique  reduce 
the  body  temperature  to  about  30°  C.  (86° 
F.)  rectally.  Some  degree  of  arterial  hypo- 
tension develops  in  conjunction  with  the 
lowered  temperature.  The  major  advantage 
of  hypothermia  is  the  marked  reduction  in 
oxygen  requirement  of  the  brain,  permitting 
actual  interruption  of  the  cerebral  circula- 
tion for  periods  of  up  to  six  or  eight  min- 
utes. This  is  a valuable  aid  in  the  surgery 
of  vascular  anomalies  and  aneurysms.  There 
are  contraindications  to  the  use  of  hypo- 
thermia as  well  as  inherent  hazards.  Older 
persons  do  not  tolerate  it  as  well  as  younger 
ones,  and  arteriosclerosis,  and  pre-existing 
heart  disease  increase  the  hazard.  Ventricu- 
lar fibrillation  is  the  most  frequent  serious 
complication  but  usually  arrests  itself  with 


return  to  normal  rhythm  as  body-warming 
occurs. 

Other  technical  advances  are  the  result 
of  the  development  of  new  or  more  refined 
instruments  and  drugs.  A number  of  these 
may  find  usefulness  in  the  diagnosis  of  intra- 
cranial lesions. 

In  arteriography,  the  present  trend  is  to- 
ward abandoning  the  use  of  Diodrast  as  a 
contrast  medium  in  favor  of  Hypaque  which 
is  more  contrasty  on  the  radiographic  film 
and  less  irritating  to  the  cerebral  blood  ves- 
sels. Technical  improvements  in  the  develop- 
ment of  rapid  cassette  changers  working 
automatically  to  make  a number  of  exposures 
(usually  four  to  six)  with  a single  injection 
of  contrast  medium,  enables  visualization  of 
capillary  and  venous  phases  of  the  cerebral 
circulation  as  well  as  the  arterial  phase. 

In  1948,  studies  began  with  application  of 
radioisotopes  in  the  diagnosis  of  intracra- 
nial tumors  (Moore  5).  It  had  been  previ- 
ously known  that  the  dye,  fluorescein,  would 
concentrate  in  brain-tumor-tissue  to  greater 
degree  than  in  normal  brain-tissue.  By  con- 
jugating a radioactive  iodine  into  di-iodo- 
fluorescein  which  is  then  given  intravenous- 
ly, the  concentrated  radioactivity  present  in 
the  tumor  can  be-  detected  and  the  tumor  ap- 
proximately localized  by  scanning  the  head 
with  a Geiger  - Muller  counter.  Similar 
studies  using  radioactive  phosphorus,  potas- 
sium, thorotrast  and  other  preparations 
have  been  conducted  by  others  (Selverstone6, 
Pewton7).  Thus  far,  this  technique  is  large- 
ly experimental  and  its  accuracy  is  no  great- 
er than  standard  diagnostic  methods  of  the 
past.  The  equipment  needed  is  sufficiently 
expensive  to  limit  its  use  to  research  centers 
at  the  present. 

The  cost  of  equipment  also  limits  the  use 
and  study  of  ultrasonic  waves  to  a few  well- 
endowed  research  laboratories,  but  here, 
also,  is  a potentially  useful  agent  both  in 
the  diagnosis  and  treatment  of  intracranial 
lesions.  By  passing  a beam  of  ultrasound 
through  the  head,  reflected  waves  return  at 
each  instant  the  beam  passes  into  a tissue  of 
greater  or  lesser  density.  By  noting  the 
time  differentials  of  the  echo  wave  it  is  pos- 
sible to  identify  the  presence  and,  to  some 
extent,  the  position  of  a tumor. 

By  focusing  the  beam  of  ultrasound  at  a 
given  distance  from  its  source  it  becomes 
possible  to  produce  a rather  discrete  lesion 
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in  tissue  at  the  focal  point8.  In  combina- 
tion with  a stereotaxic  instrument  which 
will  direct  the  beam  at  any  preset  angle  in 
relation  to  fixed  points  on  the  skull,  it  be- 
comes at  least  theoretically  possible  to  place 
a discrete  lesion  in  a given  nucleus  or  fiber 
tract  in  the  deep  portions  of  the  brain. 

Studies  using  such  a stereotaxic  instru- 
ment, but  utilizing  an  electrode  to  produce 
the  lesion  rather  than  ultrasonics,  have 
been  under  way  for  several  years  in  such 
varied  conditions  as  paralysis  agitans,  in- 
tractable pain,  involuntary  movements,  and 
various  emotional  or  psychogenic  disorders. 

The  results  obtainable  through  the  use 
of  such  techniques  remain,  at  present,  high- 
ly controversial  and  it  seems  likely  that  more 
time  must  pass  before  neurosurgeons  in  gen- 
eral adopt  these  techniques  for  the  treat- 
ment of  patients  suffering  from  these  dis- 
orders. 

In  1954,  Cooper9  reported  the  relief  of 
spasticity  and  tremor  in  paralysis  agitans 
following  ligation  of  the  anterior  choroidal 
branch  of  the  internal  carotid  artery.  This 
surgical  accomplishment  was  met  with  a mix- 
ture of  enthusiasm  and  skepticism  by  vari- 
ous neurological  surgeons.  The  results 
claimed  by  Cooper  have  not  been  achieved 
by  others  attempting  the  same  procedure 
and  Cooper10  himself  has  abandoned  the  pro- 
cedure in  favor  of  a stereotaxic  method  of 
placing  a lesion  in  the  globus  pallidus.  This 
procedure,  called  chemopallidectomy,  in- 
volves injection  of  Novocain  and  alcohol  in- 
to the  deep  portions  of  the  brain  and  is  con- 
sidered by  many  to  be  poorly  controlled  and 
too  hazardous  for  general  application  at  this 
time.  It  is,  however,  desirable  that  further 
studies  be  made  on  an  experimental  basis. 

The  old-time  syndrome  of  tic  douloureaux 
has  recently  had  a few  new  therapeutic 
quirks  tried.  Drug  therapy,  using  stilbami- 
dine,  was  recently  touted  by  the  lay  press 
as  the  definitive  cure  of  this  distressing  con- 
dition. Shortly  it  was  found  to  produce  par- 
tial paralysis  of  the  trigeminal  nerve  with 
attendant  paresthesias  and  dysesthesias. 
The  manufacturer  then  removed  the  drug 
from  the  market. 

Taarnhoj  (195411)  devised  a “decompres- 
sion” operation,  opening  the  dural  sleeve  of 
the  trigeminal  nerve  from  its  ganglion  back- 
ward to  the  edge  of  the  tentorium  on  the 
theory  that  the  nerve  was  being  compressed 


at  this  point.  Hemorrhage  due  to  sectioning 
the  superior  petrosal  venous  sinus  compli- 
cates the  procedure  and  increases  the  surgi- 
cal risk.  To  get  away  from  this,  other  sur- 
geons have  opened  the  dura  just  over  the 
ganglion  and  root  without  following  back 
to  the  tentorial  edge.  The  results  are  about 
as  good.  It  then  occurred  to  Pudenz  that 
the  pain  relief  obtainable  resulted  from  trau- 
ma to  the  ganglion  incurred  in  exposure. 
He  deliberately  but  gently  traumatized  the 
ganglion  by  rubbing  it  with  a cotton  appli- 
cator and  without  decompressing  it  and  ob- 
tained about  comparable  results.  Each  of 
these  techniques  has  not  been  a positive, 
sure  means  of  pain  relief,  since  there  have 
been  failures  and  recurrences.  Time  alone 
will  permit  judgment  of  the  most  effective 
therapy  for  trigeminal  neuralgia. 

The  problem  of  arresting  hydrocephalus 
has  received  much  study,  and  ingenious  tech- 
niques have  been  devised.  Essentially,  all 
approach  the  problem  by  “dumping”  the  ex- 
cess cerebrospinal  fluid  into  some  other  body 
space.  Matson  (194912)  recommended  re- 
moval of  a kidney  and  placement  of  a plastic 
tube  from  the  lumbar  subarachnoid  space 
to  drain  into  the  ureter  thus  provided.  No- 
sik (195013)  placed  a plastic  tube  from  the 
lateral  ventricle  to  the  mastoid  antrum 
thereby  draining  the  fluid  through  the  mid- 
dle ear  and  down  the  Eustachian  tube, 
whereupon  the  baby  swallows  the  excess. 
This  has  the  advantage  of  better  mainten- 
ance of  electrolytes,  but,  in  the  young  infant, 
an  occasional  drowning  has  occurred.  Plas- 
tic tubes  have  been  placed  from  the  ven- 
tricles or  lumbar  subarachnoid  space  into 
nearly  every  conceivable  receptive  area — 
the  pleural  sac,  the  retroperitoneal  space,  the 
lesser  peritoneal  sac,  the  stomach  and  the 
Fallopian  tube  to  name  a few  of  them. 

Other  advances  in  the  field  are  developing 
as  the  result  of  study  in  neurochemistry  and 
neuropharmacology.  There  is  much  promise 
in  the  future  with  new  techniques,  new  diag- 
nostic tools,  and  greater  knowledge  of  the 
pathogenesis  of  lesions  of  the  central  nerv- 
ous system. 
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Abstracts: 

The  Omaha  Research  Club,  an  affiliate  of 
The  American  Federation  for  Clinical  Re- 
search, held  its  Annual  Spring  Meeting  on 
May  2,  1957,  at  the  Veterans  Hospital  in 
Omaha.  Below,  we  present  abstracts  of 
the  six  papers  read  and  discussed  at  that 
time. 

The  Radioactive  Rose  Bengal  Test  of  Liver  Func- 
tion: A Method  of  Analysis  and  Results.  Richard 
E.  Ogbom,  M.D.;  Arthur  L.  Dunn,  Ph.D,  and 
Lawrence  R.  James,  M.D.;  Radioisotope  Service, 
Veterans  Administration  Hospital,  and  Depart- 
ment of  Radiology,  Immanuel  Hospital,  Omaha, 
Nebraska. 

The  use  of  1131-tagged  Rose  Bengal  has 
made  it  possible  by  external  in  vivo  counting 
methods  to  study  the  function  of  the  liver. 
The  rate  of  the  removal  of  Rose  Bengal  from 
the  blood,  its  uptake  by  the  liver,  and  its 
excretion  into  the  biliary  system  are  conven- 
iently expressed  in  half-times. 

Normal  and  abnormal  subjects  have  been 
studied.  Due  to  limited  experience  with  the 
test  in  patients  with  liver  disease  it  is  not 
possible  to  estimate  the  differential  diagnos- 
tic significance  of  abnormalities  in  one  or 
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more  segments  of  the  uptake-excretion 
curve,  but  in  differentiating  normal  and  ab- 
normal liver  function  the  uptake  values  are 
as  reliable  as  those  of  the  BSP  determina- 
tion. 

In  order  to  find  which  of  the  expressions 
already  developed  are  most  applicable  and 
useful  it  will  be  necessary  to  study  and  an- 
alyze a much  larger  group  of  patients  with 
liver  disease  of  varying  type  and  severity. 

The  test  requires  1T/2  hours  of  recording 
with  the  patient  supine.  Results  are  ob- 
tained continuously  over  the  liver  until  the 
peak  of  the  curve  has  been  reached  and  then 
at  suitable  intervals  to  ascertain  the  excre- 
tion rate.  Research  into  existing  technical 
problems  is  progressing. 

Observations  on  Glutamic-oxalacetic  Acid  Transa- 
minase Activity  in  Serum  and  Spinal  Fluid  in 

Neuropsychiatric  Conditions.  J.  D.  Stevens,  M.D.; 

F.  Majka,  M.D.,  and  F.  L.  Humoller,  Ph.D. 

Psychiatry  and  Neurology  Service  and  Medical 

Research  Laboratory,  Veterans  Administration 

Hospital,  Omaha,  Nebraska. 

Grossly  speaking  transaminase  is  said  to 
be  an  intracellular  enzyme  released  by  dam- 
aged cells.  In  our  130  cases  we  have  found 
it  in  every  case,  both  in  serum  and  in  cere- 
brospinal fluid.  Although  minimal  amounts 
can  reach  the  spinal  fluid  from  the  serum 
and  vice  versa,  neither  is  there  any  rigid 
correlation  between  the  protein  content  and 
the  transaminase  level  in  the  spinal  fluid. 
In  examination  of  normal  dogs  an  average 
level  in  the  spinal  fliud  of  2.8  units  has  been 
reported. 

In  schizophrenia  no  transaminase  activity 
has  been  found  beyond  10,  unless  a compli- 
cating factor  was  present.  Serum  levels 
were  normal.  These  levels  have  no  diagnos- 
tic significance.  Their  theoretical  meaning 
will  become  clear  only  when  a sufficient 
number  of  normal  controls  become  available. 

In  psychoneuroses  the  levels  of  trans- 
aminase seem  lower  than  in  schizophrenia 
excepting  in  complicated  cases. 

In  involutional  psychoses  the  level  was 
found  normal  except  in  cases  of  complication 
by  cerebral  arteriosclerosis. 

Psychopathy  consists  of  a heterogeneous 
group  showing  varying  levels  of  transam- 
inase. 

Remarkably,  the  spinal  fluid  of  the  alco- 
holic showed  a rather  low  level  if  no  com- 
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plications  were  present,  although  in  many 
of  our  cases  the  spinal  puncture  was  done 
shortly  after  recovery  from  delirum  trem- 
ens. Few  cases  showed  high  serum  levels 
due  to  liver  damage.  The  elevation  in  the 
serum  was  not  reflected  in  the  spinal  fluid. 

In  various  cases  of  epilepsy  the  spinal- 
fluid  level  was  elevated,  possibly  in  response 
to  the  activity  incident  to  the  epileptic  at- 
tack. The  elevation  was  not  accompanied 
by  an  increase  in  the  serum.  In  one  instance 
the  elevated  transaminase  in  the  spinal  fluid 
helped  to  exclude  a neurotic  dissociation. 

In  cerebral  arteriosclerosis  transaminase 
activity  seems  elevated  only  when  cerebral 
damage  is  progressing. 

In  various  miscellaneous  conditions  the 
spinal  elevation  is  produced  only  by  acute 
processes,  while  chronic  degenerations 
(Huntingtons’  chorea,  Parkinsons’)  can  be 
accompanied  by  normal  levels. 

Meningioma  can  show  normal  levels;  a 
borderline  value  has  been  observed  in  the 
presence  of  extremely  high  protein  content 
of  the  spinal  fluid  suggesting  a different 
origin  of  the  two  factors.  After  interven- 
tions the  increase  in  activity  is  not  surpris- 
ing. 

Various  cases  of  “back  strain”  showed  low 
or  medium  levels.  It  is  assumed  the  diag- 
noses cover  muscular,  arthritic  and  neurotic 
syndromes. 

The  most  interesting  results  were  ob- 
tained in  instances  of  prolapsed  discs.  The 
highest  spinal-fluid  level  found  here  was 
38.2.  However,  in  one  case  of  proven  disc- 
disease,  only  4.1  units  of  activity  were  pres- 
ent. The  frequently  elevated  values  may 
prove  useful  in  this  diagnostically  difficult 
field. 

In  conclusion,  it  may  be  mentioned  how 
reassuring  the  reliability  of  the  method 
proved  in  repeat  examinations.  Various  in- 
teresting fields  of  exploration  have  been 
opened  up.  There  is  little  doubt  that  trans- 
aminase determinations  in  the  spinal  fluid 
will  find  a place  in  the  diagnosis  of  neuro- 
psychiatric conditions. 

Resonance  of  Pulsations  in  Branching  Plastic  Tubes*. 

Harry  Lobel,  Creighton  University  College  of 

Pharmacy,  Omaha,  Nebraska. 

The  arterial  system  consists  of  branching 
elastic  conduits.  It  is  subject  to  the  laws 

♦Supported  by  a grant  from  Nebraska  Heart  Association. 


of  pulsations.  To  study  these  laws,  pulsa- 
tions are  produced  in  tubes  of  fluid.  Tubes 
with  various  diameters  and  various  wall- 
thicknesses  are  employed.  At  the  proper 
frequency,  the  pulsations  become  resonant. 
The  natural  frequency  depends  on  the  elas- 
ticity, hence  on  the  circumference  and  wall- 
thickness.  Simple  elastic  tubes  are  dynam- 
ically similar  and  have  the  same  natural  fre- 
quency, provided  that  the  ratio  between  wall- 
thickness  and  circumference  is  the  same. 
A tube  which  divides  into  branches  is  dy- 
namically similar  and  has  the  same  natural 
frequency  as  a simple  tube,  provided  that 
the  total  cross-sectional  area  of  the  branch- 
es is  the  same  as  the  area  of  the  simple 
tube,  and  that  wall-thicknesses  and  circum- 
ferences all  have  the  same  proportions.  Un- 
der these  conditions,  natural  frequency,  flow, 
pressure,  and  resistance  are  the  same.  In  res- 
onance, flow  and  pressure  correspond.  In 
dissonance,  the  pressure  is  excessive  in  re- 
lation to  flow.  There  are  two  kinds  of 
pressure  in  dissonance  — one  is  an  effective 
pressure  which  drives  the  fluid;  the  other 
is  a useless,  ineffective  back-pressure  due 
to  impedance.  Impedance,  as  differentiated 
from  resistance,  is  one  of  the  characteristics 
of  dissonant  flow.  In  a pulsating  hydraulic 
system,  impedance  causes  loss  of  efficiency, 
excessive  pressure,  increased  impact  on  the 
conduits,  and  strain  on  the  pump.  A low 
pressure  system  in  dissonance  may  be  sub- 
ject to  greater  strain  than  a high  pressure 
system  in  resonance.  To  correlate  pressure- 
flow  relationships,  there  must  be  a correc- 
tion of  impedance.  There  are  indications 
that  the  circulation  is  normally  resonant,  but 
in  some  disorders  becomes  dissonant.  Im- 
pedance due  to  dissonance  may  be  a factor 
in  hypertension.  An  instrument  for  the  clin- 
ical measurement  of  impedance  in  the  cir- 
culation is  feasible  and  may  be  of  diagnostic 
value. 

Embryonic  Basis  For  the  Clinical  Manifestations  of 
Midgut  Volvulus.  John  L.  Beatie,  M.D.,  Depart- 
ment of  Surgery,  University  of  Nebraska  College 
of  Medicine,  Omaha,  Nebraska. 

The  normal  embryologic  process  of  rota- 
tion of  the  gut  must  be  understood  for  prop- 
er management  of  rotation  anomalies.  The 
process  of  rotation  is  divided  into  three 
stages.  During  the  first  stage  the  midgut 
loop  herniates  into  the  umbilical  stalk  and 
undergoes  a 90  degree  counterclockwise  ro- 
tation. The  midgut  returns  to  the  abdom- 
inal cavity  during  the  second  stage  and  ro- 
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tates  180  degrees  in  a counterclockwise  di- 
rection about  the  superior  mesenteric  artery. 
An  arrest  of  rotation  at  this  stage  results 
in  malrotation  and  sets  the  stage  for  mid- 
gut volvulus.  The  midgut  loop  is  suspended 
from  a narrow  pedicle  at  the  origin  of  the 
superior  mesenteric  artery  and  could  easily 
undergo  volvulus.  During  the  third  stage 
the  cecum  descends  to  the  right  lower  quad- 
rant and  the  mesenteric  attachments  are 
fused. 

Two  cases  of  midgut  volvulus  were  re- 
ported. Each  case  presented  symptoms  of 
vomiting  of  bile,  abdominal  distension, 
bloody  discharges  from  rectum,  and  a silent 
abdomen.  Flat  and  upright  films  in  both 
cases  showed  multiple,  dilated,  gas  - filled 
loops  of  small  bowel. 

In  each  patient  at  operation  a volvulus 
which  had  twisted  in  a clockwise  direction 
was  found.  The  volvulus  was  reduced  by 
rotating  the  intestinal  mass  in  a counter- 
clockwise direction.  Most  midgut  volvuli  oc- 
cur in  a clockwise  direction.  The  first  pa- 
tient survived  despite  resection  of  50  cm.  of 
jejunum.  The  second  patient  died  because 
of  thrombosis  in  the  superior  mesenteric 
artery  following  a successful  reduction  of 
volvulus  and  resection  of  small  bowel.  Re- 
ducing the  volvulus  and  not  releasing  a peri- 
toneal band  obstructing  the  duodenum  may 
be  a fatal  error.  The  cecum  must  be  trans- 
ferred to  the  left  lower  quadrant. 

Cancer  of  the  Breast.  John  B.  Davis,  M.D.,  De- 
partment of  Surgery,  University  of  Nebraska 

College  of  Medicine,  Omaha,  Nebraska. 

This  study  is  based  on  the  records  of  787 
consecutive  cases  of  cancer  of  the  breast 
registered  in  the  Tumor  Clinic  at  the  Uni- 
versity of  Illinois  Hospitals  between  the 
years  of  1942  and  1955.  Of  these  only  573 
cases  are  reportable;  the  remaining  214 
cases  representing  cases  not  operated  upon. 
In  computing  the  five  year  survival  rates 
only  those  cases  operated  prior  to  July,  1950, 
and  clinically  free  of  disease  are  reported 
as  cures.  All  cases  lost  to  follow-up  study 
or  with  evidence  of  recurrent  disease  are 
considered  dead  of  cancer. 

In  the  573  operated  cases,  including  508 
radical  mastectomies  and  65  simple  mastec- 
tomies, there  was  no  operative  mortality. 
Simple  mastectomy  was  done  only  because 
of  the  advanced  age  of  the  patient  or  be- 
cause of  concurrent  debilitating  disease. 


Sixty-five  of  the  573  operated  cases  of 
breast  cancer  had  coexistent  cystic  mastitis 
— an  incidence  of  12  per  cent.  Nine  of  2/51 
cases  biopsied  for  chronic  cystic  mastitis  de- 
veloped cancer  in  the  same  breast  from  one 
to  six  years  later.  Stated  differently,  one  in 
28  cases  (3.5  per  cent)  biopsied  for  chronic 
cystic  mastitis  developed  cancer  in  the  same 
breast  which  is  greater  than  four  times  the 
incidence  of  carcinoma  in  the  normal  pop- 
ulation. 

The  five  year  cure  rate  in  25  cases  of  ul- 
cerated carcinoma  of  the  breast  was  40  per 
cent  — 10  of  the  25  cases  being  alive  and 
clinically  free  of  disease. 

One  hundred  twenty-five  Stage  I breast 
cancers  treated  by  biopsy,  immediate  frozen 
sections,  and  immediate  radical  mastectomy, 
had  a five  year  cure  rate  of  72.5  per  cent. 
On  the  other  hand,  157  cases  of  Stage  II 
breast  cancers  treated  the  same  way  had  a 
five  year  cure  rate  of  only  40  per  cent. 

If  aspiration  or  incisional  breast  biopsies 
were  done  24  hours  or  more  prior  to  def- 
initive surgery,  the  cure  rates  were  greatly 
reduced.  Aspiration  biopsy  was  done  in  27 
cases,  11  of  which  were  Stage  I,  and  the 
five  year  cure  rate  was  only  19  per  cent. 
Incisional  biopsy,  was  done  in  39  cases,  21 
of  which  were  Stage  I,  with  a 5 year  cure 
rate  of  5 per  cent. 

CONCLUSIONS 

1.  Radical  mastectomy  is  a reasonable 
form  of  therapy  for  breast  cancer  because 
of  its  low  operative  mortality  rate  and  its 
respectable  5 year  cure  rate. 

2.  The  cure  rate  in  Stage  I carcinomas 
of  the  breast  is  much  higher  than  Stage  II 
lesions.  This  means  that  the  sooner  the  pa- 
tient is  permitted  definitive  therapy  the  bet- 
ter her  chances  are  of  being  cured. 

3.  Ulcerated  lesions  have  a respectable 
cure  rate  and  these  should  not  be  considered 
relative  contraindications  to  performing  rad- 
ical mastectomy. 

4.  Chronic  cystic  mastitis  presenting  with 
a dominant  lump  considered  necessary  of 
biopsy,  must  be  considered  as  a potentially 
malignant  condition. 

5.  Aspiration  and  incisional  breast  biop- 
sies done  24  hours  or  more  prior  to  defini- 
tive surgery  greatly  shorten  the  life  expect- 
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ancy  and  decrease  the  5 year  cure  rate  of 
the  patient. 

6.  Any  breast  mass  worthy  of  biopsy 
should  be  done  in  the  operating  room  under 
general  anesthesia.  If  the  frozen  section 
proves  carcinoma,  immediate  radical  mastec- 
tomy should  be  done. 

Thio-Tepa  in  the  Treatment  of  Cancer.  Daniel  M. 

Miler,  M.D.,  Department  of  Surgery,  University 

of  Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska. 

Triethylene  Thiophosphoramide  or  Thio- 
Tepa  is  an  experimental  drug  belonging  to 
a group  of  chemotherapeutic  agents  which 
include  Nitrogen  Mustard  and  Triethylene- 
melamine.  The  prime  objective  in  its  use 
at  the  University  of  Nebraska  has  been  to 
palliate  patients  with  metastatic  disease 
who  no  longer  respond  to  accepted  forms 
of  treatment.  This  particular  drug  was 
selected  for  the  following  reasons: 

1.  Tumor-destroying  properties  inherent 
in  its  composition. 

a.  Thio-tepa  contains  three  etheleni- 
mine  radicals. 

2.  Ease  of  administration:  Varied  routes 
of  administration. 

May  be  given: 

a.  Intravenously 

b.  Intramuscularly 

c.  Into  the  pleural  or  abdominal  cav- 

ities with  no  difficulty. 

3.  Low  toxicity  to  host. 

a.  Little  bone  marrow  depression 

b.  No  nausea — vomiting 

Our  research  on  Thio-Tepa  embraces  a 
study  of  50  cases  of  metastatic  disease  pre- 
viously treated  by  surgery,  x-ray,  or  both. 
Hematological  response  governed  injection 
intervals.  Dosage  varied  with  leukocyte  and 
platelet  count.  Disease  types  include  can- 
cers of  breast,  ovary,  colon,  stomach,  uterus, 
tongue,  liver,  buccal  mucosa,  pancreas,  rec- 
tum, gallbladder,  thyroid,  lung,  chondrosar- 
coma of  chest  wall,  sarcoma  of  mesocolon, 
lymphosarcoma,  lymphatic  leukemia. 

Subjective  improvements  noted  after 

treatment  were: 

1.  Increased  well  being 

2.  Controlled  nausea,  vomiting 

3.  Decreased  abdominal  discomfort 

4.  Less  pain 


5.  Cessation  of  dyspnea  and  cough 

Objective  responses  noted  after  treatment 
were : 

1.  Decreased  tumor  masses 

2.  Controlled  ascites,  pleural  effusion 

3.  Subsidence  of  gastrointestinal  hem- 
orrhage 

4.  Decreased  leg  edema 

All  improvements  were  of  a temporary 
nature  and  our  work  is  still  continuing. 
Meantime,  Thio-Tepa,  as  other  chemothera- 
peutic agents,  will  not  cure.  The  cure  for 
cancer  still  rests  with  surgical  or  roentgen 
therapy. 

It  is  certain  that  there  are  millions  of  individuals 
in  the  United  States  todayq,  possibly  50  million, 
who  are  infected  with  tubercle  bacilli.  (Robert  J. 
Anderson,  M.D.,  Pub.  Health  Rep.,  February,  1956. 


In  1900  influenza  and  pneumonia  took  a toll  of 
80  persons  per  100,000  population  in  the  young 
adult  ages  (15  to  44),  according  to  Health  Informa- 
tion Foundation.  By  1955  mortality  from  these 
causes  had  dropped  to  around  4 per  100,000  persons 
in  the  same  age  group. 


With  adequate  and  proper  present-day  manage- 
ment of  tuberculosis,  pregnancy  should  not  be  con- 
sidered as  a complication  nor  should  it  be  looked 
upon  with  concern  as  a cause  of  progression  of  the 
disease.  (Loren  M.  Rosenbach,  M.D.,  Columbus  R. 
Gangemi,  M.D.,  J.A.M.A.,  July,  1956). 


Declining  mortality  from  tuberculosis  since  1900 
has  had  its  greatest  impact  among  young  adults 
(ages  15-44)  in  the  peak  income  and  childbearing 
years,  according  to  Health  Information  Foundation. 
The  highest  mortality  from  this  disease  now  occurs 
in  the  upper  age  grades  among  those  over  65. 


Current  information  indicates  that  there  are 
somewhat  less  than  400,000  active  tuberculosis 
cases  in  the  United  States  at  any  one  time,  approxi- 
mately one-third  of  which  are  hospitalized  for  tu- 
berculosis, one-third  are  known  cases  at  home,  and 
one-third  are  undetected  cases.  (Robert  J.  Ander- 
son, M.D.,  Pub.  Health  Rep.,  Febr.,  1956). 


It  is  unlikely  that  much  progress  will  be  made  in 
the  future  toward  eliminating  the  micro-organisms 
that  cause  the  diseases  now  endemic.  Indeed,  the 
fact  that  most  members  of  the  population  will  con- 
tinue to  harbor  microbial  agents  that  constitute  a 
potential  threat  to  health,  even  though  not  neces- 
sarily to  life  must  be  accepted.  Rene  J.  Dubos. 
Ph.D.,  J.A.M.A.,  April  23,  1955. 
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A native  of  Little  Rock,  Arkansas,  Robert  S.  Cooke,  Jr.,  M.D.,  was 
bom  July  7,  1925.  He  received  his  early  schooling  in  Dumas,  Arkansas. 
Dr.  Cooke  completed  both  his  premedical  and  medical  education  at  the 
University  of  Arkansas,  graduating  with  the  degree  Doctor  of  Medicine, 
in  1949.  His  internship  at  Charity  Hospital  of  Louisiana  at  New  Or- 
leans was  followed  by  a four-year  residency  at  the  same  institution. 

He  holds  certificates  in  both  Pathologic  Anatomy  and  Clinical 
Pathology  as  well  as  junior  memberships  in  the  American  Society  of 
Clinical  Pathologists  and  the  College  of  American  Pathologists. 

Doctor  Cooke’s  military  experience  included  service  with  the  1st 
Cavalry  Division  in  Korea  and  at  the  Army  Hospital,  Fort  Hood,  Texas. 

He  and  his  wife,  Noville,  have  a 4-month-old  daughter,  Stephanie 
Lynn. 

Doctor  Cooke  has  been  engaged  in  the  practice  of  Clinical  Pathology 
and  Pathologic  Anatomy  at  Nebraska  Methodist  and  Children’s  Me- 
morial Hospitals  in  Omaha  since  July  1956. 

Photography  is  Doctor  Cooke’s  favorite  recreation.  He  and  his 
family  reside  at  5057  Leavenworth  St.,  Apt.  4,  Omaha. 


George  R.  Pullman,  M.D.,  is  a native  of  Louisville,  Kentucky, 
where  he  was  bom  September  4,  1919.  He  received  his  elementary 
schooling  in  Chicago  and  Sioux  City,  Iowa.  His  premedical  training 
was  taken  at  Momingside  College  and  the  University  of  Iowa.  For  his 
medical  education  he  enrolled  at  the  University  of  Nebraska  College  of 
Medicine  from  which  he  graduated  with  the  degree  Doctor  of  Medicine, 
in  1951. 

After  completing  his  internship  at  Doctor’s  Hospital,  Cleveland, 
Ohio,  he  served  a three-year  residency  in  Radiology  at  the  University 
of  Nebraska.  He  is  a member  of  the  Nebraska  Radiological  Society. 

Before  coming  to  Omaha,  Doctor  Pullman  engaged  in  general  prac- 
tice in  Warsaw,  Indiana,  for  a year. 

Doctor  Pullman  spent  314  years  as  a Captain  in  the  Army  Medical 
Corps  during  which  time  he  served  as  Adjutant  of  a 500-bed  military 
hospital. 

Doctor  Pullman  is  presently  on  the  staff  of  the  Department  of 
Radiology  at  Lutheran  Hospital  in  Omaha. 

He  and  his  wife,  Jacqueline,  have  two  children,  Douglas,  age  4, 
and  Shelley,  age  2. 

Photography  is  Doctor  Pullman’s  hobby. 


Pierce  T.  Sloss,  M.D.,  was  born  September  28,  1923  at  Fort  Rob- 
inson, Nebraska.  After  completing  his  premedical  training  at  Parsons 
College,  Fairfield,  Iowa,  he  entered  the  State  University  of  Iowa  Col- 
lege of  Medicine  from  which  he  received  the  degree  Doctor  of  Medi- 
cine, in  1947.  He  interned  at  the  Toledo  Hospital,  Toledo,  Ohio. 

Doctor  Sloss  completed  a one-year  residency  in  Pathology  at  Iowa 
Methodist  Hospital  in  Des  Moines.  This  was  followed  by  a five-year 
Fellowship  in  the  same  field  at  the  University  of  Minnesota..  He  is 
certified  by  the  American  Board  of  Pathology  and  holds  memberships 
in  the  American  Society  of  Clinical  Pathologists,  the  College  of  Ameri- 
can Pathologists,  the  International  Academy  of  Pathology,  and  the  So- 
ciety of  Sigma  Xi. 

Doctor  Sloss  served  three  years  active  duty  with  the  U.S.  Navy 
Medical  Corps  and  is  presently  a member  of  the  Naval  Reserve. 

He  and  his  wife,  Solveig,  have  a one-year-old  daughter,  Linda 
Jean.  They  reside  at  1310  West  Charles  St.,  Grand  Island,  Nebraska. 
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Nebraska  State  Medical  Association 


Alexander  J.  Filip,  M.D.,  was  born  in  Omaha  on  December  12, 
1915.  Both  his  premedical  and  medical  training-  were  taken  at  Creigh- 
ton University  from  which  he  graduated  with  the  degree  Doctor  of 
Medicine,  in  1941. 

After  serving  his  internship  at  Sacred  Heart  Hospital  in  Allentown, 
Pennsylvania,  he  completed  a residency  in  Pathology  at  Emory  Uni- 
versity Medical  School  Hospital  and  one  in  Surgery  at  St.  Joseph’s 
Infirmary,  Atlanta.  He  also  served  a four-year  assistantship  in  Urology. 

Doctor  Filip  taught  in  the  department  of  Pathology  at  the  Emory 
Medical  School,  and  was  co-director  of  the  department  of  Urology  at 
Sacred  Heart  Hospital,  Allentown. 

Doctor  Filip  is  certified  by  the  Amerincan  Board  of  Urology. 

He  and  his  wife  have  four  children:  Evelyn  Marie  14,  Mary  Beth 
12,  Alexander  J.,  Jr.  11,  and  Patricia  Kathleen  10. 

His  residence  is  at  1812  West  Louise  Street,  Grand  Island. 


Shaun  D.  Gunderson,  M.D.,  was  born  at  Pilot  Mound,  Manitoba, 
Canada,  March  18,  1925.  He  received  his  elementary  education  at  Salis- 
bury, England,  and  graduated  from  Central  High  School  in  Omaha.  His 
premedical  training  was  taken  at  the  University  of  Omaha.  For  medi- 
cal school  he  enrolled  at  the  University  of  Nebraska  from  which  he 
gaduated  with  the  degree  Doctor  of  Medicine,  in  1948. 

His  internship  at  Indianapolis  General  Hospital  was  followed  by 
a residency  in  Internal  Medicine  at  the  same  institution  and  one  in 
Radiology  at  the  Uiversity  of  Nebraska  Hospital. 

Doctor  Gunderson  holds  a certificate  in  Radiology  and  Nuclear 
Medicine  from  the  American  Board  of  Radiology. 

He  is  a member  of  the  American  College  of  Radiology  and  the 
Radiological  Society  of  North  America. 

His  military  experience  consisted  of  three  years  with  the  U.  S. 
Air  Force. 

Doctor  Gunderson  and  his  wife,  Doris,  are  the  parents  of  two  young 
sons,  Eric,  3%,  and  Bruce,  1 year. 

For  recreation  he  enjoys  woodworking,  hunting,  golf,  and  tennis. 

Doctor  Gunderson  and  his  family  reside  at  8515  California  St., 
Omaha. 


John  D.  McCrary,  M.D.,  was  born  May  12,  1926,  at  Lake  City,  Iowa. 
He  attended  West  View  High  School  in  Lake  City.  His  premedical 
work  was  taken  at  Northwestern  University  and  the  University  of 
Nebraska.  From  the  latter  institution  he  received  the  degree  Doctor 
of  Medicine,  in  1950. 

His  internship  at  the  John  Sealy  Hospital  of  the  University  of 
Texas  in  Galveston  was  followed  by  a residency  at  McDonald  House 
of  Western  Reserve  University,  Cleveland,  Ohio.  He  also  did  graduate 
work  at  the  University  of  Nebraska. 

Doctor  McCrary  holds  membership  in  the  Omaha  Obstetric  and 
Gynecologic  Society  and  the  Nebraska  State  Obstetric  and  Gynecologic 
Society. 

His  military  service  included  active  duty  with  the  Marine  Corps 
from  1953  to  1955,  during  which  time  he  served  as  Chief  of  Obstetrics 
and  Gynecology  at  Fort  McClellan,  Alabama. 

Doctor  McCrary  has  a full-time  position  as  Associate  Professor  of 
Obstetrics  and  Gynecology  at  the  University  of  Nebraska  College  of 
Medicine. 

Doctor  McCrary  and  his  wife,  Betty,  are  the  parents  of  two  daugh- 
ters, Janet,  age  7,  and  Patricia,  age  5.  They  reside  at  4931  Pratt  St., 
Omaha. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
October  5,  O’Neill,  High  School 
October  26,  McCook,  St.  Catherine  Hos- 
pital 

November  9,  Wayne,  Student  Union 
Building 

November  23,  Ogallala,  Elks  Club 

MISSISSIPPI  VALLEY  TRUDEAU  SO- 
CIETY— Hotel  Sheraton-Fontenelle,  Oma- 
ha, October  11,  1957.  (See  “Announce- 
ments”). 

AMERICAN  RHINOLOGIC  SOCIETY  — 
Third  annual  meeting,  Palmer  House,  Chi- 
cago, October  18-19,  to  be  followed  by 
three-day  clinical  session  in  the  Illinois 
Masonic  Hospital,  Chicago. 

SYMPOSIUM  ON  NUTRITION  IN  PREG- 
NANCY— Under  Council  on  Nutrition  and 
Foods,  A.M.A.  University  of  Missouri 
Medical  Center,  Columbia,  Missouri,  Oct. 
11,  1957. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Forty-third  Annual  Clinical  Congress,  At- 
lantic City,  N.J.,  Oct.  14  through  18,  1957. 

PAN-PACIFIC  SURGICAL  ASSOCIATION 

— Seventh  Congress,  Honolulu,  Hawaii,  Nov. 
14-22,  1957. 

CENTRAL  ASSOCIATION  OF  OBSTETRI- 
CIANS AND  GYNECOLOGISTS— Sher- 
aton-Fontenelle Hotel,  Omaha,  Oct.  24-26, 
1957. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS— 1957  An- 
nual Convention,  Palmer  House,  Chicago, 
Oct.  31-Nov.  2,  1957. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— Silver  Jubilee  Assembly,  Sheraton-Fon- 
tenelle Plotel,  Omaha,  Nov.  4-7  inclusive, 
1957. 

AMERICAN  PUBLIC  HEALTH  ASSOCIA- 
TION— 85th  Annual  Meeting,  Cleveland 
Public  Auditorium,  Cleveland,  Ohio,  Nov. 
11-15,  inclusive. 

AMERICAN  COLLEGE  OF  GASTROEN- 
TEROLOGY — 22nd  Annual  Convention 
at  The  Somerset  in  Boston,  Mass.,  October 
21-23,  followed  on  Oct.  24,  25,  and  26  by 
the  Annual  Course  in  Postgraduate  Gas- 


troenterology, under  moderators  Wangen- 
steen of  Minneapolis  and  Snapper  of 
Brooklyn.  For  information,  write  the  Col- 
lege at  33  West  60th  St.,  New  York  23, 
N.Y. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Clinical  Session,  Philadelphia,  Pa.,  Dec. 
3-6,  1957. 


CALL  FOR  PAPERS 

Pursuant  to  the  recent  action  of  the 
Scientific  Assembly  Committee,  a call 
for  papers  is  being  made  now  to  all 
members  of  the  Nebraska  State  Medi- 
cal Association.  Anyone  desiring  to 
present  a paper  at  the  Annual  Session 
of  the  Association,  April  28,  29,  30,  and 
May  1,  1958,  must  place  his  name  and 
the  title  of  his  paper  in  the  hands  of 
Doctor  John  Batty,  Chairman,  Scien- 
tific Assembly  Committee,  McCook,  Ne- 
braska, not  later  than  November  1, 
1957. 


Joint  Blood  Council  Launches  Transfusion 
Services  Survey — 

The  following  release  from  the  Joint 
Blood  Council  relates  the  details  of  their 
present  project — a survey  of  blood  bank- 
ing and  its  ramifications  — and  men- 
tions briefly,  a few  of  the  important 
reasons  for  making  such  a fact-finding 
survey.  An  editorial  in  this  issue  pro- 
vides certain  facts  about  the  formation, 
the  functions,  and  the  activities  of  this 
Council,  facts  which  tend  to  place  the 
Council  in  proper  perspective  for  those 
who  have  little  information  about  it. 

Washington,  D.C.,  August  30 — More  than 
5,200  hospitals,  blood  banks  and  other  blood 
transfusion  services  are  now  receiving  by 
mail  a questionnaire  from  the  Joint  Blood 
Council,  representing  a major  effort  to  pro- 
vide a sort  of  mariner’s  guide  to  the  vast  and 
almost  uncharted  sea  of  blood  banking  and 
related  activities  in  the  United  States  and 
territories. 

Recipients  of  the  questionnaire  are  urged 
to  fill  it  out  and  return  it  to  the  Joint  Blood 
Council  because  of  what  this  Survey  of 
Blood  Transfusion  Services  will  mean  to 
them,  individually,  and  to  the  nation  as  a 
whole.  They  are  reminded  that  as  they  sow, 
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so  shall  they  reap  in  terms  of  the  new  light 
it  will  shed  on  the  often  confused  and  con- 
fusing blood  banking  picture. 

President  Eisenhower  has  hailed  the  ob- 
jectives of  the  Joint  Blood  Council  and  its 
member  institutions  in  seeking  to  coordinate 
the  nation’s  blood  banking  facilities,  prac- 
tices, and  terminology.  On  January  27, 
1956,  he  wrote  to  Dr.  Leonard  W.  Larson, 
Council  president,  praising  the  American 
Association  of  Blood  Banks,  the  American 
Hospital  Association,  the  American  Medical 
Asociation,  the  American  National  Red 
Cross  and  the  American  Association  of  Clin- 
ical Pathologists  for  their  combined  efforts 
in  making  this  “important  contribution  to 
the  welfare  of  our  country.” 

With  success  depending  so  greatly  on  the 
number  and  quality  of  replies  to  its  question- 
naire, the  Joint  Blood  Council  points  out 
that  it  is  part  of  what  President  Eisenhower, 
in  his  letter  to  Dr.  Lawson,  called  “a  hu- 
manitarian efort  in  keeping  with  the  Amer- 
ican tradition.” 

The  questionnaire  represents  a second 
phase  of  the  Joint  Blood  Council’s  efforts  to 
bring  the  blood  transfusion  picture  into 
proper  focus.  The  first  phase  was  a postal 
card  survey  of  blood  usage  during  the  cal- 
endar year  1956.  That  produced  some  eye- 
opening information  on  the  sources  of  blood 
in  the  United  States.  It  also  furnished  the 
first  reliable  estimate  in  six  years  of  how 
much  blood  is  being  transfused  in  the  nation. 

The  Council  itself  grew  out  of  the  need 
for  closer  cooperation  among  facilities  which 
handle  blood  and  between  the  independent 
blood  banks  and  the  regional  and  national 
blood  banking  systems.  Its  survey  of  blood 
transfusion  services  is  another  step  in  that 
direction.  The  Council’s  preliminary  re- 
search has  firmed  its  conviction  that  blood 
transfusion  services  in  this  country  are  op- 
erating under  handicaps  that  cry  out  for 
remedy;  likewise  the  Council’s  realization 
that  remedies  can  be  applied  properly  only 
with  accurate  diagnosis.  The  current  ques- 
tionnaire will  help  clarify  the  symptoms  that 
will  make  diagnosis  and  remedy  possible. 

In  seeking  a fuller  understanding  of 
blood’s  problems,  the  Council  shares  with  the 
medical  profession  as  a whole  the  sad  recog- 
nition of  such  deficiencies  as  that  wherein 
no  completely  safe  or  entirely  satisfactory 
system  exists  for  exchanging  blood  or  blood 


credits  on  a nationwide  scale.  Moreover, 
those  involved  in  blood  transfusion  services 
are  hampered  by  terminology  and  nomen- 
clature. For  example,  there  is  no  precise 
definition  of  the  frequently  used  term  “unit” 
of  blood.  In  some  instances  a “unit”  is  480 
cc’s,  in  others  250  cc’s,  and  there  are  further 
variations. 

The  term  “blood  bank”  comes  readily  to 
many  tongues,  but  what  does  it  mean?  Is  it 
simply  a place  where  whole  blood  is  stored 
under  refrigeration,  or  do  such  factors  as 
recruitment  of  blood  donors,  processing,  and 
distribution  enter  in?  And  if  so,  to  what  ex- 
tent? 

Under  the  threat  of  atomic  attack,  the 
federal  government  is  vitally  concerned  with 
blood  supply  since  blood  would  be  a first 
requirement  of  nuclear  casualties.  An  Of- 
fice of  Defense  Mobilization  outline  of  the 
new  national  blood-program  emphasizes  the 
need  for  coordination  in  line  with  Joint 
Blood  Council  aims.  Civil  Defense  head- 
quarters in  Washington  has  asked  for  guide- 
lines regarding  the  nation’s  capacity  to  sup- 
ply whole  blood  in  emergency.  The  Council’s 
schedule  of  questions  will  help  supply  those 
guidelines.  Among  the  questions  it  asks  con- 
cerning the  nation’s  blood  transfusion  serv- 
ices are  these: 

Are  they  capable  of  rapid  expansion  in 
time  of  emergency? 

Where  are  they  located? 

How  are  they  organized  and  operated? 

What  areas  do  they  serve? 

What  is  their  annual  volume  of  business  ? 

How  do  they  relate  to  allied  services,  such 
as  tissue  banks? 

With  the  promise  of  getting  answers  to 
such  questions,  federal  agencies  concerned 
with  hospitals  eagerly  anticipate  the  results 
of  the  Joint  Blood  Council’s  Survey  of  Blood 
Transfusion  Services.  Veterans  Adminis- 
tration officials  have  offered  to  assume  re- 
sponsibility for  distributing  and  collecting 
the  questionnaire  at  hospitals  within  their 
jurisdiction. 

At  the  industry  level,  pharmaceutical  and 
hospital  supply  firms  will  profit  by  the  blood 
survey.  The  facts  it  assembles  will  enable 
them  to  plan  with  more  assurance  in  produc- 
ing blood  derivatives,  blood  bank  supplies 
and  equipment,  laboratory  apparatus  and  re- 
search instruments. 
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Thus  the  Joint  Blood  Council  emphasizes 
that  the  sooner  its  questionnaire  is  filled  out, 
analyzed,  and  interpreted,  the  sooner  will 
there  be  a general  fund  of  information  nec- 
essary to  the  proper  development  of  a na- 
tional blood  program — a well  known  and  re- 
spected transfusion  service  to  the  people 
of  the  United  States  through  the  medical 
profession. 


Expansion  of  Intermediary  (VA)  Programs — 

From  “Federal  Medical  Services  Newslet- 
ter” for  May-June,  1957,  we  pass  on  a mes- 
sage to  the  profession.  Most  states  have  no 
contracts  with  the  Government  to  provide 
Intermediary  Care  to  veterans,  and  some  are 
not  aware  that  such  provisions  may  be  made. 
In  those  states  the  Veterans  Administration 
deals  directly  with  the  individual  physician. 

In  January  1957,  representatives  of  the 
eight  states  and  Hawaii  with  intermediary 
contracts  met  with  Doctor  Middleton,  the 
VA  Chief  Medical  Director,  to  protest  the 
discontinuance  of  the  contracts.  It  was 
agreed  that  the  contracts  would  be  con- 
tinued, with  a few  changes,  and  that  a uni- 
form contract  would  be  used,  based  on  the 
system  now  in  effect  in  Michigan. 

The  Committee  on  Federal  Medical  Serv- 
ices (A.M.A.)  is,  therefore,  exploring  the 
possibility  of  expanding  intermediary  Home- 
town Care  in  those  states  interested  in  and 
desirous  of  establishing  such  a program. 
Those  desiring  information  on  intermediary 
plans  or  having  comments  or  suggestions  to 
make  in  regard  to  Hometown  Care  are  re- 
quested to  write  to  the  Committee,  535  N. 
Dearborn  St.,  Chicago  10,  111. 

What  Does  a Political  “Platform”  Mean? — 

Under  the  heading  “How  Young  Repub- 
licans Look  at  U.S.  Health  Picture,”  Secre- 
tary’s Letter  No.  412,  quotes  their  “well- 
written”  platform,  1957-edition,  as  follows: 

“Health  statistics  reflect  the  remarkably 
high  level  of  health  of  the  American  people. 
Our  life  expectancy  continues  to  increase; 
the  more  serious  communicable  diseases,  in- 
cluding poliomyelitis,  are  being  brought  un- 
der control.  Unexcelled  sanitation  programs 
have  produced  safe  food  and  water;  ad- 
vances in  industrial  hygiene  have  brought 
protection  from  industrial  hazards ; re- 
search in  medical  science  has  pushed  nearer 
the  day  when  successful  prevention  or  treat- 


ment of  cardiovascular  diseases  and  cancer 
may  be  achieved ; voluntary  health  insurance 
of  many  different  kinds  has  been  made 
available  through  competitive  enterprise  that 
is  cushioning  the  shock  of  the  cost  of  illness 
to  the  majority  of  our  people. 


“To  maintain  these  advances  and  promote 
continuing  progress  we  pledge  our  support 
to  the  healing  professions  in  their  enter- 
prising efforts  to  promote  better  health  for 
all  Americans. 

“We  support  the  free-enterprise  system  in 
health  because  of  its  proven  ability  to 
achieve  its  objectives.  We  oppose  all  efforts 
to  impose  Government  control  over  the  med- 
ical profession  and  other  healing  arts 
through  compulsory  health  insurance  or  any 
other  proposal  that  seeks  that  end. 

“We  endorse  Federal  financial  support 
of  research  in  health  as  long  as  such  funds 
can  be  used  with  maximum  efficiency.” 

The  Young  Democratic  Clubs  of  America 
will  adopt  a 1957  platform  of  their  own  at 
the  national  meeting  in  Reno,  Nev.,  Nov.  7- 
10.  It,  too,  will  cover  health  and  public 
welfare.  Comparison  of  the  two  will  be  in- 
teresting even  if  not  instructive.  It  seems 
that  “Platforms”  serve,  chiefly,  to  get  elect- 
ed rather  than  as  a guide  to  action  after 
election. 


News  and  Views 

From  the  Lincoln  Journal — 

The  practicability  of  establishing  some 
geriatric  and  long-term  illness  care  facili- 
ties in  a separate  building  attached  to  Lin- 
coln General  Hospital  is  to  be  studied  by  a 
special  committee  named  by  the  Lincoln  Gen- 
eral Hospital  board. 

Robert  Guenzel,  who  took  office  as  the 
board’s  new  president,  also  heads  this  spe- 
cial group.  Other  committee  members  are 
Lloyd  Corp,  Dr.  Harold  S.  Morgan  and  Her- 
bert Anderson,  Lincoln  General  administra- 
tor. 

According  to  Mr.  Anderson  the  group  will 
undertake  a study  of  community  needs  and 
try  to  apply  them  to  existing  facilities  at 
Lincoln  General. 

Should  another  building  be  constructed  ad- 
jacent to  Lincoln  General,  Anderson  pointed 
out  it  would  provide  less  expensive  care  for 
the  geriatric  and  the  long-term  patient.  At 


512 


Nebraska  S.  M.  J. 


the  same  time  the  services  of  a general  hos- 
pital would  be  available  to  the  patient,  if 
needed. 

From  the  Lincoln  Star — 

Talmage,  Nebraska  — This  southeast  Ne- 
braska community  of  more  than  400  per- 
sons observed  its  75th  anniversary  August 
10th  with  a celebration  which  included  a pa- 
rade and  dedication  of  a fishing  lake. 

The  dedication  of  the  lake  was  made  in 
honor  of  Dr.  C.  T.  Gritzka  who  has  prac- 
ticed medicine  in  Talmage  for  the  past  52 
years.  The  lake  was  named  “Gritzka  Lake.” 

From  the  Hastings  Tribune — 

Dr.  J.  J.  Smith  of  Heartwell,  a pioneer 
physician  and  pharmacist,  received  the  Citi- 
zen of  the  Year  Award  at  the  Kearney  Coun- 
ty Fair  this  year.  The  award,  made  by  the 
Kearney  County  Fair  Board,  was  in  recogni- 
tion of  Dr.  Smith’s  “Outstanding  services 
to  Heartwell  and  surrounding  communities.” 

Dr.  Smith,  82,  has  practiced  medicine  in 
Heartwell  for  52  years.  Now  in  semi-retire- 
ment, he  still  makes  calls  when  an  emergency 
arises. 

From  the  South  Omaha  Sun — 

Since  its  founding  65  years  ago  in  1892 
Creighton  University  School  of  Medicine  has 
grown  from  an  original  class  of  ten  to  a 
present  enrollment  of  300  students. 

It  had  a unique  beginning  in  that  it  is  the 
only  medical  school  in  the  nation  that  started 
as  an  affiliate  of  a university  and  not  as  an 
extension  of  a doctors’  hospital. 

Since  graduation  of  the  first  class  Creigh- 
ton has  trained  2,840  physicians  of  whom  ap- 
proximately two  thousand  are  still  living  and 
practicing. 

One  of  its  most  important  aspects  is  the 
tremendous  expansion  in  the  various  areas  of 
research.  Since  the  Development  Program 
was  begun  in  the  School  of  Medicine  11 
years  ago  this  research  program  has  grown 
appreciably.  In  1946  there  was  very  little 
research  being  conducted  at  Creighton.  Dur- 
ing the  recent  school  year  there  were  28  re- 
search projects  underway. 

These  projects  are  financed  partly  by 
grants  and  partly  by  the  University.  During 


the  past  year  18  student  research  fellowships 
were  financed  by  special  agencies  and  appli- 
cations for  seven  more  have  been  submitted. 

More  high  grade  research  is  being  carried 
out  by  faculty  members  than  at  any  time  in 
the  history  of  the  school.  Full-time  faculty 
members  hold  an  inter-departmental  seminar 
each  week  during  the  academic  year  to  pre- 
sent results  of  their  research  for  discussion 
and  criticism  of  their  colleagues. 

From  the  Lincoln  Star — 

The  State  Health  Department’s  polio  divi- 
sion was  incorporated  with  the  communic- 
able disease  control  division  on  August  15th, 
effective  date  of  polio  director  Alan  Rouse’s 
resignation. 

Mr.  Milton  Parker,  on  loan  to  the  com- 
municable disease  division  from  the  Public 
Health  Service,  will  take  over  the  duties  of 
“tapering  off”  the  department’s  administra- 
tion of  federal  Salk  vaccine  funds. 

The  total  Nebraska  has  yet  to  receive  is 
41,000  cc’s  of  the  Salk  vaccine  which  will  be 
used  chiefly  to  administer  third  shots  to 
persons  who  participated  in  clinics  this 
spring. 

A.M.A.  Plans  11th  Clinical  Meeting — 

The  birthplace  of  American  independence 
— Philadelphia— will  be  the  scene  of  the 
American  Medical  Association’s  11th  Clin- 
ical Meeting  December  3-6.  Center  of  ac- 
tivities will  be  Convention  Hall  where  scien- 
tific exhibits,  color  television,  motion  pic- 
tures, technical  exhibits  and  scientific  lec- 
tures will  be  presented  “under  one  roof.” 
Headquarters  for  the  House  of  Delegates  will 
be  the  Bellevue-Stratford  Hotel. 

Highlights  of  the  three-and-a-half  day  con- 
vention geared  especially  for  the  nation’s 
family  doctors  include:  (1)  Special  trans- 
atlantic conference  between  distinguished 
physicians  in  London  and  Philadelphia  on 
“Advances  in  Chemotherapy  of  Cancer”  via 
two-way  telephone  at  3 p.m.  EST  Wednes^ 
day;  (2)  Complete  color  television  schedule 
of  surgical  demonstrations  emanating  from 
Lankenau  Hospital;  (3)  Motion  picture  pro- 
gram daily  plus  a special  session  Tuesday 
evening;  (4)  Exhibits  featuring  a well- 
rounded  program  and  special  displays  on  the 
history  of  medicine  in  the  Philadelphia  area, 
fractures  and  manikin  demonstrations  on 
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problems  of  delivery;  (5)  Panel  discussions 
on  cardiovascular  disease,  cancer,  emotional 
problems  of  menopause,  hypertension,  dia- 
betes, arthritis,  traumatic  injuries;  (6)  The 
General  Practitioner  of  the  Year  Award  to 
be  presented  by  A.M.A.  to  an  outstanding 
family  doctor. 

News  from  Our  Medical  Schools 

Doctor  Benedict  R.  Walske  Joins  Surgical 
Staff  at  Creighton — 

Dr.  Benedict  R.  Walske  has  been  appoint- 
ed an  Associate  Professor  of  Surgery  and 
named  Acting  Director  of  the  Department  of 
Surgery  and  Head  of  the  Surgical  Special- 
ties of  the  Creighton  University  School  of 
Medicine.  He  will  also  be  the  Acting  Direc- 
tor of  the  Department  of  Surgery  of  the 
Creighton  Memorial  St.  Joseph’s  Hospital. 

Doctor  Walske  replaces  Dr.  Harry  H.  Mc- 
Carthy who  will  now  devote  more  of  his  time 
to  private  practice  and  research. 

Doctor  Walske  has  been  Chief  of  the  Sur- 
gical Services  at  the  Veterans  Administra- 
tion Hospital  in  Lincoln,  Nebraska  since 
1951.  He  received  his  degree  of  B.Sc.  (Med- 
icine) from  the  University  of  Wisconsin  and 
his  M.D.,  in  1936  from  Marquette  University. 
Doctor  Walske  is  certified  by  the  American 
Board  of  Surgery  and  the  American  Board 
of  Thoracic  Surgery.  He  is  a member  of  the 
American  College  of  Surgeons,  the  American 
College  of  Chest  Physicians  and  the  Lancast- 
er County  Medical  Society. 

Doctor  Harle  V.  Barrett  Now  on 
Staff  of  Creighton — 

Dr.  Harle  V.  Barrett  has  been  appointed 
(August  15,  1957)  Acting  Director  of  the 
Department  of  Preventive  Medicine  and  Pub- 
lic Health  at  the  Creighton  University  School 
of  Medicine  in  the  rank  of  Assistant  Profes- 
sor. 

Doctor  Barrett  received  his  undergraduate 
education  at  the  Oklahoma  Baptist  Univer- 
sity and  the  Oklahoma  A.  & M.  College.  At 
the  latter  institution  he  received  his  B.S.  de- 
gree. He  received  an  M.S.  degree  in  Bac- 
teriology from  Kansas  State  College  in  1942. 
His  medical  training  was  at  the  University 
of  Kansas  School  of  Medicine.  He  received 
an  M.P.H.  from  Harvard  University  in  1950. 
Doctor  Barrett  is  certified  by  the  American 
Board  of  Preventive  Medicine.  His  previous 


teaching  experience  included  Oklahoma  Bap- 
tist University,  Kansas  State  College,  St.  Jo- 
seph’s School  of  Nursing  in  Ponca  City,  Okla- 
homa, and  the  University  of  Oklahoma 
School  of  Medicine. 

Doctor  Barrett  served  in  the  U.S.  Army 
from  October  1951  to  June  1954.  He  was 
Preventive  Medicine  Officer  at  Fort  Ord, 
California ; Pusan,  Korea ; and  Fort  Sill,  Ok- 
lahoma, during  his  tour  of  military  duty.  He 
is  married  and  has  four  children. 

News  From  Nebraska  Heart  Association — 

The  first  chair  of  cardiovascular  research 
in  Nebraska  has  been  established  at  Creigh- 
ton University  School  of  Medicine  by  the 
Nebraska  Heart  Association.  Dr.  Alfred  W. 
Brody,  a member  of  the  faculty  since  1954, 
was  appointed  to  this  position.  He  is  an 
Associate  Professor  of  Medicine.  A $20,000 
Heart  Fund  grant  has  been  awarded  for  sup- 
port of  his  work,  including  research  assist- 
ants, equipment  and  supplies.  A similar 
grant  will  be  given  University  of  Nebraska 
for  a chair  as  soon  as  an  investigator  has 
been  appointed. 

Rheumatic  fever  prevention  will  be 
stressed  this  fall  in  the  Public  Education 
Program  of  the  Nebraska  Heart  Association. 
Meanwhile,  two  free  items  are  being  offered 
to  any  physician  writing  the  Association, 
4209  Harney  St.,  Omaha:  “Rheumatic  Fever 
Symposium,”  including  “T  h e Nature  of 
Rheumatic  Fever,”  by  Dr.  Maclyn  McCarty; 
“Prophylaxis  of  Rheumatic  Fever,”  by  Dr. 
Edward  A.  Mortimer  and  Dr.  Charles  H. 
Rammelkamp,  Jr.  ; and  “Treatment  of  Rheu- 
matic Fever,”  by  Dr.  E.  G.  L.  Bywaters. 
Also  available  is  the  American  Heart  Asso- 
ciation’s new  statement  entitled  “A  Method 
for  Culturing  Beta  Hemolytic  Streptococci 
from  the  Throat.”  It  emphasizes  the  im- 
portance of  throat  cultures  in  cases  of  sus- 
pected “strep”  infections  in  prevention  of 
rheumatic  fever.  Dr.  Lewis  W.  Wannamak- 
er  is  the  author. 

General  practitioners  are  invited  to  attend 
a special  all-day  session  on  “Prevention  and 
Management  of  Cardiovascular  Emergen- 
cies.” It  will  be  held  Friday,  Oct.  25  preced- 
ing the  regular  meetings  of  the  American 
Heart  Association  Annual  Scientific  Ses- 
sions in  Hotel  Sherman,  Chicago.  Friday 
evening  there  will  be  another  special  session 
dealing  with  “Instrumental  Methods  in  Car- 
diovascular Diagnosis.”  These  sessions  are 
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open  to  all  registrants  at  the  Annual  Meeting 
and  others  who  may  be  interested.  Among 
highlights  of  the  General  Sessions  will  be 
talks  by  Dr.  Charles  Rammelkamp,  Jr.  of 
Cleveland,  who  has  made  outstanding  con- 
tributions in  rheumatic  fever  prevention,  and 
Dr.  Nelson  W.  Barker  of  Mayo  Foundation, 
one  of  the  top  clinicians  in  peripheral  vas- 
cular disease.  A panel  on  “The  Present 
Status  of  Fat  Metabolism  and  Atheroscle- 
rosis'’’ also  is  expected  to  be  heavily  attended. 

Representing  the  Nebraska  Heart  Asso- 
ciation at  the  Assembly  of  the  American 
Heart  Association,  Oct,  29-30,  will  be  Dr. 
F.  Lowell  Dunn  of  Omaha.  Dr.  F.  G.  Gillick, 
Chairman  of  the  A.H.A.’s  Committee  on  Ed- 
ucation, will  chair  an  Assembly  panel  on 
Community  Service  Activities.  The  Assem- 
bly passes  on  policy  matters  of  Heart  Asso- 
ciations and  meets  immediately  following  the 
Annual  A.H.A.  Scientific  Sessions  at  Chica- 
go, Oct.  25-28. 

Three  physicians  are  members  of  the  first 
State  Campaign  Advisory  Committee  of  the 
Nebraska  Heart  Association : Dr.  J.  H.  Dun- 
lap of  Norfolk,  Dr.  Fred  Fouts  of  Central 
City,  and  Dr.  George  0.  Lewis  of  Broken 
Bow.  All  have  been  highly  successful  com- 
munity and  county  Heart  Fund  Chairmen. 


Nebraska  Heart  Fund  Well  Over  the  Goal — 

Latest  returns  have  boosted  the  1957-Ne- 
braska  Heart  Fund  total  to  $200,555  with  fi- 
nal figures  expected  to  reach  $205,000.  The 
current  total  is  20  per  cent  more  than  last 
year’s  collection.  State  Chairman  Robert 
Crosby  and  the  others  who  worked  as  as- 
siduously on  the  “drive”  are  to  be  congratu- 
lated. 


The  Doctor  Joseph  Kris  Affair — 

We  have  all  followed  the  newspaper  ac- 
counts of  the  “public  relations”  between  Dr. 
Joseph  Kris  and  the  parents  of  the  little  boy 
who  fell  in  the  well.  Part  of  the  bad  “public 
relations”  generated  by  this  incident  were 
due  to  Doctor  Kris’  “exorbitant”  bill,  but  a 
goodly  part  was  due  to  untimely  releases  to 
the  newspapers  of  the  opinions  of  other  doc- 
tors in  the  matter.  We  each  know  of  similar 
exorbitant  fees  that  were  adjusted  quietly 
and  never  had  the  help  of  the  Chairman  of 
the  Board  of  Trustees  of  the  A.M.A.  to  im- 
print them  on  the  public  mind. 


Announcements 


Reporting  Cases  of  Multiple  Sclerosis — 

The  Lincoln  Multiple  Sclerosis  Society,, 
functioning  for  the  State,  is  highly  desir- 
ous that  each  member  of  the  Nebraska  State 
Medical  Association  report  all  cases  of  mul- 
tiple sclerosis  that  are  under  his  care.  The 
report  is  to  include  the  name  and  address  of 
the  patient.  This  type  of  reporting,  of 
course,  requires  that  the  consent  of  the  pa- 
tient be  obtained.  Those  wishing  to  comply 
with  this  request  may  send  their  reports- 
to  the  editor  who  will  then  route  them  to  the 
proper  person. 


Mississippi  Valley  Trudeau  Society  To 
Meet  in  Omaha — 

The  Missisippi  Valley  Trudeau  Society  will 
meet  at  Hotel  Sheraton-Fontenelle,  Omaha, 
October  11,  1957.  The  following  program 
speaks  for  itself.  All  physicians  of  the 
N.S.M.A.  are  cordially  invited  to  attend. 

FRIDAY,  OCTOBER  11,  1957 

MORNING  SESSION— Black  Mirror  Room 

John  F.  Gardiner,  M.D.,  President,  Mississippi 

Valley  Trudeau  Society,  Omaha,  Nebr.,  Presiding 

9:30 — “The  Treatment  of  Chronic  Asthmatic  Bron- 
chitis and  Pulmonary  Emphysema.”  David 
T.  Carr,  M.D.,  Consultant  in  Medicine,  Mayo 
Clinic;  Assistant  Professor  of  Medicine, 
Graduate  School,  University  of  Minnesota, 
Rochester,  Minnesota. 

10:00 — “Nitrogen  Dioxide  Pneumonia:  A Recently 
Recognized  Entity  of  Silo  Workers.”  R.  R. 
Grayson,  M.D.,  Medical  Arts  Building,  Per- 
ryville,  Missouri. 

10:20 — “Differential  Diagnosis  of  Miliary  Disease 
of  the  Lungs.”  Max  Fleishman,  M.D.,  De- 
partments of  Internal  Medicine,  Creighton 
University  and  University  of  Nebraska, 
College  of  Medicine,  Omaha,  Nebraska. 

10:40 — “The  Causes  and  Management  of  Pulmonary 
Hypertensive  Heart  Disease.”  Howard  S. 
Van  Ordstrand,  M.D.,  Head,  Department  of 
Pulmonary  Disease,  Cleveland  Clinic  and. 
Professor  of  Pulmonary  Diseases  of  the 
Frank  E.  Bunts  Institute,  Cleveland,  Ohio. 

11:10 — “PAS  Ascorbate:  Studies  of  Tolerance  and 
Serum  Levels  in  Contrast  to  Other  Forms 
of  PAS.”  Roy  L.  Donnerberg,  M.D.;  Her- 
bert K.  Fischer,  M.D.,;  Robert  H.  Brown- 
ing, M.D.;  Philip  C.  Pratt,  M.D.,  and  Robert 
J.  Atwell,  M.D.,  Ohio  Tuberculosis  Hos- 
pital, Columbus,  Ohio. 

11:30 — “Studies  of  the  Mode  of  Action  of  Isoniazid 
in  Vitro.”  Dieter  Koch-Weser,  M.D.;  Wil- 
liam R.  Barclay,  M.D.,  and  Robert  H.  Ebert, 
M.D.,  University  Hospitals,  Cleveland,  Ohio, 
and  University  of  Chicago,  Chicago,  Illinois. 
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AFTERNOON  SESSION 

Franklin  H.  Top,  M.D.,  Vice  President,  Mississippi 

Valley  Trudeau  Society,  Iowa  City,  Iowa,  Presiding 

2:00 — “The  Control  of  Post  Thoracotomy  Pain.” 
John  H.  Mayer,  Jr.,  M.D.,  Thoracic  and  Car- 
diovascular Surg-eon,  4620  J.  D.  Nichols 
Parkway,  Kansas  City,  Missouri. 

2:20 — “The  Treatment  of  Thoracic  Empyema.” 
Richard  L.  Witt,  M.D.,  and  William  Walter, 
M.D.,  College  of  Medicine,  University  of 
Cincinnati,  Cincinnati,  Ohio. 

2:40 — “The  Direct  Approach  to  Shadow  and  Sub- 
stance: A Discussion  of  Bronchogenic  Car- 
cinoma.” Richard  H.  Overholt,  M.D.,  Di- 
rector, Overholt  Thoracic  Clinic,  Boston, 
Massachusetts. 

3:20 — “The  Prophylaxis  of  Meningitis  and  Other 
Complications  of  Primary  Tuberculosis;  A 
United  States  Public  Health  Service  Coop- 
erative Study.”  Arthur  Robinson,  M.D.,  Re- 
search Pediatrician,  National  Jewish  Hos- 
pital, Denver,  Colorado. 

3:40 — “The  Significance  of  Chromogenic  or  Other- 
wise Atypical  Mycobacteria  Isolated  from 
Man.”  Emanuel  Wolinsky,  M.D.,  Assistant 
Professor  of  Medicine,  Cleveland  City  Hos- 
pital, Cleveland,  Ohio. 

4:00  to  5:00 — Panel  Discussion:  “Methods  in  the 
Differential  Diagnosis  of  Pulmonary  Dis- 
ease.” 

Moderator — 

William  R.  Barclay,  Assistant  Professor  of  Medi- 
cine, University  of  Chicago,  Chicago,  Illinois. 

Panelists — 

Helen  A.  Dickie,  M.D.,  Professor  of  Medicine,  Uni- 
versity of  Wisconsin,  Madison,  Wisconsin. 

Milan  Novak,  M.D.,  Professor  and  Head,  Depart- 
ment of  Bacteriology,  University  of  Illinois,  Col- 
lege of  Medicine,  Chicago,  Illinois. 

Jerome  P.  Murphy,  M.D.,  Thoracic  Surgeon,  1429 
Medical  Arts  Building,  Omaha,  Nebraska. 

Ralph  C.  Moore,  M.D.,  The  Radiological  Center, 
Nebraska  Methodist  Hospital,  Omaha,  Nebraska. 

Section  Meetings,  American  College 
of  Surgeons,  1958 — 

All  members  of  the  medical  profession  are 
invited  to  attend  any  of  the  following  sec- 
tional meetings  of  the  A.C.S.  in  1958 : 

Dallas,  Texas;  Statler  Hilton  Hotel;  Jan. 
9-11. 

Jackson,  Mississippi;  Hotel  Heidelberg; 
Jan.  16-18. 

New  York  City;  Waldorf-Astoria  Hotel; 
March  3-6. 

Salt  Lake  City,  Utah;  Hotel  Utah;  March 
17-19. 

Des  Moines,  Iowa ; Hotel  Fort  Des  Moines ; 
March  27-29. 

Stockholm,  Sweden;  Concert  Hall;  July  2- 
7. 


Vienna  and  Brussells  Chosen  for  Meetings  of 
European  International  College  of  Surgeons — 

Two  meetings  of  the  newly  formed  Euro- 
pean Federation  of  International  College  of 
Surgeons  have  been  announced.  One  will  be 
held  in  Vienna,  Oct.  18-20,  and  the  other 
during  the  World’s  Fair  in  Brussels,  May  15- 
18,  1958.  Details  may  be  had  by  writing  to 
the  Secretariat,  International  College  of  Sur- 
geons, 1516  Lake  Shore  Drive,  Chicago  10, 
111. 

Fourth  Bahamas  Medical  Conference, 

Nassau,  in  December — 

Attention  is  again  called  to  the  Fourth 
Bahamas  Medical  Conference  to  be  held  at 
Montagu  Beach  Hotel,  Nassau,  Dec.  1-15, 
1957.  The  published  list  of  speakers  sparkles 
with  the  names  of  Deans  and  Professors. 
Participants  and  their  families  have  special 
rates  at  Fort  Montagu  Beach  Hotel,  name- 
ly: Two  persons  in  one  room,  28  dollars  per 
day,  including  three  meals.  One  person,  18 
dollars  per  day.  Reservations  should  be 
made  promptly.  Write  Mr.  John  L.  Cota, 
General  Manager,  Fort  Montagu  Beach  Ho- 
tel, Nassau,  Bahamas.  (10  cents  air  mail). 

Public  Health  Workers  to  Report  on 
Progress  Research  Projects — 

Reports  on  a wide  variety  of  research 
projects  aimed  at  protecting  and  advancing 
people’s  health  will  be  highlights  of  five-day 
85th  annual  meeting  of  the  American  Public 
Health  Association  and  meetings  of  40  re- 
lated organizations  in  the  Cleveland  Public 
Auditorium  beginning  Monday,  Nov.  11. 
Panel-discussions,  general  sessions,  and  sym- 
posia will  cover  many  interesting  subjects. 
Radiation  protection,  influenza,  air  pollu- 
tion, drug  habituation,  effects  of  new  pro- 
cessing methods  on  foods,  and  many  other 
subjects  of  similar  import  will  be  discussed. 

Human  Interest  Tales 

Dr.  Lee  D.  Gartner  is  the  new  associate 
of  Dr.  L.  W.  Gilbert  of  Lincoln. 

Dr.  and  Mrs.  F.  J.  Klabenes,  Omaha,  spent 
several  months  during  the  summer  touring 
Europe. 

Dr.  John  Story,  Maxwell,  has  joined  Dr. 
Ben  C.  Bishop  of  Crawford  in  the  practice 
of  medicine. 
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Several  cases  of  Asian  flu  have  been  re- 
ported in  Omaha  so  far,  according  to  Dr.  Ma- 
tilda S.  Mclntire. 

Dr.  and  Mrs.  C.  J.  Miller,  Ord,  spent  their 
summer  vacation  touring  Canada,  Colorado 
and  New  Mexico. 

Dr.  Howard  Fencl  who  was  recently  re- 
leased from  the  armed  forces  has  opened  his 
office  in  Schuyler. 

Dr.  and  Mrs.  Ralph  Luikart,  Omaha,  spent 
10  weeks  during  the  summer  traveling  the 
European  Continent. 

Dr.  George  T.  Erickson,  Broken  Bow,  has 
closed  his  practice  in  this  city  and  has  moved 
to  Phoenix,  Arizona. 

Dr.  A.  B.  Brown,  Central  City,  has  retired 
from  the  practice  of  medicine  after  4414 
years  of  active  practice. 

Dr.  H.  J.  Lehnhoff,  Jr.,  Omaha,  has  been 
named  medical  director  of  Woodmen  of  the 
World  Life  Insurance  Society. 

Dr.  Murray  Markley,  Ord,  was  host  to  the 
August  meeting  of  the  Four  County  Medical 
Society  at  his  cabin  in  Ericson. 

Mrs.  Carl  C.  Barr,  wife  of  Dr.  Carl  C. 
Barr,  Tilden,  was  injured  in  an  auto  acci- 
dent near  Hartington  in  August. 

Dr.  R.  D.  Smith,  Omaha,  has  received  a 
Public  Health  Service  Grant  of  $2,100  for 
the  study  of  congruency  of  joints. 

Drs.  E.  C.  Hanish,  Edward  Hanish,  and 
Robert  Hanish,  St.  Paul,  are  having  their 
office  building  remodeled  and  expanded. 

Dr.  George  Salter,  Norfolk,  discussed 
symptoms  and  effects  of  Asian  flu  at  a re- 
cent meeting  of  the  Norfolk  Rotary  Club. 

Dr.  J.  J.  Smith,  Heartwell,  was  named 
“good  citizen”  of  the  year  at  the  Kearney 
County  Fair  which  was  held  during  August. 

Drs.  Donald  E.  Wilkinson  and  Raymond 
H.  Olson,  both  of  Spokane,  Washington,  are 
new  additions  to  the  medical  profession  in 
Sidney. 

Dr.  Benedict  R.  Walske,  Lincoln,  has  been 
named  acting  director  of  the  surgery  depart- 
ment at  Creighton  University  School  of 
Medicine. 

Dr.  F.  G.  Gillick,  Omaha,  will  lead  a panel 
discussion  on  community  service  at  the 


American  Heart  Association  meeting  in  Oc- 
tober in  Chicago. 

James  Edward  M.  Thomson,  son  of  Dr. 
and  Mrs.  J.  E.  M.  Thomson,  Lincoln,  was  fa- 
tally injured  in  an  auto  accident  near  Flor- 
ence, Arizona,  in  August. 

Dr.  Kenneth  F.  Kimball,  Kearney,  dis- 
cussed the  atomic  bomb  and  the  effects  of 
radiation  upon  humans  at  a recent  meeting 
of  the  Kearney  Lions  Club. 

The  Woman’s  Auxiliary  of  the  Mary  Lan- 
ning  Hospital  in  Hastings  recently  present- 
ed the  hospital  with  an  Isolette  which  pro- 
tects infants  from  airborne  infections. 

Dr.  Harle  V.  Barrett,  Ponca  City,  Okla- 
homa, has  been  named  acting  director  of  the 
Department  of  Preventive  Medicine  at 
Creighton  University  School  of  Medicine. 

Drs.  J.  A.  Brown,  Bernard  F.  Wendt  and 
L.  E.  Finney,  all  of  Lincoln  have  been  ap- 
pointed by  the  Lincoln  school  board  to  ex- 
amine new  employees  of  the  school  district. 

Drs.  B.  F.  Wendt,  Donald  Matthews,  Ken- 
neth D.  Rose,  Guy  Matson,  R.  L.  Thomas,  all 
of  Lincoln,  have  been  appointed  by  the  Lin- 
coln school  board  to  serve  on  compensation 
cases  for  the  1957-58  school  year. 

Dr.  H.  F.  Elias,  Beatrice,  recently  present- 
ed radio  station  KWBE  a plaque  for  public 
service  in  disseminating  health  and  safety  in- 
formation. The  award  was  made  on  behalf 
of  the  American  Medical  Association. 

The  Woman's  Auxiliary 

Dear  Auxiliary  Members : 

I am  in  receipt  of  the  first  official  letter 
from  our  National  President,  Catherine 
Craig  who  affectionately  signs  her  letters 
C.C.  Her  theme  for  the  year  is  Health  Is  A 
Joint  Endeavor.  She  is  stressing  particu- 
larly working  with  our  county  medical  so- 
cieties in  planning  and  carrying  out  our  work 
for  the  year.  Her  quotation  from  Dr. 
Ernest  B.  Howard,  who  is  liaison  between 
the  National  Auxiliary  and  the  National 
A.M.A. : “It  is  my  hope  that  every  aux- 

iliary will  become  increasingly  active  in  im- 
proving the  health  of  its  community — where- 
ever  the  need  may  lie — the  auxiliary  and  the 
medical  society  should  take  the  lead.  You 
note  that  I say  the  auxiliary  and  the  local 
medical  society.  It  is  very  important  that 
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you  work  as  a team.  Experience  has  taught 
that  the  auxiliary  which  adopts  projects 
without  the  approval  of  the  medical  society 
sometimes  runs  into  trouble.  I strongly  sug- 
gest that  you  seek  the  medical  society’s  as- 
sistance in  planning  your  program.  Two 
heads  are  better  than  one,  and  very  often 
such  consultation  stimulates  the  medical  so- 
ciety to  adopt  a more  active  public  service 
program.” 

National  has  put  emphasis  this  year  on 
four  priority  projects:  1.  The  American 
Education  Foundation;  2.  Today’s  Health; 
3.  Legislation;  4.  Safety.  In  your  planning 
then,  you  will  be  complying  with  Mrs. 
Craig’s  desire  if  you  will  have  a program  on 
each  of  these. 

I should  like,  also,  to  make  a special  re- 
quest— will  you  please  include  in  your  pro- 
gram-planning, one  meeting  on  Mental 
Health.  Mary  Muehlig  (Mrs.  G.  Kenneth), 
7805  Pine  St.,  Omaha,  has  access  to  some 
very  fine  films  and  also  information  concern- 
ing a series  of  nine  letters  called  Milestones 
to  Marriage.  These  letters  are  recommend- 
ed for  use  in  high  school  senior  classes  in 
either  Home  Economics,  Marriage  Councilor 
courses,  4-H  or  Y-Teen  groups.  The  place- 
ment of  these  letters  in  high  school  through- 
out your  county  would  be  a fine  project  for 
your  auxiliary  and  an  excellent  stroke  of 
public  relations.  And,  speaking  of  public 
relations,  let  us  be  ever  mindful  in  our  aux- 
iliary activity  that,  after  all,  that  is  what 
auxiliary  is — a projection  to  the  lay  public 
of  the  knowledge  and  information  we  have. 
Let  us  not  only  never  pass  up  but  constant- 
ly look  for  opportunities  to  project  informa- 
tion concerning  health,  both  physical  and 
mental,  into  other  organizations. 

When  this  letter  comes  to  you  we  will  have 
had  our  fall  board  meeting.  The  new  direc- 
tories will  be  in  the  hands  of  your  county 
president  and  councilor.  Please  avail  your- 
selves of  the  addresses  of  the  committee 
chairmen  and  write  to  them  for  information 
for  your  programming. 

It  was  my  pleasure  to  visit  the  Adams 
County  Auxiliary  in  Hastings  on  September 
fourth.  We  had  a lovely  dinner-meeting 
with  the  doctor  husbands.  I found  this 
group  well  organized  and  eager  for  informa- 
tion on  program-planning  for  the  year.  They 
were  gracious  and  charming  to  me  and  I 
thoroughly  enjoyed  being  part  of  their  meet- 
ings. 


Please  remember  that  your  president- 
elect, Elizabeth  Covey,  and  I are  anxious  to 
visit  each  auxiliary  if  you  feel  we  can  be 
helpful,  and  the  fall  of  the  year  is  the  better 
time  so  that  weather  may  not  interfere. 

The  theme  of  your  state  president  is  “Doc- 
tor’s wives  who  are  proud  to  be,  all  belong 
to  auxiliary.”  Let  each  of  us  be  sure  that 
she  is  one  of  the  proud. 

Remember,  too,  please,  the  invitation  of 
the  Eli  Lilly  Company  to  Indianapolis  on  No- 
vember 6,  7,  8 for  a tour  of  their  labora- 
tories. Did  you  notice  in  the  letter  in  the 
September  Journal  that  three  hours  credit  is 
given  your  husbands  in  the  Academy  of  Gen- 
eral Practitioners  for  this  trip? 

Most  sincerely, 

HELEN  S.  BRADY, 
State  President. 


Know  Your 
Blue  Shield  Plan 


The  following  is  an  article  by  Arch 
Walls,  M.D.,  President  of  the  Michi- 
gan State  Medical  Society,  which  ap- 
peared in  the  June,  1957  issue  of  the 
Michigan  State  Medical  Society  Journal. 

PHILOSOPHY  AND  FACTS 

Do  we  want  to  keep  our  public  trust  . . . 
Michigan  Medical  Service? 

The  pioneering  spirit  that  permitted  the 
establishment  of  this  program  in  1939  is 
necessary  today,  if  we  are  to  meet  the  de- 
mands of  a changing  economic,  political  and 
social  climate. 

We  have  an  alternative.  We  can  place  our 
heritage  in  the  hands  of  others  . . . big  gov- 
ernment, big  labor  or  big  business. 

What  is  your  choice? 

The  basic  philosophy  of  the  medical  pro- 
fession is  and  has  been  to  provide  every- 
body across  the  board  with  medical  care  at 
a price  he  can  afford  to  pay.  The  early 
thinking  of  the  founders  of  Michigan  Medi- 
cal Service  formulated  the  principle  of  the 
service  plan  and  prescribed  the  utilization 
of  community  rating  based  on  integration 
rather  than  segregation  of  risk. 
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Time  has  passed  and  with  it  have  come 
changes. 

Changes  in  medical  science  itself  necessi- 
tate changes  in  coverage  by  insurance  and 
in  cost  of  that  coverage. 

Changes  in  people’s  demands  and  needs 
must  be  reflected  in  the  provisions  of  insur- 
ance policies.  Experience  has  shown  that  to- 
day there  is  both  a demand  and  a need  for 
coverage  other  than  that  necessary  for  strict- 
ly catastrophic  conditions. 

Changes  in  political  and  social  philoso- 
phies, particularly  as  related  to  security  of 
which  health  is  a segment,  require  altera- 
tions in  the  operations  of  insurance  mech- 
anisms. 

The  people  are  partners  of  the  doctor  in 
these  plans  and  should  be  accorded  their 
just  place  in  the  partnership.  Everyone  is 
personally  and  individually  concerned  with 
health;  not  just  the  facilities  for  care,  not 
just  the  quality  of  care  or  the  convenient 
availability  of  it,  but  with  its  costs  as  well. 

Because  voluntary  health  insurance  and 
prepaid  medical  care  are  of  such  vital,  di- 
rect and  personal  concern  to  such  a large  per- 
centage of  our  population,  we  are  rapidly 
approaching  the  day  when  these  programs 
will  be  regulated  by  legislation  unless  all 
of  us  — doctors,  hospitals,  insurance  and 
service  plans,  people  and  all  purveyors  of 
health  services  asume  the  responsibility  of 
voluntary  regulation  and  restraint.  This 
is  a stern  reality. 

The  apparent  need  for  evaluation  and  re- 
evaluation  at  both  local  and  state  levels  on 
a systematic,  realistic  and  fair  basis  cannot 
be  ignored. 

Our  only  answer  is  to  meet  economic  and 
social  change  with  intelligent  application  of 
a combined  economic  and  scientific  realism 
based  on  tested  philosophy  and  accompanied 
by  sound  fact. 

It  will  take  courage.  Doctors  have  it. 

The  need  for  adequate  sanatorium  care  and  man- 
agement of  the  tuberculous  patient  during  the  initial 
phase  of  his  disease  requires  re-emphasis.  The  ex- 
tent and  variety  of  tuberculous  disease,  previous 
antimicrobial  therapy,  the  desirability  of  oral  or 
parenteral  administration  of  drugs,  and  other  prac- 
tical and  clinical  considerations  will  undoubtedly 
influence  the  choice  of  chemotherapy  for  the  indi- 
vidual patient.  (Abram  Falk,  M.D.,  J.  Lancet, 
April,  1956). 


TUBERCULOSIS  ABSTRACTS 

TUBERCULOSIS  ORGANISMS  RESISTANT 
TO  DRUGS 

Improved  surgical  techniques,  modem  drug  ther- 
apy and  an  increasing  trend  toward  home  care  have 
resulted  in  a pronounced  shortening  of  the  hospital 
stay  of  patients  with  tuberculosis. 

Persons  who  have  had  this  disease  are  living 
longer  and  this  increased  length  of  life  and  the 
care  of  the  patients  at  home,  plus  drug  therapy 
which  nearly  all  patients  receive,  have  created  prob- 
lems of  their  own.  Two  of  these  were  made  the 
subject  of  a study,  sponsored  by  the  California  Tu- 
berculosis and  Health  Association,  namely:  The 

incidence  of  hospitalized  patients  in  whom  the  tu- 
bercle bacilli  are  resistant  to  anti-tuberculosis  drugs 
on  first  admission;  and  the  rate  of  relapse  among 
tuberculous  patients  who  have  been  discharged  pre- 
viously from  any  tuberculosis  hospital. 

PLAN  OF  STUDY 

A questionnaire  requesting  information  concern- 
ing admissions,  discharges,  evidence  of  drug-re- 
sistant organisms  in  sputum,  and  relapse  rates  was 
sent  to  15  tuberculosis  hospitals  with  4,121  beds 
among  the  state’s  approximately  11,500  beds  for 
tuberculosis.  To  obtain  a valid  sample,  a small  re- 
search hospital,  a large  county  hospital,  a group  of 
medium  sized  county  sanatoriums  and  a private 
hospital  were  included: 

Four  specific  questions  were  included  in  the  ques- 
tionnaire. They  were : 

1.  What  is  the  incidence  of  patients  who  have 
left  your  hospital  for  any  reason  whatever  and  who 
have  a positive  sputum? 

2.  What  is  the  incidence  of  patients  discharged 
with  positive  sputum  whose  sputum  possesses  organ- 
isms resistant  to  one  of  the  anti-tuberculosis  drugs 
and  to  which  drug(s)  ? 

3.  What  is  the  incidence  of  patients  admitted  to 
your  hospital  for  the  first  time  with  positive  sput- 
um, whose  organisms  are  found  to  be  drug-resistant 
to  one  or  more  anti-tuberculosis  drugs,  and  to  which 
drug(s)  ? 

4.  What  is  the  percentage  of  patients  admitted 
to  your  hospital  after  having  once  been  discharged 
from  any  institution  as  inactive  ? 

An  early  inquiry  here  indicated  that  no  nation- 
wide data  are  available  on  relapse  rate  or  on  sputum 
status  of  patients  admitted  to  hospitals. 

However,  in  1955  Chaves  and  co-workers  reported 
on  898  patients  observed  by  physicians  in  the  New 
York  City  Department  of  Health  for  a period  of  18 
months.  M.  tuberculosis  was  demonstrated  by 
culture  of  the  specimens  of  385  patients.  Of  the 
43  patients  (11  per  cent)  from  whom  strains  were 
isolated  which  showed  any  resistance  to  strepto- 
mycin or  isoniazid,  only  15  (3.9  per  cent)  were 
significantly  resistant.  These  15  made  up  1.7  per 
cent  of  the  series  of  898. 

Beck  reported  ten  cases  of  pulmonary  infection 
with  drug-resistant  tubercle  bacilli  in  a five  year 
study  of  600  cases  of  newly  diagnosed  tuberculosis 
admitted  to  a New  York  State  Tuberculosis  Hos- 
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pital.  This  is  about  2 per  cent  of  the  480  who  had 
positive  sputum,  or  1.7  per  cent  of  the  600  studied. 

In  our  study  among  a total  of  5,559  patients  dis- 
charged from  15  institutions  in  1954,  879  or  15.8 
per  cent  had  sputum  positive  for  tubercle  bacilli  at 
the  time  of  discharge.  The  lowest  rate  for  any  of 
the  15  institutions  was  1.9  per  cent  and  the  highest 
was  28.3  per  cent.  Many  of  the  discharges  were, 
of  course,  against  medical  advice. 

During  the  year  1954,  the  15  institutions  report- 
ed an  average  length  of  stay  of  240.8  days,  reflect- 
ing the  trend  toward  a shorter  hospital  stay. 

The  four  institutions  reporting  as  having  con- 
ducted drug  sensitivity  tests  had  a total  of  762  first 
admissions  during  1954.  Of  these  patients,  13  (2.4 
per  cent)  were  found  to  be  resistant  to  para-amino 
salicylic  acid,  26  (3.4  per  cent)  to  isoniazid  and 
34  (4.5  per  cent)  to  strep tmocyin. 

Thus  7.9  per  cent  of  the  total  number  of  patients 
admitted  were  found  significantly  resistant  to  isoni- 
azid or  stheptomycin.  This  is  about  four  times  the 
incidence  reported  by  both  Chaves  and  Beck  (1.7 
per  cent  of  each  total  series  studied). 

Ten  of  the  15  institutions  reporting  submitted 
complete  data  relative  to  the  number  of  patients  ad- 
mitted who  had  been  discharged  from  any  tuber- 
culosis hospital  previously  with  disease  inactive, 
the  rate  of  relapse  among  patients  in  these  ten 
institutions  in  1954  is,  approximately  one  of  every 
five  patients  admitted. 

These  data  are  probably  not  (very)  accurate  as 
the  patient’s  word  was  taken  for  the  diagnosis  at 
the  time  of  previous  discharge.  Some  patients  may 
have  been  ignorant  or  forgetful,  particularly  those 
who  left  against  medical  advice. 

Several  interesting  and  significant  facts  came  to 
light:  In  the  15  institutions  reporting,  the  propor- 
tion of  patients  discharged  with  sputum  positive 
for  tubercle  bacilli  averaged  15.8  per  cent.  The 
range  of  1.9  to  28.3  per  cent  was  very  wide  and  the 
disparity  was  unexplained.  One  might  hazard  the 
guess  that  those  hospitals  having  the  higher  rates 
also  had  a high  rate  of  patients  signing  out  against 
medical  advice. 

Only  four  of  the  15  institutions  reported  drug 
sensitivity  tests  of  positive  sputums  on  entry.  No 
reliable  data  as  to  drug  resistance  could  be  found 
for  patients  who  had  a positive  sputum  at  the  time 
of  discharge.  Drug  sensitivity  studies  are  important 
in  workmen’s  compensation  cases  and  from  a pub- 
lic health  and  treatment  standpoint.  More  tuber- 
culosis institutions  should  be  encouraged  to  carry 
out  drug  sensitivity  studies  on  sputum. 

The  importance  of  drug  sensitivity  studies  on  the 
bacilli  of  patients  being  considered  for  operation 
cannot  be  emphasized  too  strongly. 

The  significance  of  present  drug  resistance  studies 
is  not  entirely  clear,  as  there  are  differences  of 
opinion  regarding  the  pathogenicity  of  some  drug- 
resistant  bacilli. 

The  probability  is  that  as  more  drugs  are  used 
in  treating  tuberculosis,  more  resistant  strains  will 
be  developed.  Among  patients  admitted  to  the  hos- 
pital for  the  first  time  whose  sputum  was  positive 
for  tubercle  bacilli,  11.7  per  cent  had  organisms 
resistant  to  one  or  more  anti-tuberculosis  drugs. 


More  research  is  necessary  to  ascertain  the  na- 
ture of  resistant  organisms,  and  to  prevent  re- 
sistance from  occurring.  Perhaps  a way  can  be 
found  to  cause  the  bacilli  to  revert  to  a sensitive 
state. 

The  proportion  of  readmittances  to  tuberculosis 
hospitals  is  sizeable.  Perhaps  it  should  not  be  called 
a relapse  rate,  inasmuch  as  not  enough  is  known 
about  the  facts  behind  previous  admissions.  In  any 
case,  an  average  readmittance  rate  of  19.2  per  cent 
seems  much  higher  than  it  should  be. 

— By  John  L.  Gompertz,  M.D.,  and  Donald  E.  Porter,  Cali- 
fornia Medicine,  December,  1956. 


Health  is  expensive,  but  disease  is  even  more 
so.  Those  who  have  funds  to  invest  in  the  welfare 
of  the  country  of  tomorrow  could  do  no  better  than 
investing  them  in  the  welfare  of  students  of  today. 
(Dana  L.  Farnsworth,  M.D.,  Bulletin,  NT  A,  May, 
1956). 

Although  the  new  drugs  are  a most  helpful  addi- 
tion to  our  armamentarium,  they  are  not  a sub- 
stitute for  the  tedious  but  progressively  successful 
tuberculosis  control  program  developed  painstak- 
ingly over  the  last  half  century  which  will  lead 
eventually  to  our  goal  of  eliminating  all  tubercu- 
losis infections,  in  other  words,  to  the  goal  of  no 
reactors  to  the  tuberculin  test.  (James  E.  Perkins, 
M.D.,  Managing  Director,  NTA,  J.  Lancet,  April, 
1956). 

Hippocrates  noted  that  the  aged  complain  less 
than  the  young,  but  that  such  chronic  ailments  as 
do  occur  in  the  aging  body  rarely  leave  it.  This  is 
true  of  the  tuberculous.  For  the  most  part,  pulmon- 
ary tuberculosis  in  the  aged  is  of  the  chronic  cavi- 
tating  type,  nearly  always  complicated  by  bron- 
chitis and  emphysema.  Symptoms  are  generally 
mild  but  sputum  is  usually  present  and  personal 
habits  are  sometimes  not  too  hygienic.  (F.  R.  G. 
Heaf,  M.D.,  J.  Royal  Inst.  Pub.  Health  and  Hygiene, 
Nov.,  1955). 

Of  the  biological  factors  involved  in  the  etiology 
of  tuberculosis,  nutrition  is  perhaps  the  most  im- 
portant. Even  before  the  discovery  of  the  tubercle 
bacillus  the  value  of  a liberal  diet  in  the  treatment 
of  tuberculosis  was  generally  recognized.  And,  con- 
versely, the  association  of  phthisis  with  malnutri- 
tion was  apparent.  Complete  proof  of  the  role  of 
malnutrition  in  tuberculosis  is  still  lacking  but  the 
evidence  is  convincing.  (Alton  S.  Pope,  M.D.,  and 
John  E.  Gordon,  M.D.,  Am.  J.  Med.  Sciences,  Sep- 
tember, 1955). 

Variations  and  loss  of  sensitivity  to  tuberculin 
have  been  observed  in  the  course  of  some  diseases. 
These  changes  are  usually  of  a transitory  nature, 
and  tuberculin  hypersensitivity  returns  with  the  im- 
provement or  recovery  of  the  patient.  The  tubercu- 
lin reaction  which  may  be  slight  or  absent  in  those 
suffering  from  far  advanced  tuberculosis  or  tuber- 
culous meningitis  may  return  in  those  whose  condi- 
tion improves  under  antimicrobial  treatment.  (Jo- 
seph D.  Aronson,  Helen  C.  Taylor,  Daniel  L.  Kirk, 
Am.  Rev.  Tuberc.,  July,  1956). 
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Current  Comment 

(Continued  from  page  14- A) 

services  certified  as  necessary  by  the  physi- 
cian. 

Mr.  Forand  would  take  no  chance  of  run- 
ning out  of  money.  He  would  levy  social  se- 
curity payroll  taxes  on  all  income  up  to 
$6,000  (present  limit  $4,200),  and  also  in- 
crease the  tax  rate  a half  per  cent  for  em- 
ployer and  employee  alike,  and  three-quar- 
ters of  one  per  cent  for  the  self-employed. 

It  is  almost  certain  that  these  and  other 
similar  suggestions  will  receive  serious  con- 
sideration by  Congress  next  year,  with  pass- 
age of  a bill  much  more  likely  than  in  1951 
when  President  Truman  and  Oscar  Ewing 
first  proposed  the  idea. 

NOTES : 

When  Congress  returns  January  7,  one 
of  the  measures  waiting  its  attention  will  be 
a bill  to  control  union  welfare  funds  through 
registration  and  publicity.  (Most  funds  in- 
volve medical-hospital  benefits). 

Jenkins-Keogh  legislation,  for  deferment 
of  income  taxes  on  money  put  into  retire- 


ment plans  by  the  self-employed,  now  is  as- 
sured of  a hearing  next  year  when  the  House 
Ways  and  Means  Committee  goes  into  all 
phases  of  taxation. 

The  Atomic  Energy  Commission  has  made 
its  100,000th  shipment  of  radioisotopes, 
many  of  them  for  medical  use. 

The  National  Heart  Institute,  Bethesda  14, 
Md.,  has  a new  booklet,  written  in  popular 
language,  on  cerebral  vascular  diseases. 

American  Medical  Association  is  cooperat- 
ing with  American  Hospital  Association  in 
an  effort  to  persuade  the  Federal  Commun- 
ications Commission  to  set  aside  radio  chan- 
nels for  exclusive  use  of  doctors  and  hos- 
pitals. 

— (From  Washington  Office,  A.M.A.) 

Voluntary  Allocation  Plan  for  Flu 
Vaccine  Now  in  Effect — 

A voluntary  allocation  program  similar  to 
the  Salk  poliomyelitis  vaccine  plan  has  been 
placed  in  effect  by  the  six  manufacturers  of 
the  Asian  influenza  vaccine.  The  allocation 
is  made  on  the  basis  of  population.  Under 
this  regimen  Nebraska  will  receive  0.8  per 
cent  of  available  vaccine  on  each  shipment. 
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Current  Comment 

The  Cost  of  Advertising  Drugs — 

“Printers’  Ink”  discloses  that  the  pharma- 
ceutical industry  will  spend  more  than  $100 
million  ir  1957  to  promote  ethical  drugs.  In 
1940,  the  corresponding  cost  was  $15  mil- 
lion. Most  of  this  expenditure  will  pay  for 
ads  in  medical  journals,  special  company 
newsletters  and  newspapers,  and  direct  mail 
promotion. 

Direct  mail  advertising  will  provide  the 
average  physician  with  over  4,000  pieces  of 
mail  in  1957. 

The  average  cost  of  launching  a new  drug 
is  $500,000. 

The  advertising  of  drugs  in  medical  jour- 
nals is  important  for  meeting  the  increas- 
ing cost  of  publishing  periodicals  for  the 
spread  of  medical  knowledge. 

Salk  Vaccine  Program — 

The  Medical  Director  of  the  National 
Foundation  for  Infantile  Paralysis  states 
that  of  the  109  million  Americans  under  40 
years  of  age,  more  than  68  million  have  re- 


ceived at  least  one  injection  of  Salk  vaccine 
since  it  was  first  made  available  in  1955. 

Public  Health  Surgeon  General  Burney  re- 
ports that  the  Census  Bureau  has  been  asked 
to  include  questions  on  polio  in  its  next  sam- 
ple population-survey.  It  is  hoped  that  the 
results  will  indicate  groups  and  areas  in 
greatest  need  of  the  vaccine. 

March  of  Dimes  Expenditures — 

The  National  Foundation  for  Infantile 
Paralysis  has  awarded  $4,527,064  to  sup- 
port 61  projects.  Research  supported  by 
this  foundation  is  directed  toward  problems 
associated  with  poliomyelitis,  its  residuals, 
and  its  virus  etiology.  Awards  to  support 
the  activities  of  regional  polio  respiratory 
and  rehabilitation  centers  included  a grant 
of  $72,024  to  Creighton  University — Creigh- 
ton Memorial — St.  Joseph’s  Hospital,  Oma- 
ha. 

Modern  School  Children — 

An  advertisement  in  the  Omaha  World- 
Herald,  Aug.  30,  1957,  is  headed  “Back-to- 
School  Specials.”  The  first  item  is  “Apple 
Sauce”  and  the  last  item  is  “80  Proof  Vod- 
ka.” 
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Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


More  than  half  of  the  Sharp  Building  is  designed  for  and 
occupied  by  leading  physicians  and  dentists  serving  families 
throughout  Nebraska  and  the  Missouri  Valley. 

We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company,  SsmG 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 
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you  and  your  patients 
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Current  Comment 

Proposed  Extension  of  Social  Security — 

Extension  of  Social  Security  benefits  to 
provide  hospitalization,  nursing  home  and 
surgical  care  for  retired  persons  and  sur- 
vivors may  be  proposed  in  1958.  Supporters 
of  this  proposal  are  confident  of  the  popular 
appeal  of  such  benefits. 

Blue  Shield’s  newsletter  is  probably  not 
alone  in  viewing  such  proposals  as  indicative 
of  a gradual  but  progressive  trend  toward 
eventual  government  health  insurance. 

The  widespread  demonstration  of  the  su- 
periority of  voluntary  systems  of  health  in- 
surance is  suggested  as  the  best  way  to  con- 
vince the  public  that  government  health  in- 
surance is  neither  desirable  nor  necessary. 

Public  Relations?  No  Place  To  Hang  His  Hat — 

A friend  of  mine  was  annoyed  every  time 
he  visited  his  doctor’s  office  because  there 
was  no  place  to  hang  his  hat.  He  says  he 
put  it  on  the  bookcase,  on  the  table,  on  the 
chair  next  to  him,  under  his  chair,  on  his 
lap,  and  other  places.  One  day,  having  to 
wait  some  time  to  see  the  physician,  he  sur- 


veyed fourteen  doctors’  offices  on  the  same 
floor  of  the  building.  He  found  only  three 
in  which  a place  was  provided  to  hang  a hat 
or  coat.  This  seems  a little  item,  but  at 
least  one  patient  was  greatly  annoyed  by 
this  neglect  of  his  comfort  while  in  the  doc- 
tor’s reception  room. 

Asiatic  Flu  in  the  U.S.  As  of  August  21 — 

Scope  for  Aug.  21,  1957,  carried  the  fol- 
lowing on  Asiatic  influenza : 

By  World  Wide  Medical  News  Service 

About  20,000  confirmed  or  suspected  cases 
of  Asiatic  influenza  have  occurred  in  the 
United  States,  the  Public  Health  Service  has 
reported.  The  total  includes  three  deaths, 
all  due  to  secondary  infections. 

California  has  been  hardest  hit,  with  14,- 
000  military  and  1,400  civilian  cases.  Major 
outbreaks  have  occurred,  the  P.H.S.  said,  at 
San  Diego  Naval  Training  Station;  Fort 
Ord,  Calif.;  Newport  Naval  Training  Sta- 
tion, R.I. ; Warren  Air  Force  Base,  Wyo. ; 
Naval  Air  Station,  Corpus  Christi,  Tex. ; 
Fort  Lewis,  Washington,  and  among  large 
civilian  groups  in  Valley  Forge,  Pa. ; Grin- 
ned, Iowa,  and  Davis,  Calif. 
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Dr.  Max  Thorek  Honored  by 
French  Government — 

Dr.  Max  Thorek,  Chicago  Surgeon  and 
founder  of  the  International  College  of  Sur- 
geons, has  been  honored  by  the  French  Gov- 
ernment with  the  award  of  Commander  of 
the  Legion  of  Honor  because  of  his  import- 
ant contributions  to  surgery  and  his  out- 
standing work  in  the  formation  and  growth 
of  the  College,  “creating  a better  under- 
standing and  scientific  cooperation  among 
surgeons  of  the  world.” 


Flavinoids  of  Doubtful  Therapeutic  Value — 

The  Council  on  Foods  and  Nutrition  and 
the  Council  on  Drugs  of  the  American  Medi- 
cal Association  have  authorized  a report  on 
the  therapeutic  value  of  flavinoids. 

Originally  a chemical  compound  isolated 
from  peels  of  citrus  fruits  and  termed  vita- 
min P,  early  claims  of  a vitamin  nature  for 
this  and  related  compounds  have  not  been 
confirmed.  Recently  the  term  “bioflavin- 
oid”  has  been  used  to  describe  these  com- 
pounds. 


Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 


Although  there  is  evidenec  of  mild  phar- 
macological properties  under  certain  condi- 
tions, they  do  not  now  appear  to  be  import- 
ant metabolites  or  to  have  known  nutritional 
function. 

Reported  studies  of  therapeutic  activity 
of  the  flavinoids  against  the  common  cold 
and  a variety  of  other  clinical  entities  are 
not  convincing  as  the  supporting  clinical 
studies  do  not  appear  to  have  been  well  con- 
trolled and  the  conclusions  are  conflicting. 

Standards  of  Practice  for  Doctors 
And  Lawyers — 

It  is  pointed  out  editorially  in  New  York 
State  J.  Med.,  September,  1957,  p.  2792,  that 
the  increasing  need  for  medical  testimony 
in  legal  actions  (from  60  to  85  per  cent  of 
all  court  cases  litigated)  led  the  Medical  So- 
ciety of  the  State  of  New  York  and  the  New 
York  State  Bar  Association  to  work  out,  co- 
operatively, “Standards  of  Practice  for  Doc- 
tors and  Lawyers.”  This  document  has  been 
approved  by  both  professions  at  top  level  and 
approval  and  adoption  by  component  so- 
cieties is  now  being  urged.  The  “Standards” 
is  published  in  the  September  issue  of  New 
York  State  J.  Med.,  pp.  2867-2872. 
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BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  MADE  TO  measure 


SHOE  CORRECTIONS  A SPECIALTY 


Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc Each  2.50 

32-103— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  $35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 
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When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln,  Call 

Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 
Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving:  Our  Community  for  33  Years) 
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The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

* * * 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATH1LON®  Lederle 

Combines  Meprobamate  ( 400  mg.) the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay**  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  I LON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  I tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


•Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Current  Comment 

Drugs  for  the  Soul — 

“The  phrenotropic  agents,  and  confer- 
ences about  them,  have  become  drugs  on  the 
market.  Three  out  of  ten  prescriptions  in 
this  country  are  now  for  ‘tranquilizers,’  more 
than  a billion  meprobamate  tablets  alone 
have  been  ordered  by  their  physicians  for 
160  million  Americans  in  a little  more  than 
a year;  hundreds  of  millions  of  dollars  have 
been  spent;  mental  hospitals  have  become 
quieter  and  less  congested;  and  the  anxiety 
level  of  the  citizenry  has  presumably  ebbed.” 
(Science,  Vol.  125,  No.  3240,  Febr.  1,  1957). 

Do  Doctors  Charge  Too  Much  or 
Not  Enough? 

U.S.  News  and  World  Report,  July  5, 
1957,  published  an  analysis  of  medical  and 
dental  costs,  under  the  above  title.  All-in-all 
this  discussion  is  reasonable  and  fair.  It 
does  draw  specific  attention  to  the  “Benny 
Hooper  affair” — the  boy  rescued  from  the 
well — and  to  a number  of  instances  of  rather 
unusually  large  fees  for  medical  care  and 
for  hospital  care.  These  instances  are  the 
exceptions,  not  the  rule.  The  final  para- 
graph has  this  to  say: 


“For  the  average  family  . . . fitting  medi- 
cal expenses  into  the  budget  is  becoming 
more  difficult  as  the  cost  of  being  sick  goes 
up.  Where  a major  illness  looms,  the 
budgeting  problem  looks  impossible  . . . 
without  some  outside  help.” 

One  factor  often  overlooked,  is  the  un- 
willingness of  the  average  family  to  budget 
adequately  for  illness.  A look  at  personal 
consumer  expenditures  in  the  U.S.  from 
1929  to  1953,  shows  average  expenditure 
of  2l/2  times  as  much  for  “alcoholic  bever- 
ages,” “tobacco,”  and  “recreation”  as  for  the 
total  medical  care. 

Job  of  Polio  Vaccination  Not  Completed — 

Statistics  show  that  three  injections  of 
poliomyelitis  vaccine  are  90  per  cent  effec- 
tive in  immunizing  against  this  disease.  One 
dose  is  65  per  cent  effective,  and  two  doses, 
80  per  cent.  Only  42  per  cent  of  the  na- 
tion’s under-40  population  have  had  one  or 
more  doses  of  vaccine,  yet  the  effect  of  vac- 
cination on  the  present  epidemic  is  said  to  be 
obvious.  The  Public  Health  Department  re- 
ported only  902  cases  of  paralytic  polio  by 
August  2,  compared  with  2,633  last  year. 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  2-1246  Phone  2-885 1 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 
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IN  PEDIATRIC  ANESTHESIA 


How  important— and  yet  how  simple— it  is 
to  spare  the  child  the  emotional  shock  of 
the  operating  room.  With  Pentothal  by 
rectum,  you  can  put  the  patient  to  sleep  in 
his  own  bed,  where  he  awakens  untroubled 
after  surgery.  As  a basal  anesthetic  or  as 
the  sole  agent  in  selected  minor  procedures, 
Pentothal  by  rectum  is  a notably  safe, 
humane  approach  to  pediatric  anesthesia. 


by  rectum 


■ tmilmifii 


70923? 


(Thiopental  Sodium,  Abbott) 
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Current  Comment 

Now,  WHO  Is  the  “Third  Party?  — 

Union  Socialists  have  talked  themselves 
around  to  the  point  that  they  now  have  spok- 
en of  the  doctor  as  the  “third  party”  in  their 
negotiations  with  management.  Listen  to 
Nelson  H.  Cruikshank,  director  of  A.F.L.- 
C.I.O.  social  security  department  (May  18 
issue  of  A.F.L.-C.I.O.  News): 

“The  organizational  and  collective  bar- 
gaining process  must  be  extended  into  a new 
dimension  through  negotiations,  agreements 
and  arrangements  with  third  parties — the 
providers  of  medical  services  and  facili- 
ties . . 

From  Friend  Dentist — 

A woman  brought  in  a denture  to  see  if 
the  teeth  could  be  reset.  The  dentist  re- 
marked that  this  denture  was  not  made  for 
this  patient.  “No,”  she  replied,  “this  be- 
longed to  my  husband’s  first  wife.  I thought 
perhaps  you  could  make  it  over  to  fit  me.” 

Some  years  ago  the  price  for  extracting 
a tooth  was  $1  without  Novocaine  and  $2 
with  the  anesthetic.  One  patient  brought  his 


wife  to  the  office  and  had  her  teeth  extract- 
ed without  Novocaine,  then  had  his  own 
pulled  with  Novocaine. 

A woman-passenger  on  a train  peeled  and 
ate  an  orange.  The  peeling  she  wrapped  in 
a paper  napkin.  She  threw  this  package  out 
the  window.  She  forgot  that  she  had  put 
her  denture  with  the  orange  peel. 

Another  patient  was  an  elderly  woman 
whose  denture  bothered  her.  While  resting 
and  rocking  she  laid  her  false  teeth  on  the 
floor  under  the  chair.  No,  she  didn’t  rock 
on  them;  the  dog  found  them  and  chewed 
them  to  pieces. 

An  “Army”  of  Foreign  Medical  Interns  and 
Residents  in  U.S. — 

The  Institute  of  International  Education 
released  the  following  figures  on  Sept.  4 : 

“The  United  States  helped  meet  the 
world’s  need  for  better  medical  care  last 
year  when  more  than  6,700  foreign  interns 
and  residents  from  88  countries  around  the 
world  trained  in  American  hospitals  ...  Of 
this  group,  4,753  served  as  residents  and 
1,988  trained  as  interns  in  hospitals 
throughout  the  United  States.” 


IPHERAL 


and 


ANTITUSSIVE  . DECONGESTANT  • A N T I H I ST  A M I N I C 


EXEMPT  NARCOTIC 


(jmJsiMlfi  : 


LABORATORIES 


NEW  YORK  18,  N.  Y 
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optimal  dosages  for  ATARAX. 
based  on  thousands  of  case  histories: 


mg.  ft.i.d.J 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

P€^C€  OF  MIND  ATARAX 

(•*and  or  MYoaoxrtmo  rn  » 7 . c 

lablets-byrup 


New  York  17,  New  York 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

atarax  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  Russell  Best,  Omaha President 

Fay  Smith,  Imperial President-Elect 

Geo.  Salter,  Norfolk Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

G.  E.  Peters Randolph 

A.  A.  Ashby Geneva 

M.  E.  Grier Omaha 

C.  N.  Sorensen Scottsbluff 

R.  B.  Adams Lincoln 

Delegates — J.  D.  McCarthy,  Omaha;  Earl  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  W.  C.  Kenner,  Nebraska  City 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

Clarence  Minnick Cambridge 

G.  E.  Peters Randolph 

COMMITTEES 
Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

M.  P.  Brolsma Lincoln 

William  Holmes Scottsbluff 

Allied  Professions 

W.  J.  McMartin,  Chm Omaha 

A.  E.  Freed Omaha 

Max  Coe Wakefield 

Otis  Miller Ord 

N.  Richard  Miller Lincoln 

Blood  and  Blood  Products 

Miles  Foster,  Chm Omaha 

Ted  Riddell Scottsbluff 

Frank  Tanner Lincoln 

F.  A.  Mountford Davenport 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

C.  R.  Brott Beatrice 

R.  B.  Adams Lincoln 

Continuing  Committee  on 
Medical  Practice 

R.  F.  Sievers,  Chm Blair 

L.  D.  Cherry Lincoln 

P.  B.  Olsson Lexington 

Kenneth  Rose Lincoln 

J.  J.  Borghoff Omaha 

Theo.  A.  Peterson Holdrege 

Civil  Defense  and  Disaster 

George  Johnson,  Chm Omaha 

Arnold  Lempka Omaha 

John  Wiedman Lincoln 

Isaiah  Lukens Tekamah 

Joe  Hanna Scottsbluff 

H.  Dey  Myers Schuyler 

Hospital  and  Professional 
Relations 

J.  R.  Schenken,  Chm Omaha 

Frank  Cole Lincoln 

F.  G.  Gillick Omaha 

Stanley  Pederson Omaha 

W.  D.  Lear Ainsworth 

Insurance 

Edmond  Walsh,  Chm Omaha 

Harvey  Runty DeWitt 

Paul  Maxwell Lincoln 

Joint  Commission  for  the  Im- 
provement of  the  Care  of 
the  Patient  (Interim) 

E.  A.  Steenburg,  Chm Aurora 

Wm.  Nutzman Kearney 

Wm.  E.  Graham Omaha 

Journal  and  Publications 

Fred  Niehaus,  Chm Omaha 

George  Stewart Norfolk 

Paul  Bancroft  Lincoln 


Library,  Necrology  and  Records 

Geo.  Salter,  Chm Norfolk 

P.  J.  Huber Crete 

W.  C.  Harvey,  Jr Gering 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

Earle  Johnson Grand  Island 

H.  S.  Morgan Lincoln 

F.  Lowell  Dunn Omaha 

Max  Gentry Gering 

M.  A.  Johnson Plainview 

H.  A Jakeman Fremont 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

M.  C.  Smith,  Sec Lincoln 

J.  S.  Broz Alliance 

Leroy  Lee Omaha 

Horace  Munger  Lincoln 

John  Hartigan Omaha 

R.  B.  Adams Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

M.  C.  Smith,  Secretary Lincoln 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

H.  D.  Kuper Columbus 

W.  C.  Kenner Nebraska  City 

Prepayment  Medical  Care 

John  Brush,  Chm Omaha 

John  T.  McGreer Lincoln 

B.  R.  Farner Norfolk 

Public  Relations 

H.  F.  Elias,  Chm Beatrice 

M.  C.  Smith,  Secretary Lincoln 

J.  P.  Gilligan Nebraska  City 

Leroy  Lee Omaha 

M.  D.  Frazer Lincoln 

J.  B.  Christensen Omaha 

Geo.  Hoffmeister Hastings 

D.  B.  Wengert- Fremont 

Rural  Medical  Service 

C.  F.  Ashby,  Chm Geneva 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Dan  A.  Nye Kearney 

Walter  Reiner Holdrege 

Ralph  Blair Broken  Bow 

Scientific  Assembly 

John  Batty,  Chm McCook 

A.  C.  Johnson Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

Paul  Peterson Lincoln 

R.  O.  Garlinghouse Lincoln 

H.  D.  Runty DeWitt 

R.  B.  Adams Lincoln 

Speakers  Bureau 

Fred  Ferciot,  Chm Lincoln 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neil Omaha 

John  Brown Lincoln 

J.  E.  Courtney Omaha 

R.  0.  Garlinghouse Lincoln 


Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 

Paul  Maxwell,  Chm Lincoln 

L.  S.  Campbell Omaha 

Ralph  Moore Omaha 

A.  J.  Schwedhelm Norfolk 

B.  R.  Bancroft Kearney 

United  Health  Fund 

James  F.  Kelly,  Chm. Omaha 

John  Gatewood Omaha 

W.  W.  Carveth Lincoln 

Max  Raines North  Platte 

Eric  G.  DeFlon Chadron 

Veterans  Committee  (Interim) 
John  W.  Gatewood,  Chm._Omaha 

Harry  Jakeman Fremont 

Horace  Munger Lincoln 

L.  E.  Sauer Tekamah 

Sam  Swenson,  Jr Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

Howard  B.  Hunt Omaha 

Marshall  Neely Lincoln 

Cardiovascular 

Fred  Niehaus,  Chm Omaha 

W.  M.  McGrath North  Platte 

Lee  Stover Lincoln 

Diabetes 

Morris  Margolin,  Chm Omaha 

Richard  Fangman Omaha 

Dan  A.  Nye Kearney 

Industrial  Health 

G.  P.  McArdle,  Chm Omaha 

Robert  Hillyer Lincoln 

E.  K.  Connors Omaha 

Maternal  and  Child  Health 

Donald  Vroman,  Chm Omaha 

Harold  Harvey Lincoln 

W.  L.  Rumbolz Omaha 

Committee  on  Psychiatry 

Robert  Stein,  Chm Lincoln 

J.  Whitney  Kelley Omaha 

Chas.  Ingham Norfolk 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm Omaha 

John  M.  Thomas Omaha 

M.  C.  Howard Omaha 

Public  Health 

H.  C.  Stewart,  Chm._Pawnee  City 

0.  R.  Hayes Kearney 

E.  A.  Rogers Lincoln 

Tuberculosis 

Harry  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Stanley  Potter Omaha 

Venereal  Disease 

Donald  Wilson Omaha 

William  F.  Novak Omaha 

J.  H.  Barthell Lincoln 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


50-A 


SPLINT  & BRACE 
SHOP. . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 

'CERTIFIED 

We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  21644 


REPRINTS 

Technical  Article  = 

Are  a direct 
presentation 
of  research 

and  ® 

A valuable 
supplement  to  any 
doctor's  library 


It  costs  very  little 
^ to  run  reprints — 

write  us  for  prices 

NEWS  Printing  Service 

118  North  Fifth 
Norfolk,  Nebraska 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  • Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


I.  tract. . . 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  ??tg.)the  most  widely  prescribed  tranquilizer. . .helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


51 -A 


in  spasticity  of  the  Gl  tract 


Pavatrine 

125  mg. 

with  Phenobarbital 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  "the  butterfly  stomach  ” 


dosage:  one  tablet  before  each  meal  and  at  bedtime 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District : Councilor : Harold 

Neu,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor,  R.  E. 
Garlinghouse,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District : Councilor : Harvey 
Runty,  DeWitt.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor : W.  Ben- 
thack,  Wayne.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District  Councilor:  E.  E. 

K o e b b e,  Columbus.  Counties  : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  B.  N. 

Greenberg,  York.  Counties : 
Saunders,  Butler,  Seward,  Polk, 
York,  Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountf  ord,  Davenport.  Counties  : 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District : Councilor : Wilber 
E.  Johnson,  Valentine.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sherman,  Boyd. 

Ninth  District  Councilor : B.  R. 

Bancroft,  Kearney.  Counties : 
Hall,  Custer,  Valley,  Greeley, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook.  Counties : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  H.  L. 
Clarke,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District : Councilor : R.  J. 
Morgan,  Alliance.  C ou  n t i e s : 
Seotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) H.  J.  Caes,  Hastings Geo.  Hoffmeister,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Roy  J.  Smith,  Albion 

Box  Butte  (12) E.  A.  McNulty,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo  (9) O.  R.  Hayes,  Kearney S.  O.  Staley,  Kearney 

Burt  (5) C.  B.  Hayes,  Lyons __.J.  G.  Allen,  Tekamah 

Butler  (6) D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

Cass  (2) R.  F.  Brendel,  Plattsmouth R.  J.  Dietz,  Plattsmouth 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  H.  J.  Billerbeck,  Randolph Roy  Matson,  Wayne 

Cheynne-Kimball-Deuel  (12)_.D.  L.  Larson,  Chappell R.  C.  Calkins,  Kimball 

Clay  (7) R.  G.  Gelwick,  Sutton H.  V.  Nuss,  Sutton 

Colfax  (5) Geo.  L.  John,  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley Theo  Koefoot,  Jr.,  Broken  Bow 

Dawson  (9) R.  Sitorius,  Cozad C.  Hranac,  Cozad 

Dodge  (5) Grant  Reeder,  Fremont -.Andrew  Harvey,  Fremont 

Fillmore  (7) V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Franklin  (10) L.  S.  McNeill,  Campbell C.  J.  Thomas,  Franklin 

Four  County  (9) M.  M.  Sullivan,  Spaulding M.  Markley,  North  Loup 

Gage  (3)__ H.  D.  Runty,  DeWitt C.  T.  Frerichs,  Beatrice 

Garden-Keith-Perkins  (11) J.  L.  McFee,  Ogallala Don  Roberts,  Grant 

Hall  (9) G.  W.  Graupner,  Gr.  Island A.  G.  Gilloon,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) — K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Holt  & Northwest  (8) Rex  Wilson,  O’Neill Joseph  David,  Jr.,  Lynch 

Howard  (9) M.  O.  Arnold,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  B.  Kantor,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) J.  C.  Schutz,  Tecumseh L.  J.  Chadek,  Tecumseh 

Lancaster  (2) H.  B.  Morton,  Lincoln F.  I.  Rose,  Lincoln 

Lincoln  (11) R.  T.  Takenaga,  North  Platte G.  E.  Sawyers,  North  Platte 

Madison  Six  (4) J.  H.  Dunlap,  Norfolk Wm.  Berrick,  Madison 

Merrick  (5) A.  D.  Brown,  Central  City Lee  Holmes,  Central  City 

Nance  (5) K.  R.  Dalton,  Genoa J.  C.  Maly,  Fullerton 

Nemaha  (8) Paul  M.  Scott,  Auburn F.  M.  Tushla,  Auburn 

Northwest  Nebr.  (8) H.  V.  Crum,  Rushville R.  L.  Hook,  Hushville 

Nuckolls  (7) J.  E.  Ingram,  Nelson D.  R.  Marples,  Nelson 

Omaha-Douglas  (1) Paul  S.  Read,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) G.  E.  Burbridge,  Nebr.  City R.  C.  Fenstermacher,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Robert  Best,  Holdrege D.  W.  Jones,  Holdrege 

Platte  (5) P.  H.  McGowan,  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) John  L.  Blodig,  Osceola R.  L.  Bierbower,  Shelby 

Richardson  (3) Wm.  Shepherd,  Falls  City L.  V.  Brennan,  Falls  City 

Saline  (7) L.  W.  Forney,  Crete R.  W.  Homan,  Crete 

Saunders  (6) M.  H.  Crouse,  W'ahoo Ivan  French,  Wahoo 

Seotts  Bluff  (12) James  Hayhurst,  Scottsbluff Douglas  Campbell,  Scottsbluff 

Seward  (6) Wilmar  Kamprath,  Utica Richard  M.  Pitsch,  Seward 

Southwest  Nebr.  (10) John  Batty,  McCook Don  Morgan,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Bryon 

Washington  (5) C.  D.  Howard,  Blair L.  I.  Grace,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg,  York 


Achrostatin  V combines  Achromycin!  V . . . 

the  new  rapid-acting  oral  form  of 
Achromycin!  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
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ANNUAL 

CLINICAL 

CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6,  7,  1958 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL 
CLINICAL  CONFERENCE  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to; 
attend  and  make  your  reservation  at  the  Palmer 
House. 


Currenf  Comment 

“The  Handy  Tradename’’ — 

A guest  editorial  in  the  July  1957  issue  of 
The  Journal  of  the  Medical  Society  of  New 
Jersey  makes  out  what  seems  to  be  a good 
case  for  tradenames.  It  is  pointed  out  that 
we  ask  for  Coca-Cola,  Vaseline,  and  Frigid- 
air  es  without  a qualm  but  not  so  with 
drugs.  He  puts  the  finger  on  some  of  the 
more  difficult  generic  names  and  doubts 
that  “more  than  one  doctor  in  ten  will,  with- 
out looking  it  up,  recognize  such  generic 
names  as  disulfram,  thiopental,  hexobarbi- 
tal  or  meclizine.”  He  speaks  of  those  who 
take  somewhat  the  opposite  view  as  “ped- 
ants” and  “purists.”  The  writer  of  this 
editorial  has  a lot  on  his  side  of  the  argu- 
ment, but  there  are  several  aspects  of  the 
subject  he  has  failed  to  consider. 

One  wonders  whether  this  stickler  for 
tradenames  has  ever  compared  the  prices  on 
Seconal  and  secobarbital?  Which  would  he 
prefer  to  buy  if  his  budget  were  limited, 
aspirin,  empirin,  or  acetyl  salicylate?  If  he 
could  buy  a Frigidaire  at  a chain  store 
without  its  well  known  tradename  at  say 
40  per  cent  less,  wrould  he  like  it  or  scorn  it? 
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This  graph  is  adapted  from  Waisbren  and  Strelitzer.15  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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Current  Comment 

The  Month  in  Washington — 

Several  months  in  advance  of  the  return 
of  the  85th  Congress  for  its  election-year 
second  session,  influential  figures  in  the 
field  of  health  in  both  the  executive  branch 
and  in  Congress  were  being  heard  on  what 
1958  has  in  store  for  the  medical  profession. 

Because  of  the  roles  they  play  in  the  Capi- 
tal, their  views  are  worth  more  than  passing 
notice.  One  is  the  chairman  of  the  import- 
ant health  appropriations  subcommittee  of 
the  House,  Rep.  John  Fogarty  (D.,  R.I.). 
He  used  as  a forum  for  his  prophecies  the 
annual  convention  of  the  American  Hospital 
Association. 

Other  prognostications  came  from  Dr. 
Aims  C.  McGuinness,  special  assistant  for 
health  and  medical  affairs  to  Secretary  Fol- 


som of  the  Department  of  Health,  Education 
and  Welfare.  Dr.  McGuinness  spoke  out  at 
a dedication  ceremony  of  a new  chronic  dis- 
ease and  rehabilitation  facility  in  Maine. 

Mr.  Fogarty  places  at  the  top  of  his  pre- 
dictions some  action  on  federal  construction 
aid  to  medical  schools.  The  Rhode  Island 
Democrat  has  his  own  bill  on  the  subject,  al- 
though there  are  others  pending.  Com- 
ments Mr.  Fogarty:  “.  . . the  shortage  of 
health  education  facilities  today  is  prob- 
ably the  most  serious  bottleneck  in  our  whole 
medical  system  . . . These  schools  . . . fall 
far  short  of  accommodating  the  fully  quali- 
fied and  competent  young  men  and  women  in 
American  who  are  anxious  to  train  and  qual- 
ify in  medical,  dental,  and  public  health 
fields.” 

The  record  of  the  past  several  years  has  i 
shown  that  no  member  of  the  House  is  lis- 
( Continued  on  page  14- A) 
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‘the  value  of  analgesic  and  tranquilizing  agents 

should  be  clearly  recognized  in  the  management  of  [angina] « . 


new  for  angina 


New  York  17,  New  York 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac  in- 
validism. These  are  the  pathways  of  angina  patients. 
For  fear  and  pain  are  inextricably  linked  in  the 
angina  syndrome. 

For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new  cartrax? 
This  doubly  effective  therapy  combines  petn  (pen- 
taerythritol  tetranitrate)  for  lasting  vasodilation  and 
atarax  for  peace  of  mind.  Thus  cartrax  relieves 
not  only  the  anginal  pain  but  reduces  the  concomi- 
tant anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  tab- 
lets (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  This  may  be  increased  for  maximal  effect  by 
switching  to  pink  tablets  (20  mg.  petn  plus  10  mg. 
atarax).  In  bottles  of  100. 

cartrax  should  be  taken  before  meals,  on  a contin- 
uous dosage  schedule.  Use  with  caution  in  glaucoma. 

1.  Russek,  H,  I.:  J.  Am.  Geriat.  Soc.  4'A11  (Sept.)  1956. 
•Trademark 


disappointed  with  half  measures  in  angina? 


■«-  READ  THIS 


Current  Comment 
THE  MONTH  IN  WASHINGTON 

(Continued  from  page  4- A) 

tened  to  more  carefully  when  it  comes  to 
health  than  Mr.  Fogarty.  His  philosophy  in 
the  health  field  is  worth  noting:  “It  is  now 
generally  accepted  that  the  health  of  our  peo- 
ple is  a major  national  resource  and  that 
the  government,  therefore,  has  a direct  re- 
sponsibility for  the  health  of  everyone/’ 

Dr.  Guinness  also  spoke  out  strongly  for 
federal  aid  to  medical  schools.  Failure  to 
meet  the  needs  of  the  school,  he  told  his  au- 
dience, would  be  “the  worst  kind  of  econo- 
my.” He  feels  that  the  administration  pro- 
posal for  $225  million  in  construction  grants 
would  bring  classrooms  and  research  labora- 
tories “much  closer  to  current  and  projected 
needs.” 

While  neither  man  had  any  specific  legis- 
lative proposals  to  make  in  the  field,  both 
foresee  a growing  role  for  hospitals  in  the 
practice  of  medicine.  Dr.  McGuinness  put 
it  this  way : “General  hospitals  must  broad- 
en their  services  and  achieve  greater  coordi- 
nation. The  term  ‘hospital  care’  should  in- 


clude not  only  bed  care  but  diagnostic  serv- 
ice as  well  as  service  to  ambulatory  pa- 
tients.” 

Mr.  Fogarty,  looking  ahead  25  years,  said 
it  was  safe  to  predict  that  virtually  every 
general  hospital  in  the  Nation  will  be  pro- 
viding at  least  as  much  preventive  service  as 
curative  service.  “You  are,  in  fact,  moving 
closer  each  moment  to  the  day  when  hos- 
pitals will  be  the  focal  point  of  health  serv- 
ices for  all  of  us,  throughout  our  entire 
lives.” 

The  same  day  that  Mr.  Fogarty  was  urg- 
ing the  hospitals  to  use  the  basic  Hill-Burton 
hospital  construction  program  to  meet  future 
health  needs,  the  A.H.A.  House  of  Delegates 
approved  a set  of  legislative  proposals  to  pre- 
sent to  the  next  session. 

They  would  accomplish  the  following: 
(1)  extend  the  act  for  five  years  beyond 
June,  1959,  (2)  authorize  matching  Hill-Bur- 
ton funds  for  renovation  and  repairs  of  hos- 
pital plants,  (3)  set  up  loan  authority  so  that 
hospitals  not  desiring  grant  money  could 
borrow  construction  and  renovation  funds 
at  very  low  interest  rates  (from  \y%%  to 
(Continued  on  page  40- A) 
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EDITORIAL 

THE  ENIGMA  OF  DIABETES 

The  old  saying  that  if  you  understand  all 
of  the  complications  of  syphilis  you  will  be 
well  versed  in  medicine  has  had  to  be 
changed  since  the  advent  of  penicillin  thera- 
py. Today,  this  saying  more  aptly  applies 
to  the  problem  of  diabetes.  However,  there 
has  been  a decided  difference  in  resolving 
the  treatment  of  these  two  diseases.  The  ex- 
act etiology  of  syphilis  was  known  for  years 
before  adequate  control  was  attained  by 
treatment.  In  diabetes  we  are  still  uncer- 
tain as  to  the  exact  etiology  in  any  given 
case.  We  are  not  sure  if  a given  case  is  due 
to  a pure  insulin  deficiency,  a relative  in- 
sulin deficiency  produced  by  forces  antagon- 
istic to  insulin,  or  a combination  of  an  ac- 
tual and  a relative  deficiency  of  insulin.  We 
are  certain  all  these  types  exist,  but  as  yet 
we  are  unable  to  determine  in  which  cate- 
gory an  individual  patient  should  be  placed. 
How  much  of  a patient’s  need  for  insulin 
is  due  to  an  actual  deficiency,  and  how  much 
is  due  to  an  antagonistic  force  is  not  known. 

Forces  antagonistic  to  insulin  are  consid- 
ered to  work  in  two  general  categories : those 
which  apparently  neutralize  or  destroy  in- 
sulin ; and  those  that  work  by  blocking  an  en- 
zyme system  on  which  insulin  usually  acts 
as  a catalyst. 

Attention  recently  has  been  directed  to- 
ward study  of  the  antagonism  between  the 
glucocorticoids  and  insulin.  It  is  postulated 
at  present  that  many  of  the  vascular  compli- 
cations of  diabetes  are  brought  about  by  the 
presence  of  increased  amounts  of  glucocor- 
ticoids rather  than  by  the  deficiency  of  in- 
sulin, although  the  deficiency  of  insulin  is 
aggravated  and  is  the  most  evident  immedi- 
ate result. 

For  years  attention  was  directed  only  to 
the  immediate  hyperglycemic  response  and 
its  control  by  making  available  additional  in- 
sulin. But,  after  years  of  control  with  in- 
sulin alone  are  we  finding  late  complications 
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in  the  vascular  system.  There  has  been  a 
continuous  disagreement  among  various  au- 
thorities as  to  the  real  harm  resulting  from 
simple  hyperglycemia.  Some  have  been  pur- 
ists and  have  demanded  normoglycemia, 
while  others  have  been  convinced  hypergly- 
cemia without  increase  in  acetone  bodies  is 
not  detrimental.  It  is  probable  both  views 
verge  on  the  truth.  Every  one  will  agree 
that  return  of  plasma  constituents  to  normal 
levels  is  ideal.  In  such  regard  the  purists’ 
view  is  ideal,  and  in  the  diabetic  with  a pure 
insulin-deficiency  this  goal  should  be  at- 
tained easily.  In  the  diabetic  with  a rela- 
tive insulin-deficiency  a constant  degree  of 
control  is  difficult  to  obtain  ostensibly  be- 
cause of  the  variable  activity  of  the  insulin 
antagonists.  In  this  instance,  episodes  of 
hyperglycemia  are  tolerated  to  prevent  the 
severe  alternative  episodes  of  hypoglycemia ; 
in  these  patients,  control  is  usually  judged 
by  the  absence  of  acetonuria. 

It  has  become  increasingly  evident  that  the 
vascular  complications  of  diabetes  are  relat- 
ed to  the  effect  of  the  insulin-antagonists, 
more  specificaly  the  glucocorticoids,  than  to 
the  inuslin-deficieney  and  hyperglycemia. 
Adrenalectomy  has  been  performed  in  some 
cases  of  diabetes  with  encouraging  reports, 
in  many  instances,  as  to  two  effects:  de- 
crease in  insulin  needs  and  more  stable  con- 
trol ; improvement  in  vascular  complications. 

More  recently  a drug  “Amphenone”  has 
been  found  which  is  inhibitory  to  the  adren- 
al, decreasing  the  production  of  all  three 
types  of  adrenal  hormones,  glycocorticoids, 
mineralocorticoids,  and  aldosterone.  If  the 
role  of  the  adrenal  is  to  produce  brittleness 
and  vascular  complications,  the  elimination 
of  this  factor  should  greatly  simplify  the 
control  of  diabetes  and  alleviate  many  of  its 
complications.  If  such  should  occur,  then 
in  the  next  decade  the  saying  may  be  changed 
to  “if  you  understand  atherosclerosis  and  its 
ramifications,  then  you  will  have  a good  un- 
derstanding of  medicine,”  and  the  enigma  of 
diabetes  will  be  resolved. 

C.  R.  HANKINS 
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YOUR  OPINION 

A recent  “Readership  Survey”  was  car- 
ried out  by  your  Association’s  offices,  at  the 
request  of  the  State  Medical  Journal  Adver- 
tising Bureau.  Such  a survey  is  made  from 
time  to  time  in  order  to  furnish  proof  to  “ad- 
vertisers and  agencies”  that  our  journal  is 
widely  read  by  the  prospective  buyer — the 
doctor.  As  stated  by  the  Bureau:  “During 
the  past  few  years,  our  publications  (state 
medical  journals)  have  been  receiving  great- 
er consideration  from  national  advertisers  in 
their  selection  of  advertising  media.”  Be- 
cause advertising  is  the  life-blood  of  our 
journals — the  sine  qua  non  of  their  existence 
— we  are  happy  to  be  able  to  prove  high 
readership. 

Fortunately,  the  first  half  of  the  question- 
naire was  devoted  to  questions  about  the 
journal  proper — the  non-advertising  section. 
This  gave  the  editors  a considerable  amount 
of  information  about  the  portion  of  the 
journal  that  concerns  them  most,  informa- 
tion they  would  be  unlikely  to  obtain  in  any 
other  manner.  Those  who  wish  to  praise  do 
so  readily,  whereas  those  who  wish  to  criti- 
cize refrain  from  doing  so  in  a direct  man- 
ner. The  questionnaire  presented  a way  of 
criticizing  anonymously. 

The  information  contained  in  the  first  two 
hundred  replies  received  was  reviewed  and 
tabulated.  It  is  improbable  that  a greater 
number  would  change  the  tenor  of  the  first 
200.  There  is  the  possibility  that  those  who 
value  their  Journal  least  or  feel  most  criti- 
cal have  not  responded.  In  this  case  our 
conclusions  may  not  properly  reflect  the 
facts. 

It  would  not  be  profitable,  nor  possible,  to 
give  a highly  detailed  account  of  the  an- 
swers on  the  questionnaires,  but  a summary 
indicating  the  trends  of  thought  may  be  in- 
teresting and  helpful.  We  have  gained  a 
more  concrete  idea  of  the  changes,  deletions, 
and  additions  the  readers  would  like  to  have 
in  order  to  bring  the  content  of  the  Journal 
more  in  line  with  their  desires.  The  reader 
must  be  ever  mindful  that  the  editors  can 
print  only  what  they  receive.  When  a read- 
er calls  for  “More  articles  by  Nebraskans” 
or  for  “A  Nebraska  Journal  by  Nebraskans 
for  Nebraskans,”  perhaps  he  should  assume 
more  responsibility  for  furnishing  copy  by 
Nebraskans.  The  editors  are  pleased,  how- 
ever, to  say  that  they  constantly  are  receiv- 
ing more  good  material  by  Nebraska’s  doc- 
tors. 


Many  of  the  suggestions  we  garnered 
from  the  questionnaires  are  of  considerable 
importance.  Under  the  heading,  for  ex- 
ample, of  “Special  Articles  (socio-economic 
and  professional  business,  etc.)”  the  vast 
majority  indicated  a desire  for  more  of  them. 
It  is  only  fair  to  say  that  the  editor  has 
shared  this  view  for  some  time ; has  tried  to 
interest  prospective  authors  in  writing  for 
us  along  these  lines ; and  has  had  only  a few 
favorable  respones.  We  have  had  far  more 
promises  than  manuscripts. 

When  we  are  told  we  should  print  more 
articles  on  “E.E.N.T.,”  more  on  obstetrics 
and  gynecology,  more  on  surgery,  more  on 
cardiac  disease,  and  more  on  mental  disease, 
while  at  the  same  time  others  say  we  should 
have  more  articles  beamed  at  the  “general 
man”  and  fewer  on  specialties  and  research, 
we  feel  somewhat  like  the  laboratory-dog 
that  has  conflicting  conditioned  reflexes 
stimulated  simultaneously.  He  goes  tempor- 
arily insane. 

In  regard  to  the  present  departments — 
editorials,  scientific  articles,  news  and  per- 
sonals, current  comment,  and  other  material 
to  be  found  in  the  “Organization  Section,” 
the  vast  majority  asked  for  more.  A few 
felt  that  these  items  were  adequate  and 
“well  balanced”  at  present,  and  a not  incon- 
siderable number  indicated  the  opinion  that 
some  of  them  should  be  reduced  in  volume 
or  deleted.  “Organization  minutes,”  “Blue 
Shield,”  and  “Woman’s  Auxiliary”  each  re- 
ceived at  least  one  vote  for  deletion.  Twen- 
ty-four felt  that  editorials  should  be  fewer 
and  one  wanted  them  deleted.  This,  we  hast- 
en to  add,  contrasted  with  one  hundred  and 
twelve  who  liked  the  editorials  as  they  are 
or  wanted  more.  While  some  suggested  de- 
letion or  reduction  in  volume  of  “personals,” 
“Human  Interest  Tales”  and  “Meet  Some  of 
Our  New  Members”  were  favorites  of  a con- 
siderable number. 

“Book  reviews”  are  no  one’s  favorite.  A 
considerable  majority  wanted  their  number 
decreased.  It  has  not  been  possible  to  print 
many  book  reviews,  chiefly  because  it  is  im- 
possible to  find  a reviewer  and  to  get  his 
material  into  print  while  the  book  is  still 
new.  Many  are  the  promises  but  few  the 
fulfilments.  If  we  print  any  fewer  book  re- 
views in  the  future  it  will  amount  to  dele- 
tion. It  is  our  impression  that  the  readers 
will  be  happy  if  we  leave  out  this  item. 

(Continued  on  page  549) 
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Arterial  Disease 

of  the  Lower  Extremities: 

DIAGNOSIS  and  MANAGEMENT* 


Surgical  treatment  of  occlusive  disease  of 
the  arteries  recently  has  assumed  a place  in 
therapy  that  is  of  paramount  importance.  This 
author  reviews  the  underlying  pathologic 
changes  in  the  arteriosclerotic  type  of  occlu- 
sive disease  (to  which  he  confines  his  discus- 
sion). He  points  out  those  factors  which  must 
be  carefully  evaluated  before  surgical  inter- 
vention can  be  selected  as  the  treatment  of 
choice;  and  indicates  the  type  of  operation 
which  may  be  employed  with  greatest  hope 
of  success,  based  upon  this  preoperative  evalu- 
ation. 

—EDITOR 

TT  HAS  BEEN  recognized  for  a 
1 long  time  that  there  are  dis- 
eases of  the  arteries  which  sup- 
ply the  lower  extremities  that  result  in  de- 
ficient arterial  circulation.  Because  of  the 
relative  inadequacy  of  treatment  in  the  past, 
little  interest  was  directed  toward  distin- 
guishing the  various  pathologic  types  of  ar- 
terial involvement.  During  the  past  five 
years,  however,  a remarkable  number  of 
articles  have  been  written  to  clarify  and  de- 
scribe the  disease  entities  and  show  the  suc- 
cessful surgical  corrective  procedures. 

There  are  many  vascular  problems  affect- 
ing the  legs  but  the  most  important  and  most 
frequently  seen  is  the  arteriosclerotic  vari- 
ety. This  paper  will  be  confined  to  a discus- 
sion of  this  group. 

Today,  it  is  not  enough  for  the  physician 
to  state  that  his  patient  has  an  arterioscle- 
rotic peripheral  vascular  disease.  He  must 
distinguish  between  types.  For  example, 
there  is  a marked  difference  between  the 
non-diabetic  and  the  diabetic  arteriosclerotic 
extremities.  The  latter  are  perhaps  ten 
years  further  advanced  in  the  degree  of  vas- 
cular destruction.  Also,  the  pattern  of  ar- 
terial involvement  is  materially  different. 
It  is  not  at  all  unusual  to  encounter  a dia- 
betic patient  with  gangrene  of  the  toe  or 
toes  and  yet  the  dorsalis  pedis  or  posterior 
tibial  pulses  will  be  strong.  This  is  not  seen 
in  the  non-diabetic  patient. 

It  is  equally  clear  that  among  the  non- 
diabetic patients  significant  variations  oc- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1957. 
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cur.  Some  with  severe  intermittent  claudi- 
cation have  excellent  skin  nutrition  and  even 
rather  warm  feet.  Others  who  have  similar 
symptoms  may  show  severe  atrophy,  ulcera- 
tion, and  gangrene. 

The  fundamental  variant  is  that  arterio- 
sclerotic changes  are  not  diffuse  and  equally 
spread  but  rather  are  often  a very  patchy 
process.  In  the  diabetic  group,  small  term- 
inal vessels  are  particularly  prone  to  de- 
struction and  one  frequently  encounters  lo- 
cal tissue  necrosis  and  gangrene.  Non-dia- 
betic arteriosclerotic  patients  vary  between 
two  extremes,  one  a complete  thrombosis  of 
the  terminal  aorta  with  a nearly  normal 
peripheral  bed,  the  other  diffuse  narrowing 
and  nearly  total  involvement  of  the  periph- 
eral bed.  Symptoms,  findings,  and  therapy 
are  determined  entirely  by  the  pathologic 
changes  present  in  a given  case. 

Beck  et  al1  classified  arteriosclerosis  oblit- 
erans into  four  groups: 

1.  Warm  extremities,  including  toes,  feet 
of  normal  color  with  no  trophic  chang- 
es. The  symptom  involved  is  inter- 
mittent claudication  and  results  from 
a short  segmental  occlusion  of  a ma- 
jor vessel. 

2.  Cold  foot  when  exposed  to  average 
room  temperature,  no  trophic  changes 
and  no  obvious  color  changes.  This  is 
secondary  to  long  segmental  occlusion 
of  a major  vessel. 

3.  Toes  are  shiny,  atrophic,  cold,  and 
cyanotic,  but  the  mid-foot  and  heel  are 
warm.  The  lesion  in  this  group  is  a 
combination  of  a segmental  occlusion 
of  a major  vessel  with  closure  or  dam- 
age to  the  terminal  vascular  bed. 

4.  The  terminal  phase  with  severe  is- 
chemia, severe  color  change,  areas  of 
ulceration  or  gangrene,  and  severe  rest 
pain. 
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Humphries  et  al2  simplified  the  classifi- 
cation. They  describe  Group  1 as  segmental 
block,  Group  2 as  multiple  segmental  blocks 
or  moderately  diffuse  with  segmental  blocks, 
and  Group  3 with  minimal  exit  flow. 

In  our  personal  experience,  the  clinical 
management  is  based  on  three  evident  subdi- 
visions. First,  those  with  primary  involve- 
ment of  the  terminal  aorta  or  aortic-iliac 
vessels.  Second,  those  with  femoral  occlu- 
sion. Third,  those  with  destruction  of  the 
terminal  vascular  bed.  It  must  be  recog- 
nized that  in  no  case  is  a pure  subdivision 
encountered.  There  is  primary  involvement, 
but,  to  varying  degrees,  the  entire  vascular 
bed  is  involved  in  each  case.  The  more  pre- 
cise and  confined  the  involvement,  the  more 
specific  one  can  be  in  predicting  the  results 
of  therapy. 

Leriche3  receives  credit  for  the  interest 
shown  in  chronic  aortic-iliac  obliterative  dis- 
ease. It  was  once  thought  to  be  a rare  prob- 
lem, but  now  a rapidly  increasing  number 
of  cases  is  recognized.  Basically,  this  en- 
tity is  limited  anatomically  to  the  aorta  from 
the  level  of  the  renal  arteries  to  just  beyond 
the  division  into  the  iliac  arteries.  There 
are  two  varieties  — complete  occlusion,  and 
partial  or  incomplete  occlusion.  In  the  lat- 
ter type,  one  may  encounter  narrowing  of 
the  aortic  lumen  with  one  occluded  and  one 
patent  iliac  vessel.  The  possible  variations 
are  limited  only  by  the  number  of  patients 
involved. 

Before  symptoms  of  a vascular  disorder 
become  evident  the  pathologic  changes  are 
already  extensive.  It  requires  an  80  to  90 
per  cent  decrease  in  the  size  of  the  lumen  be- 
fore any  symptoms  are  present.  This  is  ex- 
plained by  the  increased  velocity  of  the  jet 
stream  through  the  narrowed  area.  Obvi- 
ously the  margin  remaining  after  the  ad- 
vent of  symptoms  is  small. 

The  most  significant  symptom  is  intermit- 
tent claudication.  Particularly  noteworthy 
is  the  frequency  of  claudication  of  hips, 
thighs,  and  low  back.  Here  an  error  of  in- 
terpretation can  be  made,  hip  disease  or  her- 
niated intervertebral  disc  being  most  fre- 
quently considered.  In  complete  thrombosis, 
80  per  cent  of  males  have  sexual  impotence, 
while  in  those  with  incomplete  occlusion 
only  8 per  cent  have  this  complaint4.  Phys- 
ical findings  are  very  significant  in  the  diag- 
nosis of  this  disorder.  These  patients  show 
few  nutritional  changes  in  the  legs  or  feet, 
the  skin  is  not  atrophic,  hair  distribution  is 


maintained,  toenails  are  normal,  and  the  fat 
pads  of  the  toes  are  maintained.  In  com- 
plete occlusion  of  the  aortic-iliac  vessels, 
there  is  an  absence  of  femoral  pulses.  In 
patients  with  partial  block,  femoral  pulsa- 
tions may  be  absent,  much  diminished  or  of 
apparently  different  intensity  on  the  two 
sides.  One  frequently  hears  a systolic  mur- 
mur over  the  upper  abdomen  in  the  stenotic 
group. 

Because  of  the  incidence  and  severity  of 
the  complications  with  trans-lumbar  aor- 
tography, it  is  used  in  this  disease  entity 
only  for  specific  indications.  It  has  been 
our  experience  that  in  complete  occlusion  of 
the  terminal  aorta  or  aortic-iliac  vessels  lit- 
tle is  gained  by  this  study.  Clinical  evidence 
is  sufficient  to  make  the  diagnosis  and  the 
peripheral  bed  is  always  sufficient  to  per- 
mit adequate  corrective  surgery.  In  those 
with  incomplete  occlusion,  aortography 
should  be  done  as  it  is  necessary  to  estab- 
lish the  extent  and  localization  of  the  vas- 
cular damage.  In  these  patients,  peripheral 
involvement  is  more  extensive  and  evaluation 
of  the  outflow  tract  is  vital. 

The  therapy  employed  in  these  patients  is 
predicated  on  the  desirability  of  relieving 
incapacitating  symptoms.  There  is  a gradu- 
al extension  of  the  pathologic  changes  in  the 
vessel.  This  leads  to  propagation  of  the 
thrombotic  process  cephalad  with  the  possi- 
bility of  ultimate  occlusion  of  the  renal  ar- 
teries. The  surgical  treatment  employed  is 
resection  of  the  aorta  from  just  below  the 
renal  arteries  to  a point  beyond  the  bifurca- 
tion where  a satisfactory  outflow  bed  is 
found.  This  generally  is  to  the  external  iliac 
or  femoral  artery.  Often  a thrombo-endar- 
teriotomy  is  needed  at  the  renal  level  to  pre- 
pare for  successful  grafting.  Various  pros- 
theses  are  available.  Homografts  or  nylon, 
orlon  or  teflon  fabric  grafts  are  used.  We 
prefer  nylon  bifurcation  prostheses  and  find 
them  very  satisfactory.  The  operative  risk 
is  below  5 per  cent.  Ordinarily  the  morbid- 
ity is  slight.  Humphries  et  al5  report  a 95 
per  cent  chance  that  the  graft  will  remain 
satisfactory.  Because  of  the  relatively  low 
risk  in  an  otherwise  serious  and  progressive 
disease,  one  finds  considerable  security  in 
recommending  this  corrective  surgery  to  pa- 
tients. 

Primary  segmental  occlusion  of  the  fe- 
moral artery  gives  rise  to  another  clinical 
variety  of  vascular  insufficiency.  The  most 
frequent  site  of  vessel-occlusion  is  at  the  ad- 
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ductor  canal.  The  involvement,  however, 
may  vary  from  a very  short  segmental  block 
to  complete  thrombosis  of  the  femoral  ar- 
tery. Surprisingly,  the  vessels  proximal  and 
distal  to  the  involved  areas  may  be  nearly 
normal. 

These  patients  also  seek  medical  aid  be- 
cause of  intermittent  claudication.  The  site 
of  claudication  is  at  a lower  level  than  with 
aortic-iliac  occlusions.  Distress  is  usually  in 
the  calf.  Striking  in  these  patients  is  the 
absence  of  serious  nutritional  changes  in  the 
foot  and  leg.  There  is  little  skin  atrophy, 
hair  distribution  is  maintained  and  the  fat 
pads  of  the  toes  are  unchanged.  Generally, 
peripheral  pulses  beyond  the  femoral  level 
are  absent. 

The  exact  diagnosis  is  dependent  on  ar- 
teriograms. These  are  done  percutaneously. 
It  is  most  essential  to  establish  the  peripher- 
al run  off  beyond  the  area  of  block.  In 
doubtful  cases,  surgical  exploration  of  the 
popliteal  fossa  and  vessels  is  indicated.  In 
this  occasional  case,  if  an  adequate  vessel  is 
found,  corrective  surgery  is  completed. 

Vascular  stenosis  from  arteriosclerosis  is 
not  a static  disease.  As  stenosis  increases 
or  with  an  area  of  complete  closure,  an  area 
of  limited  disease  can  rather  suddenly  show 
proximal  and  distal  propagation  of  clots  with 
symptoms  of  serious  insufficiency.  Early 
evaluation  and  treatment  can  thereby  be 
fruitful  in  the  avoidance  of  serious  compli- 
cations. 

Segmental  occlusion  tends  to  occur  about 
ten  years  earlier  than  diffuse  involvement. 
It  is  more  common  in  males.  The  younger 
the  patient  and  the  more  rapid  its  onset,  the 
better  the  chances  are  for  successful  surgical 
therapy.  Old  age  per  se  is  no  contraindica- 
tion for  evaluation.  Our  oldest  patient  with 
segmental  femoral-artery- thrombosis  is  71 
years  of  age.  He  had  imminent  gangrene  of 
the  great  toe  with  an  ulceration  of  the  distal 
tip.  He  had  a graft  replacement  about  the 
thrombosed  vessel  from  the  inguinal  liga- 
ment to  the  popliteal  artery  at  the  knee.  His 
symptoms  of  claudication  and  mild  rest  pain 
disappeared,  the  ulceration  healed,  and  his 
status  is  now  very  good. 

The  chief  concern  in  femoral  vessel-dis- 
ease is  not  the  site  of  proximal  occlusion. 
The  important  consideration  is  the  status  of 
the  distal  run  off  bed.  It  is  possible  to  de- 
liver a vigorous  blood  supply,  but  if  it  cannot 
be  distributed  the  graft  will  subsequently 


become  thrombosed.  Originally  most  sur- 
geons excised  the  diseased  segment  and  re- 
placed it  with  a vessel  graft  end  to  end.  The 
results  with  this  method  are  not  satisfactory. 
Linton6  reports  a 60  per  cent  failure  rate 
using  this  technic.  Using  a by-pass  vessel 
graft  without  excision,  Linton  has  only  a 19 
per  cent  failure.  This  means  salvage  of  81 
per  cent  that  otherwise  would  be  in  serious 
difficulty. 

The  by-pass  operation  consists  essentially 
of  adding  a new  vessel  to  the  extremity  with- 
out altering  the  existing  channels.  The  ad- 
vantages are  many.  One  does  not  disturb 
functioning  collateral  vessels.  The  operative 
dissection  is  simpler  and  less  traumatic. 
There  is  less  morbidity  and  fewer  complica- 
tions. Even  when  the  graft  fails  by  subse- 
quent thrombosis,  little  difference  is  seen 
from  the  preoperative  status  as  a usual  rule. 
In  general,  one  has  much  to  gain  with  mini- 
mal risk.  Using  the  by-pass  technic,  the 
proximal  level  of  graft  attachment  must  be 
one  with  sufficient  in-flow  possibilities.  The 
distal  graft  implantation  must  be  below  seri- 
ous occlusive  disease.  It  is  mandatory  to 
insure  a good  run  off.  Because  of  the  small- 
ness of  vessels  it  cannot  be  below  the  popli- 
teal artery.  There  are  two  limitations  to 
this  procedure,  first  the  anatomical  one  of 
not  grafting  distal  to  the  popliteal  artery  and 
second  the  popliteal  divisions  must  be  suf- 
ficiently patent  to  deliver  the  increased 
blood  volume. 

It  is  apparent  that  the  selection  of  cases 
for  surgery  is  of  paramount  importance. 
One  man  will  call  the  run  off  sufficient  while 
another  will  feel  the  chance  for  success  is 
too  small  to  justify  the  surgical  attempt. 
Eiseman7  reports  that  he  felt  only  34  per 
cent  of  his  patients  were  suitable  candidates. 
Szilagyi8  indicates  a threefold  increase  in 
failures  when  the  patient  has  severe  versus 
mild  vessel-involvement.  He  also  stresses 
late  failure  due  to  a continuation  of  the  dis- 
ease process  in  the  peripheral  bed.  Hum- 
phries et  al2  believe  arteriography  should  be 
done  in  all  patients  with  pre-gangrenous  or 
gangrenous  limbs  since  nearly  50  per  cent 
may  be  saved  by  arterial  graft.  It  is  per- 
haps justifiable  in  such  serious  disease- 
processes  to  stress  the  salvage  percentage 
rather  than  the  failures.  Experience  has 
shown  that  lesser  measures  terminate  in  un- 
fortunate ways. 

The  last  group  of  patients  is  those  with 
primary  diffuse  involvement  of  the  terminal 
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bed.  In  this  group  will  fall  most  of  the  dia- 
betic arteriosclerotic  patients,  those  with 
Buerger’s  disease,  and  some  of  the  non-dia- 
betic arteriosclerotics.  The  latter  are  most 
likely  to  be  in  the  old-age-group.  These  pa- 
tients may  have  symptoms  similar  to  those 
previously  described.  In  addition,  rest  pain, 
neuritic  distress,  atrophy,  skin  changes,  loss 
of  hair,  fat-pad-atrophy,  redness  on  depend- 
ency with  pallor  on  elevation  are  frequently 
present.  The  etiologic  basis  and  extent  of 
changes  determine  the  therapeutic  approach. 

In  the  non-diabetic  arteriosclerotic  pa- 
tient with  advanced  peripheral  obliteration, 
little  can  be  done  to  materially  alter  the  dis- 
ease process.  Broad  general  efforts  are 
used.  It  is  necessary  for  them  to  stop  smok- 
ing. Careful  instruction  in  care  of  the  feet 
is  needed  so  as  to  avoid  infections  or  trau- 
ma. Exposure  of  the  extremities  to  ex- 
tremes of  heat  or  cold  should  be  avoided. 
Muscular  activity  to  the  point  of  claudica- 
tion is  recommended  for  improving  circula- 
tion. Drug  therapy  generally  is  of  little 
help.  The  response  to  the  program  is  usual- 
ly pleasing  neither  to  the  patient  nor  the 
doctor. 

Individuals  with  diabetic  sclerotic  changes 
usually  do  not  fall  into  the  group  that  re- 
spond to  vascular  replacements.  It  is  im- 
portant, however,  not  to  exclude  them  from 
careful  evaluation  as  otherwise  certain  cor- 
rectable lesions  will  be  overlooked.  In  a 
small  percentage  by-pass  grafts  can  be  used. 
In  all  of  them  the  previously  outlined  gen- 
eral measures  are  carried  out.  In  some  of 
these  patients  lumbar  sympathetcomy  is 
helpful.  The  effect  is  produced  by  reducing 
peripheral  bed-resistance  which  gives  in- 
creased collateral  blood  flow.  Its  chief  ef- 
fect is  primarily  in  improving  skin  nutri- 
tion. There  is  doubt  that  it  materially  alters 
muscular  blood  flow.  Because  of  the  added 
danger  of  infection  in  diabetics,  lumbar 
sympathectomy  may  aid  in  its  control.  This 
is  secured  by  reduced  heat  loss  via  sweating, 
less  moisture  and  maceration  between  the 
toes  which  decreases  potential  portals  of  en- 
try for  infection. 

Buerger’s  disease  is  managed  quite  sim- 
ilarly to  the  above.  Vascular  grafts  are  not 
applicable.  Avoidance  of  tobacco  is  abso- 
lutely essential.  Sympathectomy  will  con- 
tribute much  to  the  maximum  control  of  this 
group. 

Selection  of  patients  for  lumbar  sympa- 
thectomy should  be  made  as  carefully  as  for 


vascular  grafting  if  optimum  results  are  to 
be  secured.  Hoffert9  recommends  its  use 
in  those  under  55  years  of  age.  In  older 
age-groups  it  is  considered  if  a good  response 
follows  a spinal  anesthetic  block.  Leeds  et 
al10  found  their  best  results  in  those  with 
increased  vasomotor  tone  and  no  arterial  ob- 
literation. It  is  apparent  that  surgical  res- 
toration of  vascular  patency  is  much  to  be 
preferred  to  sympathectomy  if  it  can  be 
achieved. 

SUMMARY 

1.  The  management  of  arterial  disease  of 
the  lower  extremities  depends  on  the 
site  of  block. 

2.  Specific  diagnosis  depends  on  charac- 
teristic history,  physical  findings,  and 
arteriography. 

3.  Lesions  of  the  terminal  aorta  are 
managed  by  excision  of  the  aorta  with 
bifurcation  graft  replacement. 

4.  Occlusion  of  femoral  arteries  is  best 
treated  by  by-pass  graft  substitution. 

5.  Peripheral  bed  involvement  is  con- 
trolled by  general  medical  manage- 
ment with  lumbar  sympathectomy  in 
selected  cases. 
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Peripheral  Arterial  Insufficiency: 

EVALUATION  AS  THE  BASIS  OF  THERAPY* 


Because  arteriosclerosis  may  be  diffuse, 
''spotty/'  or  both,  total  evaluation  of  the  arterial 
system  is  necessary  before  deciding  on  a surgi- 
cal approach  to  treatment  of  arterial  occlusive 
disease.  This  author  points  out,  as  examples, 
that  successful  surgical  treatment  of  peripheral 
arterial  occlusion  is  relatively  useless  in  the  pa- 
tient who  is  about  to  die  of  coronary  thrombosis 
or  of  cerebrovascular  accident;  or  to  supply  a 
new  channel  replacing  an  occluded  femoral  ar- 
tery where  the  "run-off-bed"  beyond  that  point 
will  not  carry  the  increased  supply  of  blood  to 
the  foot,  leg,  and  skin. 

—EDITOR 

ITH  an  apology  for  what  might 
appear  to  be  presumption  it  is 
axiomatic  that  before  one  treats 
a disease  or  disturbance  one  should  know 
exactly  what  he  is  treating.  With  limita- 
tions in  human  knowledge  this  is  not  always 
possible  in  clinical  medicine  and,  as  we  are 
all  aware,  frequently  one  must  treat  disease 
indirectly  and  symptomatically  without  hav- 
ing a clear  concept  of  the  exact  nature  or 
cause  of  the  illness.  Until  such  time  as  hu- 
man knowledge  becomes  more  adequate,  we 
are  forced  into  a position  of  attempting  to 
evaluate  a situation  as  clearly  as  possible 
before  proceeding  with  any  therapeutic  ap- 
proach toward  it. 

The  causes  of  the  disease  processes  which 
lead  to  occlusive  arterial  disease  are  un- 
known in  both  of  its  most  common  manifes- 
tations, namely,  arteriosclerosis  and  non- 
specific inflammatory  angiitis.  The  latter 
form  is  perhaps  best  exemplified  in  thrombo- 
angiitis obliterans  or  Buerger’s  disease.  The 
single  most  common  manifestation  of  occlu- 
sive arterial  disease  is  that  due  to  arterio- 
sclerosis. Until  such  time  as  the  cause  of  ar- 
teriosclerosis is  identified  our  approach  to 
the  problem  lies  in  establishing  as  accurate- 
ly as  possible  the  manifestations  and  location 
of  the  occluding  lesion  responsible  for  the 
arterial  insufficiency.  Although  arterioscle- 
rosis is  a process  involving  the  general  econ- 
omy of  the  body  it  may  manifest  itself  in 
selected  sites;  it  is  commonly  not  seen  as  a 
diffuse  process  throughout  the  vascular  tree. 
This  is  a significant  appreciation  developed 
in  recent  years  which  affords  a rational  ap- 
proach to  the  treatment  of  peripheral  ar- 
terial insufficiency.  This  same  appreciation 
is  the  basis  for  the  rapid  surgical  progress 
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that  has  been  made  in  attacking  arterial  in- 
sufficiency. 

If  one  is  to  use,  intelligently,  the  newer 
surgical  approaches  of  segmental  grafts  and 
by-pass  operations  for  occluded  arterial  seg- 
ments or  for  arterial  occlusion,  it  is  abso- 
lutely essential  to  distinguish  between  the 
diffuse  form  of  arteriosclerosis  and  the  seg- 
mental form  as  the  cause  in  a given  instance 
of  chronic  arterial  insufficiency.  This  is 
also  true  in  instances  of  acute  arterial  in- 
sufficiency. The  signs  of  arterial  insuffi- 
ciency may  precede  by  a long  time  the  symp- 
toms of  arterial  insufficiency.  The  reason 
for  this  is  that  the  metabolic  demands  of  the 
extremities  for  blood  are  lower  than  for  or- 
gans in  other  parts  of  the  body.  Therefore, 
the  extremity  may  function  acceptably  for  a 
given  individual  without  any  symptoms  of 
peripheral  ischemia  yet  the  signs  of  such 
ischemia  are  manifest  when  sought.  By  the 
time  symptoms,  such  as  intermittent  claudi- 
cation or  trophic  changes  in  the  skin,  occur 
one  can  be  sure  that  the  arterial  occlusive 
process  is  moderately  advanced.  This  is  the 
time  when  the  patient  generally  calls  for 
medical  help.  It  is  at  this  stage  that 
one  must  evaluate  accurately  the  degree  of 
arterial  insufficiency  and  the  kind  of  occlu- 
sion which  has  caused  arterial  insufficiency. 
In  general  it  can  be  stated  that  one  can  es- 
tablish the  presence  of  diffuse  arterial  oc- 
clusive changes  wherein  the  surgical  ap- 
proach will  produce  much  less  satisfactory 
or  even  damaging  results.  This  places  an 
extremely  difficult  burden  on  the  practition- 
er because  he  has  to  decide  what  can  be  done 
in  this  instance.  In  contrast  to  this,  when 
one  can  determine  that  the  obstruction  pro- 
ducing the  arterial  insufficiency  is  localized, 
then  one  has  a rational  basis  for  considering 
a direct  surgical  approach. 

The  differentiation  of  these  two  types  of 
occlusive  lesions  which  lead  to  inadequate 
blood  flow  to  the  extremities  lies  in  the  deter- 
mination of  the  degree  of  ischemia  manifest- 
ed by  physical  examination.  Although  in 
each  instance  the  patient  may  complain  of 
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intermittent  claudication  the  person  with  a 
segmental  occlusion  will,  in  general,  give  a 
much  longer  duration  of  his  claudication 
than  the  person  with  diffuse  arterial 
changes.  The  reason  for  this  is  that  the  in- 
dividual who  has  developed  a segmental  ob- 
struction has  done  so  insiduously  and  has  al- 
lowed his  collateral  circulation  to  become 
well  developed.  This  mechanism  compen- 
sates with  sufficient  blood  flow  so  that  the 
tissues  of  the  foot  remain  in  good  condition 
and  the  only  abnormality  is  the  muscle 
ischemia  manifested  during  exercise.  In 
contrast  to  this,  the  individual  with  occlu- 
sive changes  begins  to  show  signs  of  ische- 
mia such  as  dependent  rubor,  trophic 
changes  in  the  skin,  and  rest  pain  shortly 
after  the  onset  of  intermittent  claudication. 
In  general  the  signs  of  ischemia  such  as  de- 
pendent rubor,  delayed  color  return,  and  de- 
layed venous  filling  time  are  peculiar  to 
both  the  diffuse  and  segmental  obstructive 
arterial  lesions.  In  the  diffuse  type,  how- 
ever, the  findings  are  more  pronounced. 

The  triad  of  intermittent  claudication, 
high  absent  pulses  without  trophic  changes, 
and  the  absence  of  marked  evidence  of  is- 
chemia are  clinically  indicative  of  a seg- 
mental stenosis  or  thrombosis.  The  exact 
delineation  of  the  extent  of  the  segmental 
obstruction  lies  with  aortography  or  angi- 
ography. In  the  diffuse  form  of  arterioscle- 
rosis obliterans  without  impending  gangrene 
and  with  the  presence  of  high  peripheral 
pulses  the  chance  for  improvement  in  skin 
ulcers  and,  many  times,  improvement  in  the 
claudication-distance  is  excellent,  on  a con- 
servative or  medical  regimen.  The  explana- 
tion for  this  is  that  even  though  the  process 
involving  the  arteries  is  diffuse  there  are 
still  remaining  collateral  vessels  which,  when 
relieved  from  abnormal  vasoconstrictor  tone, 
may  allow  for  the  additional  load  of  blood 
needed  peripherally.  When  the  collateral 
vessels  have  been  dissipated  due  to  the  ar- 
triosclerosic  process,  whether  by  chronic  oc- 
clusion or  by  a recent  acute  thrombosis,  then 
there  is  usually  gangrene.  Prior  to  this  time 
a conservative  regimen  directed  at  lessening 
the  increased  vasomotor  tone  is  oftentimes 
sufficient  to  add  the  minimum  required 
amount  of  blood  to  take  care  of  the  metab- 
olic tissue  demands  and  allow  healing  of  ul- 
ceration. It  is  this  capacity  of  the  collateral 
circulation  to  take  over  and  maintain  mini- 
mal but  adequate  circulation  in  the  skin 
which  is  so  well  observed  in  older  people. 
These  elderly  people  may  get  along  very  well 


for  many  years  without  any  catastrophe  as 
long  as  the  skin  of  the  feet  is  not  injured  by 
trauma  or  infection. 

It  is  common  in  the  very  elderly  age 
groups  to  find  marked  evidence  of  periph- 
eral arterial  insufficiency  without  culmina- 
tion in  gangrene  or  amputation.  It  is  this 
observation  of  the  signs  of  marked  arterial 
insufficiency  in  the  absence  of  ulceration 
which  clearly  shows  the  capacity  of  the  limb 
to  survive  even  though  there  is  an  extreme- 
ly decreased  amount  of  blood  flow  to  the 
limb.  This  is  a deficiency  of  great  import- 
ance when  the  individual  damages  the  skin 
of  the  foot,  because  it  is  at  this  time  that 
ulceration  or  gangrene  develops.  I can  see 
no  reason  for  lumbar  sympathectomy  in  this 
group  until  such  time  as  there  is  a break  in 
the  skin.  Then  it  becomes  necessary  for  a 
rapid  increase  in  the  skin-blood-flow  in  or- 
der for  healing  of  the  ulceration  to  take 
place.  As  a matter  of  fact  I do  not  see  any 
reason  for  any  direct  treatment  in  this 
group  other  than  to  encourage  walking.  I 
think  treatments  with  medication  which  are 
effective  in  releasing  excessive  vasomotor 
tone  become  important  only  when  there  is 
a breakdown  in  the  skin  of  the  extremity. 
A regimen  which  appears  to  be  most  effec- 
tive in  increasing  skin-blood-flow  to  induce 
epithelization  of  the  skin-ulcer,  embraces 
keeping  the  ulcerated  area  free  of  infection, 
the  use  of  reflex  heat  by  means  of  heat  to 
the  abdomen,  and  the  use  of  vasodilators 
which  are  effective  in  decreasing  the  ex- 
cessive vasoconstrictor  tone  which  accom- 
panies diffusely  sclerotic  arteries. 

In  the  individual  with  intermittent  claudi- 
cation in  whom  claudication  has  been  get- 
ting worse  and  who  has  marked  signs  of 
peripheral  ischemia  the  outlook  is  generally 
less  favorable.  In  this  type  of  individual 
the  collateral  vessels  have  usually  been  dis- 
sipated during  the  many  years  in  which  they 
were  used  to  compensate  for  his  obstruction 
of  a major  vessel  and  now,  with  the  marked 
progression  of  his  claudication,  one  can  infer 
quite  correctly  that  he  has  suffered  a throm- 
botic episode  causing  complete  obstruction 
of  the  main  channel  and  that  the  use  of  most 
measures  is  faced  with  meager  success.  In 
this  latter  instance,  again,  if  high  pulses 
remain,  such  as  the  femoral,  then  it  may  be 
reasonable  to  use  sympathectomy  as  a means 
of  increasing  flood  flow  to  the  skin  to  tide 
these  tissues  over  a period  of  acute  ischemia. 
However,  my  more  common  practice  has 
been  to  use  repeated  lumbar  sympathetic 
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blocks  and  to  follow  this  with  anticoagulant 
therapy.  The  success  or  failure  of  either 
surgical  or  medical  management  in  these 
cases  is  evident  within  two  or  three  weeks 
as  manifest  by  development  of  a black  toe 
or  gangrene  with  extension.  At  this  stage 
it  is  quite  clearly  indicated  that  the  limb 
has  lost  its  capacity  to  survive,  and  amputa- 
tion is  necessary.  One  can  be  very  certain 
that  the  sudden  total  occluding  process  is 
due  to  a thrombosis  if  he  can  exclude  auricu- 
lar fibrillation  and  a recent  myocardial  in- 
farction. 

The  problem  of  a localized  obstruction  due 
to  a segmental  thrombus  or  to  a stenosis 
generaly  due  to  an  arteriosclerotic  plaque 
allows  of  a more  direct  surgical  approach. 
However,  it  has  been  our  experience  that  in 
order  to  properly  select  the  individual  on 
whom  a direct  surgical  approach  is  antici- 
pated it  is  necessary  to  evaluate  the  distal 
and  proximal  status  of  the  lumen  of  the  ar- 
tery involved.  The  best  means  of  doing  this 
is  angiography.  It  is  well  realized  that  the 
result  of  this  method  is  not  absolute  except 
in  instances  where  there  is  countercurrent 
filling  or  refilling  of  the  distal  segment  by 
collateral  circulation.  In  such  angiograms, 
if  the  distal  segment  is  not  visualized,  one 
has  no  concept  of  the  distal  termination  of 
the  occluding  process.  This  is  well  exempli- 
fied in  a thrombus  occuring  in  the  external 
or  common  iliac  artery  with  failure  to  visu- 
alize the  caudal  extension  of  this  artery 
showing  a normal  outline  of  the  distal  seg- 
ment of  the  artery  due  to  refilling  with  the 
dye.  In  these  instances  when  there  is  fail- 
ure to  visualize  the  distal  propagation  of  the 
artery  one  cannot  be  certain  that  throm- 
bosis or  arteriosclerotic  narrowing  does  not 
extend  peripherally  along  the  length  of  the 
artery  which,  in  effect,  is  the  same  as  dif- 
fuse involvement  of  this  artery.  Such  a 
condition,  as  indicated,  does  not  permit  di- 
rect surgical  approach. 

The  individual  complaining  of  high  claudi- 
cation, in  the  area  of  the  thigh  or  hip,  with 
bilateral  absence  of  femoral  pulsations  and 
in  whom  the  nutrition  of  the  skin  appears 
good,  is  known  now  to  have  Lerische’s  syn- 
drome. In  this  particular  problem,  if  there 
is  good  refilling  of  the  main  artery  distal 
to  the  thrombus  and  if  the  aortic  thrombus 
has  not  extended  too  far  proximally  so  as 
to  involve  the  renal  arteries  direct  surgical 
repair  offers  a rational  approach.  However, 
a more  common  experience  has  been  to  find 
complete  absence  of  pulses  high  in  one  ex- 


tremity with  diminution  of  the  higher  pulses 
in  the  opposite  extremity  associated  with 
complete  block  of  one  common  iliac  artery 
but  diffuse  sclerotic  stenosis  in  the  opposite 
ileo-femoral  artery  as  delineated  by  aortog- 
raphy. One  wonders  with  great  doubt  as 
to  the  real  value  of  using  an  aortic  bifurca- 
tion graft  in  this  instance,  because  this, 
again,  is  a segmental  obstruction  superim- 
posed on  a more  diffuse  process. 

Since  the  concept  of  arteriosclerosis  em- 
braces a generalized  disease  although  it  may 
have  manifestations  which  are  spotty  in  dis- 
tribution, a total  evaluation  of  the  vascular 
channels  of  the  entire  body  systems  is  neces- 
sary before  one  can  establish  a rational  basis 
for  treatment  of  peripheral  arterial  insuffi- 
ciency. This  is  well  illustrated  in  the  indi- 
vidual who,  in  addition  to  segmental  or  dif- 
fuse peripheral  arterial  insufficiency,  may 
have  coronary  or  cerebral  vascular  occlusive 
changes.  There  is  little  wisdom  in  a forma- 
tive approach  by  direct  surgical  means  to 
relieve  an  individual  with  a regional  obstruc- 
tion in  the  terminal  aorta,  or  lower,  whose 
extremities  are  not  threatened,  when  the  op- 
portunity for  loss  of  life  is  very  real  due  to 
coronary  or  cerebral  arteriosclerosis.  Up 
to  the  moment  there  are  no  long-term  studies 
to  tell  us  completely  what  the  outcome  of 
the  untreated  patient  with  a terminal  aorto- 
iliac  occlusion  may  be  without  surgical 
treatment. 

It  is  known  and  we  have  had  experience 
with  some  instances  in  which  these  thrombi 
extended  up  into  the  renal  arteries  and  pro- 
duced death  due  to  renal  failure.  In  gen- 
eral, this  upward  extension  is  not  as  com- 
mon as  that  the  local  thrombotic  invasion 
of  the  terminal  aorto-iliac  area  remains 
fixed,  and  the  individual  gets  along  without 
threat  to  his  limb  for  many  years.  It  is  be- 
cause of  this  observation  that  one  must  care- 
fully consider  these  patients  and  select  those 
who  should  be  treated  surgically  for  a dis- 
ease which  is  generalized  and  may  be  a 
much  greater  threat  to  his  life  by  virtue  of 
its  coronary  or  cerebral  localizations. 

In  summary,  then,  the  basis  for  treating 
peripheral  arterial  insufficiency  is  directly 
related  to  an  evaluation  based  upon  estab- 
lishing the  diffuse  or  segmental  nature  of 
the  arteriosclerotic  process.  In  addition  to 
this,  proper  therapy  of  peripheral  arterial 
insufficiency  embraces  the  evaluation  of  the 
total  circulatory  status  of  the  patient  prior 
to  a consideration  of  a direct  surgical  ap- 
proach. 
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MANAGEMENT  of 

Pediatric  Allergies* 


The  apparent  increase  in  allergic  conditions 
in  infants  is  consonant  with  the  increased  use  of 
cow's  milk  and  proportional  to  the  decrease  in 
breast-feeding.  In  infants,  the  manifestations  of 
allergy  may  be,  in  part,  disturbances  in  physio- 
logic processes  rather  than  settled  pathologic 
change,  consequently  curable.  Treatment  is  di- 
rected not  only  toward  the  comfort  of  the  patient 
but  toward  preventing  progression  into  a chronic, 
disabling,  often  fatal  condition  such  as  asthma. 

—EDITOR 

NO  current  problem  is  more 
pressing  than  the  proper  man- 
agement of  allergic  diseases  as 
they  present  themselves  in  infants  and  chil- 
dren. One  must  be  aware  of  the  high  inci- 
dence of  allergic  diseases  in  order  to  look 
for  them  and  to  treat  them  at  the  earliest 
possible  time.  Early  treatment  may  prevent 
the  progression  of  minor  problems  to  a more 
chronic  allergic  state  such  as  asthma. 

The  incidence  of  major  allergic  manifesta- 
tions (eczema,  perennial  allergic  rhinitis, 
chronic  or  recurrent  urticaria,  pollinosis, 
and  asthma)  in  the  adult  population  is  gener- 
ally thought  to  be  about  10  per  cent1.  No 
convincing  studies  have  been  made  to  show 
the  percentage  of  pediatric  patients  who 
have  major  allergies  but  it  must  be  higher 
than  in  the  adult  group. 

The  goal  of  proper  allergic  management 
in  the  pediatric  patient  is  threefold: 

1.  Prevention  of  sensitization  in  the 
infant  known  to  be  potentially  al- 
lergic because  of  the  presence  of  al- 
lergic disease  in  his  parents  or  sib- 
lings. 

2.  Treatment  of  the  allergic  disease 
with  all  means  at  our  disposal  to  al- 
leviate the  presenting  symptoms  and 
to  prevent  additional  sensitizations, 
through  control  of  food  and  environ- 
ment. 

3.  Prevention  of  the  progression  of  al- 
lergic disease  to  chronic  and  severe 
states  such  as  asthma. 

Allergic  diseases  in  children  are  too  often 
ignored  despite  the  fact  that  results  of  ac- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1957. 
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five  treatment  are  generally  more  effective 
than  in  adults.  Some  “cures”  can  be  expect- 
ed, most  patients  can  be  helped,  and,  unless 
the  condition  has  been  allowed  to  progress 
without  attention,  we  are  dealing  with  al- 
tered physiologic  state  rather  than  irrevers- 
ible pathologic  condition. 

The  prevention  of  a pathological  state  is 
always  desirable.  Grulee  and  Sanford2  have 
shown  that  eczema,  usually  the  first  definite 
sign  of  allergy  in  the  infant,  is  seven  times 
less  frequent  in  the  breast  fed  infant.  There 
can  be  little  doubt  that  the  actual  and  appar- 
ent increase  in  allergic  disease  being  seen  at 
the  present  time  has  been  due,  along  with 
other  factors,  to  the  unpopularity  of  breast 
feeding. 

Todd3  states  that  the  infant  whose  parents 
are  both  allergic  has  a 75  per  cent  chance  of 
becoming  allergic.  Clein4,  reporting  on  100 
allergic  and  100  non-allergic  children,  from 
birth  to  five  years,  found  that  71  per  cent  of 
the  allergic  group  had  parents  with  allergic 
disease.  In  only  12  per  cent  of  the  non-al- 
lergic group  were  the  parents  allergic. 

Glaser5,  when  dealing  with  potentially  al- 
lergic infants  has  been  successful  in  prevent- 
ing allergic  disease  by  using  soy  bean  and 
meat-base  milks  along  with  careful  supervi- 
sion of  the  infants  diet  for  the  first  year. 
Only  15  per  cent  of  the  infants  who  were  fed 
in  this  way  developed  major  allergies  before 
the  age  of  ten  years,  while  60  per  cent  of 
those  fed  on  cow’s  milk  developed  severe  dis- 
ease during  the  same  period. 

The  current  fad  of  introducing  solids  into 
the  infant’s  diet  at  a very  early  age  must 
also  contribute  to  the  allergies  seen  in  chil- 
dren at  this  time. 

Ratner6  has  stated  that  since  50  per  cent 
of  the  allergic  conditions  in  adults  have 
their  onset  during  childhood,  early  diagnosis 
and  proper  treatment  should  reduce  the  in- 
cidence of  asthma  in  the  adult  population. 
Dees7  points  out  that  asthma  follows  eczema 
and  allergic  rhinitis  in  30  to  60  per  cent  and 
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that  the  mortality  of  asthma  is  impressive, 
killing  five  times  as  many  persons  as  polio- 
myelitis. 

Diagnosis  of  the  allergic  diseases  is  usual- 
ly not  difficult  but  at  times  can  be  trouble- 
some. The  history  of  the  symptoms  is  prob- 
ably most  important,  and  occasionally,  from 
the  history  alone,  one  can  suspect  which  al- 
lergens are  causing  the  difficulty.  Nasal 
smears  are  frequently  helpful  in  distinguish- 
ing chronic  bacterial  infections  from  allergic 
conditions.  The  percentage  of  eosinophiles 
in  the  circulating  blood  is  also  helpful.  One 
thousand  one  hundred  and  seven  differential 
counts  from  187  allergic  and  674  non-allergic 
children  were  reviewed.  It  was  found  that 
the  average  percentage  of  eosinophiles  in  the 
allergic  group  was  6.9  while  the  percentage 
in  the  non-allergic  group  was  3.28. 

Once  it  has  been  established  that  the  symp- 
toms are  due  to  allergic  sensitivity,  skin  tests 
are  usually  necessary  to  determine  the  exact 
allergens  to  which  the  patient  is  reacting. 
It  is  not  necessary  nor  practical  to  test  each 
patient  with  all  the  hundreds  of  allergens 
available.  A basic  list  must  be  selected 
which  most  likely  fits  the  history  and  symp- 
toms of  the  particular  patient.  Scratch  tests 
are  used  in  children  because  they  are  less 
dangerous,  painless,  and  sufficiently  accur- 
ate. The  tests  are  applied  in  two  rows  along 
the  inner  surface  of  the  forearms  and  are 
read  at  the  end  of  thirty  minutes.  At  the 
same  time  the  skin  tests  are  made  a thorough 
physical  examination  is  done.  This  is  com- 
bined with  examination  of  the  urine,  com- 
plete blood  count,  sedimentation  rate,  and 
tuberculin  reaction.  If  there  is  a question  of 
asthma  an  X ray  of  the  chest  is  always  ob- 
tained to  avoid  embarrassing  foreign  bodies 
and  to  determine  the  extent  of  the  pathologic 
change  already  present.  Occasionally  it  is 
necessary  to  give  corticosteroids  in  order  to 
clear  the  skin-test  areas  if  eczema  is  present. 
These  drugs  do  not  interfere  with  the  ac- 
curacy of  the  skin  tests,  but  the  patients 
should  be  warned  not  to  take  antihistaminic 
drugs  within  24  hours  preceding  the  skin 
testing. 

If  possible,  removal  of  the  patient  from 
the  allergen  to  which  he  reacts  is  ideal  but 
is  frequently  impractical  _or  impossible.  In 
this  case  a solution  of  the  allergens  thought 
to  be  producing  the  allergy  is  prepared.  In- 
jections of  this  solution  at  frequent  intervals 
is  begun,  and  the  dose  gradually  increased 


until  the  tolerance  of  the  patient  is  reached. 
Once  the  tolerance-dose  is  reached,  the  time 
interval  of  the  injections  is  lengthened  and 
continued  throughout  the  year. 

When  treatment  can  be  safely  discon- 
tinued poses  a difficult  problem.  It  is  felt 
that  a period  of  one  year  without  symptoms 
justifies  a trial  without  injections.  If  the 
results  of  the  treatment  as  outlined  have 
not  been  satisfactory  it  is  frequently  neces- 
sary to  retest,  because  new  sensitivities  are 
frequently  added  in  the  growing  child  due 
to  changes  in  environment. 

Proper  management  of  the  pre-allergic 
and  allergic  infant  and  child  will  result  in 
improvement  in  almost  all  patients.  More 
important,  we  can  delay  and  sometimes  pre- 
vent the  natural  progression  of  allergic  dis- 
ease from  the  less  serious  symptoms  to 
chronic  asthma  with  its  frightening  epi- 
sodes, development  of  chronic  emphysema, 
and  possible  death. 
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We  can  no  longer  say  that  the  development  of 
home  care  programs  is  a future  charge  on  health 
departments.  The  time  is  no  w.  (Leonard  A. 
Schelle,  M.D.,  Surgeon  General,  PHS,  Pub.  Health 
Rep.,  Jan.,  1956). 


If  by  magic  we  could  eliminate  today  all  new  in- 
fections, we  already  have  a stockpile  of  about  50,- 
000,000  people  in  this  country  harboring  live,  viru- 
lent tubercle  bacilli  in  their  bodies.  These  indi- 
viduals will  produce  a very  substantial  number  of 
active  cases  of  tuberculous  disease  year  after  year 
for  decades  to  come  unless  some  means  are  found 
to  prevent  such  breakdowns  or  to  destroy  the  tu- 
bercle bacilli  now  in  their  bodies.  (James  E.  Per- 
kins, M.D.,  Managing  Director,  NTA,  J.  Lancet, 
April,  1956). 
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Infectious  Hepatitis 

A Report  on  the  Epidemic  in  Omaha  and 
Douglas  County  During  1952,  '53,  and  '54 


TNFECTIOUS  hepatitis  is  a com- 
JL  mon  acute  infectious  disease 
world  wide  in  distribution.  At- 
tention has  been  focused  on  the  various 
hepatitides  particularly  during  and  since 
World  War  II.  Beginning  January  1,  1952, 
the  disease  was  first  made  reportable  na- 
tionally, on  a weekly  basis.  At  the  time  re- 
porting was  first  required,  infectious  hepa- 
titis was  on  the  increase.  The  following 
table  indicated  the  number  of  cases  reported 
by  year  for  the  United  States. 

TABLE  1 

INCIDENCE  OF  INFECTIOUS  AND  SERUM 
HEPATITIS  IN  THE  UNITED  STATES 


Number 

Year  of  Cases 

1952  17,035 

1953  33,363 

1954  49,727 

1955  31,340 

1956  19,278 


During  these  years  the  country  experi- 
enced extensive  outbreaks  of  infectious  hepa- 
titis, the  greatest  number  of  cases  being  re- 
ported in  1954.  More  cases  (approximately 
6,000)  were  reported  in  March,  1954,  than 
in  any  other  month  during  this  period. 

PRELUDE  TO  THE  EPIDEMIC, 

JAN.  1 - MARCH  1,  1952 

Prior  to  February,  1952,  infectious  hepa- 
titis had  not  been  reported  to  the  Omaha- 
Douglas  County  Health  Department.  The 
first  case  was  reported  in  February,  1952, 
and  was  in  an  adult  residing  in  the  South 
Side  Housing  Project.  Because  subsequent 
cases  were  in  the  same  area,  a disease  sur- 
vey of  the  housing  project  was  carried  out 
by  public  health  nurses.  Of  54  housing 
sections,  22  with  an  occupancy  of  696  per- 
sons were  visited  in  the  study,  between  June 
9 and  June  23,  1952.  Each  section  consisted 
on  the  average,  of  10  living  units,  the  small- 
est with  6 and  the  largest  with  14.  A total 
of  15  cases  of  infectious  hepatitis  was  found 
as  a result  of  the  survey.  One  was  in  the 
age  group  0-4;  11  in  the  5-9  year  group; 
1 in  the  10-14  group ; and  2 in  the  25-34  year 
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group.  Seven  were  males  and  eight  were 
females.  All  eleven  of  the  children  of  school 
age  were  attending  the  same  parochial 
school.  A sanitary  survey  of  the  school  was 
made  just  prior  to  the  outbreak  and  repeat- 
ed in  May  just  before  the  disease  survey. 
It  revealed  deplorable  conditions.  Ultimate- 
ly the  school  was  closed  and  extensive  reno- 
vation of  the  school,  together  with  new  con- 
struction, was  undertaken. 

THE  EPIDEMIC,  APRIL  1,  1952- 
APRIL  30,  1953 

Because  of  a spectacular  rise  in  number  of 
cases  reported,  beginning  in  the  fall  of  1952, 
epidemiological  assistance  was  requested  of 
the  United  States  Public  Health  Service  by 
the  Omaha-Douglas  County  Health  Depart- 
ment. The  study  was  initiated  in  January 
and  concluded  in  April,  1953,  and  covered 
the  13-month  period  from  April  1,  1952,  to 
April  30,  1953. 

Cases  were  accepted  as  infectious  hepatitis 
solely  on  the  basis  of  the  reports  by  physi- 
cians. Findings  of  the  study  are  as  follows : 

1.  The  total  number  of  cases  was  604. 
The  epidemic  curve  (Figure  1)  re- 
veals the  peak  incidence  to  have  been 
in  December  of  1952,  during  which 
month  100  cases  occurred. 

2.  Five  deaths  were  attributed  to  the 
disease  during  this  period. 

3.  The  attack  rates  were  not  uniform 
throughout  the  area.  The  City  of 
Omaha  had  an  attack  rate  of  173  per 
100,000  population.  An  area  in  the 
County  known  as  East  Omaha  had  an 
attack  rate  of  4,894  per  100,000.  Poor 
sanitary  conditions  exist  in  this  area 
and  probably  account  for  the  extreme- 
ly high  attack  rate.  Overlay  maps 
used  to  plot  the  geographical  course  of 
the  disease  through  the  community 
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showed  that  the  epidemic  spread  from 
three  foci  of  infection.  These  were 
the  South  Side  Housing  Project,  the 
North  Side  Housing  Project,  and  East 
Omaha.  Although  cases  were  eventu- 
ally reported  from  all  sections  of  the 
city,  an  examination  of  the  map  of 
the  city  reveals  that  the  large  major- 
ity of  cases  which  could  be  plotted  oc- 
curred either  east  of  or  immediately 
adjacent  to  30th  Street.  Compara- 
tively few  cases  occurred  west  of  52nd 
Street. 

This  regional  distribution  of  cases 
was  in  sharp  contrast  with  the  epi- 
demic of  poliomyelitis  in  the  year 
1952.  Of  498  cases  of  poliomyelitis 
reported  in  1952,  only  one  was  report- 
ed from  East  Omaha.  In  1952  the 
poliomyelitis  attack  rate  for  the  City 
of  Omaha  was  171  per  100,000.  The 
attack  rate  for  East  Omaha  with  only 
one  case  in  an  estimated  population 
of  2,434  (June  30,  1952  was  41  per 
100,000.  Thus,  in  the  case  of  polio- 
myelitis, the  attack  rate  for  Omaha 
was  4.2  times  that  of  East  Omaha; 
whereas,  in  infectious  hepatitis,  the 
attack  rate  for  East  Omaha  was  28.1 
times  that  for  Omaha  proper. 

4.  The  age  specific  attack  rates  revealed 
the  fact  that  the  highest  attack  rates 
were  in  the  5-9  and  the  10-14  age- 
groups.  The  group  under  5 years  and 
the  group  over  35  years  of  age  had 
very  low  attack  rates.  Table  2 out- 
lines the  age  specific  attack  rates. 

TABLE  2 

INFECTIOUS  HEPATITIS 
AGE  SPECIFIC  ATTACK  RATES  PER 
100,000  POPULATION,  OMAHA,  NEBRASKA 

April  1,  1952  - April  30,  1953 


Age  Number  Attack  Rate 

Group  of  Cases  Per  100,000 

0-  4 21  79 

5-  9 179  951 

10-14  171  1,055 

15-24  72  189 

25-34  89  210 

35- 50  42 

Total 582  173 


5.  There  was  no  significant  difference 
in  the  attack  rates  between  the  sexes. 

THE  EPIDEMIC  MAY  1,  1953- 
DEC.  31,  1953 

Figure  1 indicates  that  the  number  of 
cases  of  hepatitis  continued  to  fall  off  rap- 


idly for  the  balance  of  the  year.  The  last 
eight  months  of  the  year  accounted  for  118 
cases  of  infectious  hepatitis. 

The  age  and  sex  distribution  of  cases  re- 
mained comparable  in  every  way  to  the  dis- 
tribution in  the  main  period  of  the  epidemic. 

REPORTED  CASES  OF  INFECTIOUS  HEPATITIS 
OMAHA-DOUGLAS  COUNTY 
BY  MONTHS  1952-1954 


FIG.  J 


Geographically,  the  cases  continued  being 
more  disseminated  than  in  the  early  period 
of  the  epidemic. 

TABLE  3 

SEX  DISTRIBUTION,  AGE  OF  ONSET,  AND 
AGE  SPECIFIC  ATTACK  RATES  OF 
122  CASES  OF  INFECTIOUS  HEPATITIS 

Reported  to  the  Omaha-Douglas  County 
Health  Department  in  1954 

Attack 

Rate 

Per 


Age 

Male 

Female 

Total 

100,000 

Under  1 

0 

0 

0 

1-4 

1 

1 

2 

8 

5-9 

16 

8 

24 

107 

10-14 

16 

6 

22 

111 

15-24 

11 

6 

17 

39 

25-34 

6 

13 

19 

39 

35-44 

4 

4 

8 

19 

45-54 

1 

2 

3 

8 

55-64 

0 

0 

0 

65- 

0 

1 

1 

4 

Age  not  stated 

__  11 

14 

25 

Sex  not  stated 

1 

Total 

66 

55 

122 

41 

Attack  rate 
per  100,000  _ 

__  48 

38 

41 

THE  EPIDEMIC  JAN.  1-DEC.  31,  1954 

One  hundred  twenty-two  cases  of  infec- 
tious hepatitis  occurred  in  the  period,  Jan. 
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1 to  Dec.  31,  1954,  the  attack  rate  for  the 
entire  city  and  county  being  41  per  100,000. 
Table  3 gives  the  sex,  age,  and  attack  rates 
for  the  year. 

Examination  of  the  geographical  distribu- 
tion of  cases  indicates  greater  dissemination 
of  the  cases.  Only  one  case  was  reported 
from  East  Omaha  in  1954. 

SUMMARY 

1.  Infectious  hepatitis  was  made  report- 
able  nationally  January  1,  1952. 

2.  An  epidemic  of  the  disease  occurred  in 
Omaha  and  Douglas  County  during  the  cal- 
endar years  of  1952,  1953,  and  1954. 

3.  The  total  number  of  cases  reported 


The  MANAGEMENT  of 

Ovarian  Cysts* 

These  authors  counsel  conservation  of  ovarian 
tissue  as  opposed  to  the  former  view  that  removal 
of  ovaries  under  certain  circumstances  constitut- 
ed iustifiable  prophylaxis  against  future  carci- 
noma. They  also  present  suggestions  concerning 
the  diagnosis  of  ovarian  cysts  and  tumors  as 
well  as  operative  technique  where  "wedge  resec- 
tion" is  performed. 

—EDITOR 

IN  recent  years  many  gynecolo- 
gists have  felt  that  if  a woman 
required  pelvic  surgery  during 
or  immediately  preceding  her  menopause,  it 
was  wise  prophylaxis  to  remove  both  ovaries, 
even  though  there  was  no  apparent  pathosis 
present.  Recently,  we  were  requested  to  dis- 
cuss the  management  of  women  having  ovar- 
ian cysts.  This  paper  will  give  certain  prac- 
tical guides  to  proper  diagnosis  and  treat- 
ment. 

The  logic  of  the  former  concept  of  pro- 
phylactic oophorectomy  was  based  primarily 
on  the  idea  of  avoiding  ovarian  carcinoma 
in  that  particular  patient  at  a later  date. 
Ovarian  carcinoma  is  the  third  most  fre- 
quent genital  cancer  in  the  female.  Its  signs 
and  symptoms  are  usually  retarded.  The 
ovary  is  in  an  inaccessible  location  for  self- 
examination  The  only  worthwhile  treat- 
ment is  surgical  extirpation.  At  best,  the 
five  year  survival  rate  is  35  per  cent,  and 

*Read  before  Annual  Convention,  Nebraska  State  Medical 
Association,  May,  1957. 


was  844.  Of  this  number,  604  occurred  be- 
tween April  1,  1952  and  April  30,  1953.  The 
attack  rate  for  the  City  of  Omaha  was  173 
per  100,000  population;  for  East  Omaha, 
4,894  per  100,000. 

4.  The  first  cases  reported  were  concen- 
trated in  or  about  three  areas:  South  Side 
Housing  Project,  North  Side  Housing  Proj- 
ect, and  East  Omaha. 

5.  A comparison  is  made  with  the  epi- 
demic of  poliomyelitis  of  1952,  in  Omaha 
and  Douglas  County. 

6.  The  highest  attack  rates  were  in  the 
5-9  and  10-14  age-groups.  No  significant 
difference  in  attack  rates  by  sex  was  evi- 
dent. 


HARLEY  E.  ANDERSON  M.D.  and 
W.  ROBERT  MALONY,  M.D. 

The  Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

the  average  appears  to  be  about  20  per  cent. 
On  the  other  hand,  the  United  States  Public 
Health  Service  recently  has  published  sta- 
tistics showing  that  in  each  one  hundred 
thousand  women  there  will  occur  only  ten  to 
fifteen  ovarian  cancers  and  hence  the  mor- 
tality rate  will  be  somewhat  lower1.  Clyde 
L.  Randall2  has  published  (May,  1957)  an 
extensive  statistical  analysis  and  discussion 
of  ovarian  function,  concluding  that  the 
ovary  should  not  be  sacrificed  needlessly. 
Thus,  prophylaxis  does  not  appear  to  be  a 
valid  reason  to  extirpate  ovaries. 

So  many  functional  factors  involving  es- 
trogenic substances  are  now  known  that 
conservation  of  the  ovary  whenever  safe  is 
logical.  Recent  evaluation  of  ovarian  func- 
tion has  revealed  the  following  points  in  re- 
gard to  the  extragenital  effects  of  the  fe- 
male gonads  and  sex  hormones : 

1.  Atherosclerosis  is  not  present  in  wom- 
en below  the  age  of  forty  years. 

2.  Coronary  heart  disease  occurs  infre- 
quently in  women  below  that  age. 
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3.  Castrated  women  do  have  atheroscle- 
rosis at  an  earlier  age. 

4.  Castrated  women  frequently  have  the 
appearance  of  subclinical  hypothyroid- 
ism. They,  likewise,  have  the  onset 
of  osteoarthritis  and  osteoporosis  at 
earlier  ages  than  do  uncastrated  wom- 
en. 

5.  Esterogenic  substances  are  helpful  in 
treating  males  with  coronary  heart 
disease. 

6.  Estrogenic  substances  have  been 
found  useful  as  a therapeutic  agent  in 
treating  capillary  oozing  such  as  is 
encountered  in  a variety  of  postopera- 
tive conditions. 

7.  There  are  possibilities  as  yet  undis- 
covered of  other  and  perhaps  even 
more  striking  effects  of  these  sub- 
stances. 

Because  of  the  increasing  knowledge  that 
we  have  of  effects  of  female  castration,  there 
has  developed  the  dictum  that  ovarian  tissue 
should  be  conserved  when  possible.  It  is 
felt  that  an  ovary  should  never  be  more 
thoughtlessly  sacrificed  than  should  a testi- 
cle. 

The  diagnosis  of  an  ovarian  cyst  is  not 
always  easy.  We  have  all  had  the  experience 
of  feeling  an  adnexal  enlargement  and,  on 
re-examination  a few  days  later,  have  been 
unable  to  feel  anything  at  all  abnormal.  Cer- 
tain precautionary  measures  can  be  taken  to 
avoid  errors  in  diagnosis.  If  there  is  any 
question  as  to  the  urinary  bladder  being  com- 
pletely empty,  a small  metal  catheter  can  be 
inserted  and  this  question  very  simply  an- 
swered. The  cecum  or  sigmoid  is  sometimes 
distended  with  gas,  and  even  the  small  bowel 
can  be  a troublesome  problem.  When  these 
organs  are  interfering  with  a diagnosis, 
gentle  continued  pressure  will  sometimes  give 
crepitation.  The  pelvic  examination  can  be 
discontinued  for  a few  moments  on  some  pre- 
text, and,  on  re-examination,  it  may  be 
found  that  the  pelvic  organs  are  more  easily 
identified  and  the  diagnosis  is  made  clear. 
If,  however,  there  is  still  a question  as  to 
the  findings,  it  is  plausible  to  explain  that 
they  should  be  confirmed  at  a later  period 
and  that  it  would  be  desirable  for  the  patient 
to  take  an  enema  before  the  next  examina- 
tion, thus  making  the  examination  much  easi- 
er and  hence  more  accurate. 


The  most  common  ovarian  cysts  are  fol- 
licular in  type.  As  a matter  of  fact  these 
are  usually  very  tiny  and  are  present  in  con- 
siderable number  in  normal  ovaries.  In 
some  instances  they  enlarge,  but  rarely  be- 
come larger  than  the  size  of  a lemon.  Al- 
most without  fail,  they  are  rapidly  reab- 
sorbed. If  such  a cyst  persists  after  a three 
month  period  of  observation,  then  laparot- 
omy may  be  justifiable.  This  is  the  type  of 
ovarian  enlargement  that  is  too  often  the 
cause  of  unnecessary  removal  of  this  organ. 
The  presence  of  cystic  enlargement  of  the 
ovary  which  is  less  than  five  centimeters 
in  diameter  and  found  on  one  occasion  only 
is  not  a proper  excuse  for  laparotomy.  This 
is  true  even  though  there  may  be  symptoms 
of  weight  in  the  pelvis  with  discomfort  and 
“aching.”  The  patient  with  this  clinical  pic- 
ture is  the  one  that  tests  the  integrity  of  the 
conscientious  physician. 

When  a woman  presents  herself  during 
the  childbearing  age  with  such  a history  and 
clinical  findings,  then  she  should  have  the 
facts  presented  to  her  in  a straightforward 
manner.  There  should  be  recommended  a 
waiting  period  of  eight  to  twelve  weeks, 
which  could  also  be  termed  an  evaluation  in- 
terval or  diagnostic  delay.  The  patient 
should  be  made  to  understand  that  during 
this  period  she  has  an  excellent  chance  of 
having  the  cyst  disappear  due  to  reabsorp- 
tion, and  that  if  this  does  happen,  she  has 
avoided  a major  surgical  operation.  Quot- 
ing current  gynecological  statistics  to  bear 
out  the  conservative  aspect  of  therapy  may, 
at  times,  be  helpful  as  an  adjunct  in  allaying 
her  fears.  Since,  occasionally,  pedicles  of 
cysts  do  become  twisted,  it  should  be  stressed 
that  any  change  in  her  symptoms  should  be 
reported  immediately  to  her  medical  attend- 
ant. 

This  situation  requires  not  only  proper 
pelvic  diagnosis  based  upon  several  exam- 
inations over  a protracted  period,  but,  like- 
wise, requires  the  cooperation  and  confidence 
of  the  patient  in  her  physician.  The  endeav- 
or to  be  conservative  in  the  preservation  of 
function  of  the  female  gonad  should  be 
stressed  in  the  preoperative  discussion  with 
the  patient  regarding  the  necessity  of  pelvic 
surgery.  The  need  for  surgical  intervention 
or  the  extent  of  the  procedure,  once  its  neces- 
sity has  been  established,  is  often  tempered 
if  the  surgeon  can  but  transpose  his  wife  or 
daughter  into  the  role  of  the  patient  to  be 
operated. 
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There  are,  of  course,  certain  ovarian  tu- 
mors and  cysts  that  will  be  seen  that  do  re- 
quire hospitalization  and  operation.  First, 
those  patients  that  present  a picture  of  an 
acute  surgical  emergency,  notably  those  that 
appear  to  have  symptoms  of  an  ovarian 
pedicle-torsion.  The  cysts  that  require  sur- 
gical management  were  recently  standard- 
ized by  Smith  and  Foster3  into  these  cate- 
gories : 

1.  Any  cyst  over  five  centimeters  in  di- 
ameter. 

2.  Any  cyst  in  a menopausal  or  post- 
menopausal patient. 

3.  Any  cyst  which  is  steadily  increasing 
in  size  over  a three-month-period. 

In  addition,  any  hard  tumor  of  the  ovary 
should  be  examined  by  exploration.  Final- 
ly, there  are  certain  rare  instances  of  pa- 
tients having  endocrine  problems  which  re- 
quire inspection  and  perhaps  biopsy  of  the 
ovaries  as  one  of  the  end  procedures  in  diag- 
nosis. 

At  operation,  ovarian  tissue  should  be  con- 
served. Whenever  feasible,  cysts  should  be 
resected  and  the  remaining  ovarian  stroma 
left.  The  ovary  can  be  closed  with  plain 
catgut  using  either  interrupted  stitches  or 
a running  lock  stich. 

The  question  now  arises  as  to  wedge  re- 
section, and  this  naturally  presents  the  prob- 
lem of  the  Stein-Leventhal  Syndrome  or  bi- 
lateral polycystic  ovaries  which  has  been  de- 
scribed as  the  commonest  of  the  ovarian 
function  conditions.  A recent  report4  quotes 
a total  of  245  cases  reported  in  the  literature. 
Of  course,  many  gynecologists  have  several 
of  their  personal  cases  which  have  not  been 
reported.  The  fact  remains  that  this  syn- 
drome and  those  associated  with  the  other 
functional  tumors  are  rare  and  may  never 
be  seen  by  the  physician  in  general  practice. 

Keetal,  Bradbury  and  Stoddard5  have  re- 
cently discovered  a very  interesting  fact  in 
regard  to  the  polycystic  ovarian  syndrome. 
They  gave  patients  with  this  condition 
Parke-Davis  and  Company’s  gonadotrophic 
pituitary  extract  (follicle  stimulating  hor- 
mone) in  doses  of  100  units  daily  for  six 
days,  or  Armour’s  F.S.H.,  units  25  daily  for 
six  days.  Each  of  these  products  was  given 
intramuscularly.  Twelve  of  the  thirteen  pa- 
tients with  polycystic  ovaries  exhibited 
swelling  of  the  ovaries  to  a size  of  six  by 
five  centimeters  or  larger.  In  the  control 


series  of  thirty-six  patients,  this  phenomenon 
occurred  in  only  one  patient.  Keetal  sug- 
gests that  this  is  possibly  a good  clinical 
test  for  the  presence  of  the  Stein-Leventhal 
type  of  polycystic  ovaries. 

There  has  been  a question  as  to  the  tech- 
nique of  wedge  resection.  There  are  two 
simple  ways  of  doing  this  procedure.  One  is 
to  pick  up  the  ovary  between  the  index  and 
middle  fingers  so  that  the  organ  is  cradled 
longitudinally  parallel  to  the  fingers.  A nar- 
row wedge  is  then  resected,  this  running  also 
parallel  to  the  fingers  and  from  end  to  end 
of  the  ovary,  not  across  it.  The  other  way 
of  handling  the  ovary  is  to  grasp  each  end 
of  it  with  an  Allis  clamp,  and  to  remove  the 
wedge  in  the  same  longitudinal  axis.  The 
ovarian  stroma  is  then  approximated  in  the 
usual  manner. 

One  word  of  caution  is  wise  regarding  the 
postoperative  condition  of  any  ovary  from 
which  a portion  has  been  resected.  If  any 
occasion  arises  such  that  bimanual  pelvic  ex- 
amination is  necessary  during  the  two  or 
three  weeks  immediately  after  operation, 
that  ovary  will  be  rather  markedly  engorged 
and  edematous.  It  will  be  two  to  four  times 
the  normal  size.  This  does  not  require  treat- 
ment. The  edema  will  spontaneously  re- 
gress in  time. 

In  conclusion,  the  fact  that  ovarian  tissue 
should  be  conserved  is  again  emphasized. 
Several  helpful  procedures  in  such  conserva- 
tion have  been  given. 
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various  influences  on  the 


Health  of  the  Aging* 


THE  mature  period  of  life  has 
been  the  subject  of  meditation 
by  poets,  philosophers,  human- 
ists, and  others,  since  early  in  the  history 
of  the  human  race.  Santayna  graciously 
states  “Old  age  on  tiptoe,  lays  her  jeweled 
hand  lightly  in  mine.  Come  tread  a stately 
measure,  most  gracious  partner,  nobly 
poised  and  bland.” 

Browning,  in  Rabbi  Ben  Exra,  optimistic- 
ally generates  courage — 

“Grow  old  along  with  me! 

The  best  is  yet  to  be. 

The  last  of  life  for  which  the 
first  is  made.” 

Goethe’s  approach  to  aging  is  both  philo- 
sophical and  realistic  in  his  expression: 
“Keine  Kunst  ist  alt  zu  werden. 

Es  ist  Kunst  es  zu  ertragen.” 

Translation : 

“It  is  no  trick  to  become  old. 

It  is  an  art  to  bear  it  well.” 

The  less  appealing  figure,  Adam,  in 
Shakespear’s  “As  You  Like  It,”  urging  his 
lord  to  retain  him  as  a servant,  faces  the 
same  problem  of  employment  of  the  elderly, 
as  is  present  today.  He  also  expresses  com- 
pensation for  by-passing  the  temptations  of 
youth. 

“Though  I look  old,  yet  I am  strong 
and  lusty; 

For  in  my  youth  I never  did  apply, 

Hot  and  rebellious  liquors  in  my  blood, 
Nor  did  not  with  unabashful 
forehead  woo, 

The  means  of  weakness  and  debility; 
Therefore  my  age  is  as  a lusty 
winter,  frosty  but  kindly.” 

Our  present  socialistic  welfare-state,  even 
in  America,  not  only  provides  benefits,  but 
also  imposes  restrictions  on  the  capable, 
energetic,  mature  citizens. 

An  ideal  for  all  mature  individuals  is 
hereby  proposed.  “We  well  know  that  we 
are  not  going  to  live  forever,  but  as  long 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
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as  we  are  living,  we  will  live  like  we  are 
going  to  live  forever.” 

The  arbitrary  chronoligical  age  of  retire- 
ment is  one  of  the  absurdities  of  modern 
times. 

The  present  system  makes  no  differentia- 
tion between  maturity  and  senility.  The 
problem  has  many  features  simulating  the 
basis  for  advancement  in  our  grade  and  high 
schools.  The  pace  is  set  by  the  mediocre 
and  poor  student.  The  good  student  is 
shackled  by  this  method.  Likewise,  the  ma- 
ture person,  who  has  gained  wisdom  by  ex- 
perience, is  “discarded”  like  his  stupid,  senile 
contemporary.  Society  is  the  loser  in  both 
instances. 

Some  planning  should  provide  a place  for 
all  persons,  each  according  to  his  ability  re- 
gardless of  his  age.  This  plan  would  give 
opportunity  for  expression  to  the  mature  in- 
dividual to  reward  them  for  their  effort  and 
their  achievement.  Pensions  with  limitation 
of  activity  for  remuneration  stifle  creative 
effort.  This  creates  an  army  of  old  “play 
boys,”  “loafers,”  and  “bums.”  Even  the 
alert  require  some  reward  as  a stimulus  to 
effort. 

At  present,  much  valuable  talent  is 
“trifled  away”  on  a stupid  hobby.  At  times, 
the  more  aggressive  take  up  a new  vocation, 
entirely  foreign  to  the  work  in  which  they 
are  expert.  Again,  society  loses  the  valu- 
able expert  services  by  this  shift.  Politics 
attract  many  men  with  mature  minds,  such 
as  Churchill,  Adenauer,  and  President 
Eisenhower.  Many  of  our  senators  and  rep- 
resentatives are  over  sixty  years  of  age.  In 
the  senate  there  are  only  21  per  cent  under 
50  years  of  age  and  45  per  cent  are  over 
60  years.  In  the  house  of  representatives 
30  per  cent  are  over  60  years  of  age. 

Many  leaders  in  business  still  set  the  pace 
in  the  higher  decades  of  life.  At  82,  J.  C. 
Penney1  says,  “Retire?  Never,  I love  people 
and  my  job  too  much  for  that.  It  keeps  me 
young.”  There  are  many  scientists,  physi- 
cians, and  artists  active  late  in  life.  Dr.  Al- 
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bert  Schweitzer,  who  with  undiminished 
zeal  and  prodigious  effort  carries  on  his  Her- 
culean work  of  humanitarianism,  in  Lam- 
brene,  in  the  jungles  of  French  Equatorial 
Africa  is  an  example.  Frank  Lloyd  Wright2, 
age  86,  American  architect  states,  “less  ac- 
cent on  maturity  as  a disability.’'  “Fre- 
quently it  is  an  asset  — more  privileges  as 
a reward  for  wisdom  and  achievement.” 
“Age  to  be  treated  as  a qualification  and  not 
as  now,  as  a disqualification.” 

The  positions  of  the  mature  is  now  main- 
tained by  competition,  not  by  laurels  be- 
stowed. There  should  be  a method  devised 
to  reward  ability  and  competence  at  any 
age.  By  the  same  token  their  positions 
should  not  be  maintained,  retarding  the 
progress  of  the  oncoming  generation,  simply 
because  of  any  age. 

Medicine  is  justly  proud  of  having  ad- 
vanced the  average  span  of  life  from  49 
years  in  1900,  to  70  years  in  1955.  The 
number  of  those  of  age  65  and  over  increased 
from  3,100,000  in  1900,  to  14,128,000  in 
1955.  It  is  estimated  that  in  1975,  this 
number  will  be  20,500,000.  One  ponders  the 
fate  of  this  group.  They  are  retired  and 
not  active  producers.  Some  are  chronic  in- 
valids. They  are  dependent,  either  on  the 
resources  they  have  themselves  provided,  or 
on  the  provisions  furnished  by  others.  In 
other  words,  this  group  is  largely  parasitic, 
either  because  of  their  state  of  health  or 
their  economic  state.  The  lengthening  span 
of  life  in  this  state  is  an  achievement  of 
doubtful  value.  If  not  shackled  with  sense- 
less retirement-requirements,  the  individuals 
of  this  period  of  life  can  furnish  many  skill- 
ful laborers,  artisans,  and  professional 
workers,  who  will  justify  the  efforts  to  in- 
crease longevity.  These,  then,  will  truly 
be  the  “golden  years.”  The  medical  prob- 
lems of  this  age-period  deserve  special  con- 
sideration. Many  diseases  are  more  preva- 
lent in  later  periods  of  life.  These  require 
the  same  management  as  at  other  ages. 
Classifying  as  geriatrics  all  diseases  occur- 
ring after  40  or  50  years  of  age  serves  no 
useful  purpose. 

In  medical  management,  non-significant 
conditions  are  at  times  over-emphasized. 
Conditions  which  are  more  or  less  normal  for 
an  age  period,  such  as  hypertension  of  180 
systolic  in  persons  over  the  age  of  60  years, 
is  due  solely  to  a rigid  vascular  system.  This 
exerts  no  destructive  effect  on  the  blood 


vessels  and  needs  no  treatment.  Non-com- 
formatory  mental  attitudes  may  be  further 
accentuated  by  irritation  of  relatives  and  are 
misinterpreted,  even  by  psychiatrists,  as  ab- 
normal mental  states.  Extensive  surgery 
may  be  done  for  doubtful  or  only  suspicious 
lesions  especially  in  the  gastrointestinal 
tract.  At  certain  age  levels,  the  individual 
will  gain  by  accepting  the  risk  of  malignancy 
rather  than  accepting  the  hazards  or  the 
results  of  extensive  surgery. 

Changes  of  the  body  incident  to  aging  are 
chiefly  due  to  changes  in  vascularity.  This 
is  most  dramatically  seen  in  the  difference 
between  the  livid  pink  cheek  of  the  child 
and  the  waxen,  wrinkled  skin  of  the  aged. 
These  same  changes  occur  in  all  organs  and 
tissues  of  the  body,  resulting  in  changes  of 
function.  These  changes  affect  the  absorp- 
tion of  nutrients  from  the  gastrointestinal 
tract.  The  respiratory  tract  is  also  impaired 
in  its  ability  to  absorb  oxygen,  and  properly 
exchange  other  gaseous  elements. 

The  ability  to  deliver  these  nutrients  is 
also  curtailed  by  the  same  factors,  conse- 
quently the  total  function  of  organs  is  de- 
creased. The  result,  finally,  is  deterioration 
of  general  health.  This  is  so  evident  that  it 
has  been  suggested  that  the  vascular  and 
not  the  chronological  age,  be  accepted  as  a 
deciding  factor  in  retirement. 

Some  vascular  fields  have  great  influence 
on  the  health  and  life  of  the  individual.  The 
state  of  the  coronary  arteries  produces  the 
most  dramatic  changes.  The  condition  of 
the  cerebral  vascular  system  determines 
whether  the  mind  may  be  brilliant  or  serve 
only  a vegetative  function. 

The  status  of  the  renal  arteries  influences 
renal  function.  Diminished  vascularity  of 
the  kidney  produces  malignant  hypertension 
and  results  in  deterioration  of  all  vascular 
fields.  The  fate  of  the  endocrine  glands  is 
determined  by  the  adequacy  of  vascular  sup- 
ply to  furnish  these  glands  with  nutritive 
elements,  including  chemical  components, 
necessary  for  their  vital  and  their  broad  in- 
fluence. 

Good  nutrition  is  the  background  of  health 
at  all  ages.  In  the  later  decades  of  life  it  is 
equally  important,  and  at  times  more  diffi- 
cult to  achieve,  on  account  of  the  vascular 
deficiencies  previously  described.  Faulty 
food  habits  of  a lifetime  culminate  in  de- 
ficiency disease  states.  Psychosomatic  per- 
sonalities often  have  peculiar  and  queer  ideas 
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of  food,  more  or  less  generated  by  their 
abdominal  sensations.  These  traits  are  all 
too  often  augmented  by  irrational  diets. 
This  was  formerly  frequently  perpetuated  by 
“colitis”  diets.  The  uncritical  emphasis 
placed  on  allergy  is  a frequent  offender. 
Notions  of  food  intolerances  and  idiosyn- 
crasies are  so  fixed  that  there  is  little  hope 
of  changing  them.  These  inadequate  diets 
result  in  early  deficiencies  and  early  senil- 
ity. 

These  deficiencies  appear  as  specific  en- 
tities such  as  osteoporosis,  chiefly  in  women, 
in  whom  there  also  may  be  a hormonal  de- 
ficiency. Frequently  states  are  found  re- 
sembling beriberi,  pellagra,  and  other  phys- 
ical or  mental  abnormalities.  Obesity  is  also 
a frequent  problem  due  to  restricted  activity, 
lowered  metabolic  rates,  and  increased  food- 
intake.  Overeating  is  often  generated  by 
frustrations  due  to  the  feeling  of  “worth- 
lessness or  uselessness”  incident  to  retire- 
ment. Overweight  is  definitely  a liability 
in  later  life. 

The  specific  effect  of  fat  in  the  diet  has 
been  the  subject  of  intense  research,  dur- 
ing recent  years.  The  effort  of  the  “Society 
for  Study  of  Arteriosclerosis”  is  chiefly  de- 
voted to  the  ramifications  of  this  subject. 
The  role  of  lipids,  cholesterol,  and  various 
fatty  acids  in  the  genesis  of  atherosclerosis 
must  await  the  results  of  further  research3. 
At  present,  the  fact  seems  reasonably  well 
established  that  an  excess  of  those  sub- 
stances in  the  blood  is  a potent  factor  in  vas- 
cular degeneration4. 

Katz  and  Stamler5  found  that  the  poor 
Italians  ate  more  cereal  and  less  fat  than 
poor  American  laborers  in  Chicago.  The 
latter  had  a much  higher  incidence  of  coro- 
nary artery  disease. 

“Fats  in  Nutrition”6  was  the  subject  of  a 
symposium  concerning  the  roll  of  fat  in  the 
genesis  of  artherosclerosis.  This  was  co- 
sponsored by  the  A.M.A.  Council  on  Foods 
and  Nutrition,  the  Louisiana  State  Univer- 
sity School  of  Medicine,  and  the  Tulane  Uni- 
versity school  of  Medicine.  This  shows  the 
interest  and  effort  expended  to  find  an  an- 
swer to  this  problem. 

The  effect  of  gross  lipemia  is  suggested 
in  reports  by  Kuo  and  Joyner7  reporting 
that  angina  pectoris  may  be  induced  by  de- 
liberate high  fat  diets. 

Gerunas8  reported  abdominal  pain  from 
hyperlipemia  in  the  portal  vessels. 


There  is  no  unanimity  of  opinion  regard- 
ing the  effect  of  the  lipotrophic  substances 
on  reducing  the  amount  of  cholesterol  and 
other  related  substances  in  the  blood,  or 
their  ability  to  prevent  atherosclerosis.  Usu- 
ally much  caution  is  exercised.  Further  use 
and  research  is  needed  before  these  com- 
pounds can  be  evaluated.  These  lipotrophic 
substances  consist  chiefly  of  inositol  and 
cholin.  All  the  endocrine  glands  have  some 
effect.  Sitosterol  (cytellin)  an  interfering 
substance  prevents  the  absorption  and  re- 
absorption of  cholesterol  in  the  intestinal 
tract.  This  is  a different  approach  to  lower- 
ing the  cholesterol  in  the  blood.  It  is  report- 
ed as  being  effective  in  preventing  deteriora- 
tion of  the  blood  vessels.  These  substances 
may  become  very  important  means  of  com- 
bating the  progress  of  atherosclerosis.  A 
low  caloric  diet,  preventing  or  reducing 
obesity  may  achieve  the  same  effect. 

In  managing  some  of  the  illnesses  incident 
to  age,  the  effect  of  some  drugs  on  the  de- 
teriorated and  the  deficient  blood  vessels  is 
such  that  they  must  be  used  with  careful 
discrimination  and  judgment. 

Reserpine  is  frequently  employed  to  al- 
lay agitation  in  cerebral  vascular  deficiency 
and  sclerosis.  This  has  a definite  tendency 
to  lower  blood  pressure.  The  large  doses 
necessary  to  allay  agitation  may  lower  the 
blood  pressure  rapidly  and  to  a marked  de- 
gree, so  that  vascular  occlusion  may  occur  in 
the  cerebral  or  coronary  vessels  with  the 
usual  dire  results. 

Anticoagulants  are  very  important  rem- 
edies in  hemiplegias  from  cerebral  vascular 
episodes.  In  hemorrhage  it  would  obviously 
worsen  the  condition ; in  thrombosis  it  would 
be  beneficial.  Frequently  these  conditions 
are  not  definitely  differentiated. 

Chlorpromazine  or  its  variants  are  help- 
ful in  agitated  states,  or  in  gastrointestinal 
upheavals.  This  group  may  cause  injury 
to  the  liver  function.  As  this  function  is 
frequently  diminished  in  the  deficiencies  of 
the  aged,  the  indiscriminate  use  of  these 
drugs  may  augment  this  impairment. 

In  summary,  some  drugs  inadvertently 
have  euthanasic  potentialities. 
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FEDERAL-STATE 

Public  Assistance  Programs 


Special  Report  85-5,  dated  September  27, 
1957,  from  the  American  Mbdical  Associa- 
tion, Washington  Office,  contains  informa- 
tion of  great  significance  to  many  physi- 
cians. It  answers  many  questions  concern- 
ing public  assistance  and  medical  care  for 
indigent  persons  and  conducts  the  reader 
through  a maze  of  laws  relating  to  this  sub- 
ject. For  these  reasons  it  was  decided  to 
reprint  the  greater  part  of  the  Report. 

In  a preliminary  statement  by  Director 
Thomas  H.  Alphin,  M.D.,  we  find  the  fol- 
lowing : 

. . In  1936  the  Federal  Government 
started  passing  out  money  to  the  states  with 
the  stipulation  that  the  states  add  money  of 
their  own  and  use  it  to  support  certain 
categories  of  the  indigent.  Since  that  time, 
the  U.S.  contribution  for  public  assistance 
has  increased  about  700%.  With  this  growth 
in  public  assistance  payments,  there  has 
been,  particularly  since  1950,  a parallel 
growth  in  public  payments  for  the  medical 
care  of  the  indigent.  At  present  public 
assistance  money  intended  for  medical  care 
— for  physicians,  hospitals,  nurses,  den- 
tists, druggists  — probably  totals  well  over 
half  a billion  dollars  a year,  when  state,  fed- 
eral and  local  contributions  are  all  consid- 
ered. This  phenomenal  social-economic- 
political  development  is  having  and  will  have 
repercussions  on  medical  practice,  for  good 
or  bad.” 

Present  Extent  of  Federal-State 
Public  Assistance  Programs 

Employment  in  the  United  States  is  now 
at  a level  even  visionaries  couldn’t  have 
dreamed  of  a few  years  ago — more  than  67 
million  people  in  jobs.  Also,  10,450,000  per- 
sons are  receiving  Old  Age  and  Survivors 
Insurance  under  Social  Security,  and  indus- 
trial pension  funds  have  about  $16  billion 


on  hand  to  pass  out  to  workers  when  they 
reach  retirement  age.  Insured  pension  funds 
account  for  another  $12  billion.  Yet  more 
than  5,000,000  persons  currently  are  receiv- 
ing public  assistance  checks  monthly  from 
funds  supplied  jointly  by  the  U.S.  and  states, 
and  probably  another  half  million  are  on 
local  or  state  relief  rolls.  The  U.S.  got  into 
this  activity  in  1936,  when  the  country  was 
still  trying  to  shake  off  the  depression.  If 
the  states  would  themselves  contribute  spe- 
cific percentages  for  the  purposes,  the  U.S. 
agreed  to  allocate  money  for  the  assistance 
of  four  classes  of  indigent  — those  past  65 
years  of  age,  the  blind,  the  totally  and  per- 
manently disabled,  and  dependent  children 
and  their  guardians.  (U.S.  aid  is  still  limit- 
ed to  these  groups).  In  1936  the  U.S.  con- 
tributed $209  million  for  the  use  of  these 
people.  For  the  current  fiscal  year  the  U.S. 
is  giving  the  states  $1.6  billion  for  these 
programs,  a 700%  increase  in  20  years.  At 
the  same  time  the  states  have  increased  their 
payments  to  $1.4  billion,  for  a total  of  $3 
billion  to  maintain  approximately  5.1  million 
persons  on  various  forms  of  public  assist- 
ance. As  we  shall  see  later,  a growing  pro- 
portion of  this  money  is  designated  exclu- 
sively to  pay  for  medical  care. 

How  Federal  Public  Assistance  Program 
Has  Been  Liberalized 

Before  the  U.S.  moved  into  the  picture, 
and  for  some  time  after,  the  relatively  few 
relief  dollars  available  for  the  many  persons 
in  need  meant  that  money  was  spent  only 
for  food,  clothing,  shelter.  As  for  many 
years  past,  the  medical  profession  generally 
assumed  the  major  obligation  of  providing 
services  to  the  needy  sick  without  charge. 
This  was  the  philosophy  and  quite  often  the 
practice  in  public  assistance  even  between 
1936  and  1950,  during  which  all  payments 
for  relief  were  made  directly  to  the  recipi- 
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ents  themselves,  as  required  by  federal  law. 
In  1950  Congress  changed  the  law  to  im- 
prove the  medical  care  of  the  indigent.  The 
new  law  permitted  the  states  to  set  up  pools 
of  relief  money,  from  which  payments 
could  be  made  to  the  vendors  of  medical  care 
for  the  treatment  of  public  assistance  re- 
cipients. (Physicians,  hospitals,  dentists, 
nurses,  nursing  homes,  druggists  are  identi- 
fied as  the  “vendors”  of  medical  care).  In 
1950,  it  was  estimated  that  $300  million  was 
being  spent  annually  (by  U.S.,  states  and 
communities)  for  medical  care  for  relief  re- 
cipients. About  a third  of  the  states  decid- 
ed to  take  advantage  of  the  new  1950  law 
and  set  up  “pooled  funds”  to  pay  the  vendors 
directly. 

In  1956,  Congress  decided  on  another 
change.  It  authorized  payment  to  states  of 
$3  per  month  for  each  adult  on  public  assist- 
ance and  $1.50  for  each  child  (to  be  matched 
equally  by  the  states),  for  medical  care.  But 
states  could  no  longer  make  vendor  pay- 
ments within  the  $60  individual  monthly 
maximum  on  assistance  payments,  some- 
thing that  was  permitted  under  the  1950 
legislation.  Among  the  20  or  so  states  that 
between  1950  and  1956  had  adopted  the 
pooling  or  vendor  payment  system  were  a 
few  that  actually  would  lose  federal  medical 
care  money  when  the  new  law  went  into  ef- 
fect. In  response  to  complaints  from  these 
states,  Congress  again  changed  the  law  in 
1957.  Under  this  most  recent  change, 
states  are  permitted  to  make  an  annual 
choice  between  continued  use  of  pooled  funds 
for  payments  to  vendors  under  the  1950  sys- 
tem or  to  adopt  the  new  1956  vendor  system 
with  its  $3  and  $1.50  per  month  U.S.  con- 
tribution. At  the  same  time,  they  may 
continue  recipient  medical  care  payments 
under  either  system,  that  is,  giving  money 
directly  to  individuals  who  are  expected  to 
assume  responsibility  for  paying  their  own 
doctor  and  hospital  bills. 

The  Changing  Picture:  Medical  Care 
Percentage  to  Increase 

The  states’  interest  in  obtaining  more 
U.S.  money  for  public  assistance  cases  by 
turning  to  vendor  payments  is  bringing 
about  new  patterns  in  health  care  for  the 
indigent.  In  many  states  care  for  the  in- 
digent up  to  now  has  been  a county  respon- 
sibility. In  others,  particularly  New  Eng- 
land, it  is  the  responsibility  of  cities  and 
towns.  In  these  situations,  the  counties 


and  communities  are  forbidden  by  state  law 
to  accept  federal  money  to  help  in  the  medi- 
cal care  of  indigents.  As  a result,  many 
state  legislatures  are  moving  to  change  state 
constitutions  to  make  it  possible  for  coun- 
ties and  communities  to  (a)  accept  federal 
and  state  money  for  this  purpose  and  (b) 
participate  in  pooled  vendor-plan  arrange- 
ments. Thus  in  these  areas  the  tendency  is 
for  the  management  and  financing  of  med- 
ical care  for  the  indigent  to  leave  the  local 
level  and  move  to  the  state  level. 

Another  change  of  deep  significance  to 
the  medical  profession  also  is  taking  place. 
In  the  early  years  of  organized  relief,  as 
has  been  noted,  the  limited  money  available 
for  public  assistance  had  to  be  spread  over 
many  families,  leaving  them  only  enough  for 
food,  clothing,  housing.  Their  medical  care 
was  largely  a local,  private  charity  proposi- 
tion, with  the  doctors  and  the  hospitals  giv- 
ing a great  deal  of  service  without  pay.  Over 
the  years,  with  the  expansion  of  social  se- 
curity and  the  growth  of  industrial  and  pri- 
vate retirement  plans,  more  and  more  of  the 
necessities  of  life  are  being  supplied  low-in- 
come groups  from  sources  other  than  public 
assistance.  As  a consequence,  more  and 
more  public  assistance  money  is  being  re- 
leased for  medical  care,  something  that  a 
few  public  welfare  agencies  could  afford  to 
supply  in  earlier  days.  For  a specific  ex- 
ample, in  two  large  states  10  years  ago  only 
6%  of  the  total  welfare  dollars  was  spent 
on  medical  care.  Today  the  proportion  is 
35%,  and  welfare  directors  of  these  states 
estimate  that  in  another  10  years  the  pro- 
portion will  rise  to  50%.  The  explanation 
is  just  this:  security  and  retirement  pro- 
grams, public  and  private,  are  underwriting 
the  public’s  income  to  such  an  extent  that 
the  share  of  public  assistance  money  that 
can  be  set  aside  specifically  for  medical  care 
is  growing  at  a rapid  rate.  This  is  evidence 
that  the  public  assistance  programs  are  in- 
creasingly directed  toward  the  benefit  of  the 
aged,  the  sick  and  the  disabled. 

With  the  advent  of  the  newer  drugs,  and  the 
great  advance  in  surgery  of  the  lungs,  medical 
progress  has  slowly  converted  tuberculosis  from  a 
killing  to  a chronic  disease.  This  is  a great  achieve- 
ment. But,  in  changing  the  course  from  a killing 
to  a chronic  state,  tuberculosis  handicaps  its  vic- 
tims, thereby  creating  a huge  financial  and  emo- 
tional problem,  which  eventually  threatens,  with  its 
ever  increasing  size,  to  stifle  the  medical  economy 
of  our  communities.  (I.  Phillips  Frohman,  M.D., 
Ohio  State  M.  J.,  August,  1955). 
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Meet  Some  of  Our  NEW  MEMBERS 

The  Nebraska  State  Medical  Association 


John  R.  Walsh,  M.D.,  was  born  in  San  Francisco  on  August  22, 

1920.  His  early  education  was  received  at  St.  James  in  San  Francisco. 

For  his  premedical  study  he  attended  the  University  of  San  Francisco. 

His  medical  training  was  taken  at  the  Creighton  University  School  of 
Medicine  from  which  he  received  the  degree  Doctor  of  Medicine  in  1945. 

Following  his  internship  at  St.  Joseph’s  Hospital  in  San  Francisco 
he  completed  a three-year  residency  at  St.  Joseph’s  Hospital  in  Omaha. 

Doctor  Walsh  served  for  one  and  one-half  years  in  the  Army  Medi- 
cal Corps  with  the  rank  of  Captain. 

He  was  with  the  Veterans  Administration  Hospital  in  Omaha 
from  1951  to  1956,  the  last  two  years  of  which  he  was  Chief  of  Medical 
Service. 

Since  1951,  Doctor  Walsh  has  been  a member  of  the  faculty  of  the 
Creighton  University  School  of  Medicine,  and,  at  present,  is  Professor 
and  Head  of  the  Department  of  Medicine. 

Doctor  Walsh  is  a member  of  the  American  Federation  for  Clinical  Research,  the  Nebraska  Academy 
of  Science,  the  International  Society  of  Hematology,  the  American  Association  for  Advancement  of  Sci- 
ence, the  International  Society  of  Internal  Medicine,  the  Omaha  Clinical  Club,  and  Sigma  Xi  Fraternity 
and  is  an  associate  member  of  the  American  College  of  Physicians.  He  is  a diplomate  of  the  American 
Board  of  Internal  Medicine. 

He  and  his  wife,  Nellie,  are  the  parents  of  four  children,  Michael  12,  Susan  7,  Kathleen  6,  and  Mary  2. 

Swimming  is  Doctor  Walsh’s  favorite  pastime. 

Jerome  Phillip  Murphy,  M.D.,  was  born  September  16,  1924,  in  Chi- 
cago, Illinois.  His  elementary  education  was  received  from  Denver 
schools  and  his  pre-medical  education  from  Westminster  College. 

After  receiving  his  Doctor  of  Medicine  degree  from  Indiana  Univer- 
sity, in  1947,  he  interned  at  Kansas  City  General  Hospital  from  1947- 
1948. 

Doctor  Murphy  took  a three-year  residency  from  1948  to  1951  in 
General  Surgery  at  Research  Hospital,  and  after  completing  his  military 
service  in  the  Army,  in  1953,  he  took  another  three-year  residency  in 
Thoracic  Surgery,  at  Barnes  Hospital. 

Doctor  and  Mrs.  Murphy  (Janeice)  reside  at  10224  Wright,  Omaha, 
Nebraska,  with  their  three  children,  Jerome  6,  Bryan  3,  and  Sharon  1. 
Address:  1429  Medical  Arts  Bldg.,  Omaha  2,  Nebraska. 


A native  of  Clay  Center,  Nebraska,  Clarence  B.  Smith,  Jr.,  M.D., 
was  born  September  25,  1925.  He  received  his  early  education  at 
Clay  Center  and  took  his  premedical  work  at  Hastings  College.  He 
matriculated  at  the  University  of  Nebraska  College  of  Medicine  from 
which  he  graduated  with  the  degree  Doctor  of  Medicine,  in  1955.  His 
internship  was  served  at  Clarkson  Hospital  in  Omaha. 

Doctor  Smith’s  military  experience  included  service  with  the  U.S. 
Navy. 

He  and  his  wife,  Virginia,  have  two  sons,  Stewart  age  33  months, 
and  Mark  age  17  months. 

For  recreation  Doctor  Smith  enjoys  playing  golf. 

He  and  his  family  reside  in  Hartington,  Nebraska,  where  Doctor 
Smith  practices. 


Donald  Max  Fitch,  M.D.,  was  born  in  Allegan,  Michigan,  on  Novem- 
ber 15,  1914.  He  received  his  elementary  education  in  schools  in  Orono, 
Maine. 

His  premedical  education  was  obtained  at  the  University  of  Omaha 
and  the  University  of  Maine  from  where  he  received  his  Bachelor  of 
Arts  degree  in  1936. 

Doctor  Fitch  graduated  in  June  1951,  from  the  University  of  Ne- 
braska College  of  Medicine  and  interned  from  1951  to  1952  at  Rosewood 
Hospital  in  Chicago. 

He  has  spent  three  and  one-half  years  in  Civilian  Public  Service. 
Doctor  Fitch  is  an  Associate  in  Pathology  at  the  University  of  Nebraska 
College  of  Medicine  and  is  a Fellow  in  the  American  Society  for  Clin- 
ical Pathology  and  the  College  of  American  Pathologists.  He  is  a 
member  of  the  American  Medical  Association  and  Douglas  County 
Medical  Society. 
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1957  HALL  OF  HEALTH 


The  Fourth  Annual  Hall  of  Health  Exhibit  en- 
joyed another  successful  year  at  the  1957  Nebraska 
State  Fair  held  in  Lincoln. 

During-  the  seven  days,  50,671  persons  passed 
through  the  exhibit  building  to  see  the  many  health 
exhibits  on  display.  Sunday,  September  1,  set  the 
record  for  a single  day  attendance  with  13,020  per- 
sons. 

Each  exhibitor  put  forth  considerable  time  and 
effort  to  produce  an  attractive  exhibit.  All  exhibits 
were  manned  each  day  from  8:00  a.m.  to  8:00  p.m. 
Thousands  of  pieces  of  literature  were  distributed 
to  the  visitors  during  the  week. 

The  air-conditioned  movie  theater  again  proved 
to  be  a popular  spot  for  fairgoers  to  sit  down  and 
relax  a bit  and  see  a multitude  of  health  films.  A 
total  of  45  films  were  used  in  203  showings  with 
an  audience  of  4,179  attending  during  the  week. 

At  the  mobile  X-ray  Unit,  2,800  X rays  were 
taken  by  State  Department  of  Health  personnel. 

For  the  first  time,  an  exhibit  evaluation  was  made 
to  determine  what  the  fair  visitors  enjoyed  most 
about  the  Hall  of  Health.  Results  of  this  project 
will  be  released  at  a later  date. 


Participating  organizations  this  year  were: 

Nebraska  State  Medical  Association 
Nebraska  State  Department  of  Health 
Nebraska  Pharmaceutical  Association 
Nebraska  Hospital  Association 
Nebraska  Blue  Cross-Blue  Shield 
Nebraska  Psychiatric  Institute 
Nebraska  Tuberculosis  Association 
Nebraska  Society  of  X-ray  Technicians 
Nebraska  Division,  American  Cancer  Society 
Nebraska  Society  for  Crippled  Children 
Nebraska  Heart  Association 
Nebraska  State  Nurses  Association 
National  Foundation  for  Infantile  Paralysis 
Lincoln  Multiple  Sclerosis  Society 

To  our  knowledge  the  Hall  of  Health  is  one  of 
the  few  health  exhibits  that  has  been  established  on 
a permanent  basis  under  the  auspices  of  a state 
medical  association. 

It  has  been  a tremendously  popular  attraction  to 
Nebraska  people  attending  their  state  fair.  Con- 
tinued efforts  of  the  participants  of  the  Hall  of 
Health  assure  its  future  success  and  establishes  it 
as  one  of  the  top  health  exhibits  in  the  state. 

Plans  for  1958  will  soon  be  underway. 
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Organization  Section 

Coming  Meetings 

REMEMBER  THE  DIABETES  DETEC- 
TION PROGRAM,  WEEK  OF  NOVEM- 
BER 17  to  23.  Every  Nebraska  doctor 
is  urged  to  participate. 

CRIPPLED  CHILDREN’S  CLINICS— 
November  9,  Wayne,  Student  Union  Build- 
ing 

November  23,  Ogallala,  Elks  Club 
December  7,  Grand  Island,  St.  Francis 
Hospital 

December  14,  Alliance,  St.  Joseph  Hospital 

AMERICAN  MEDICAL  ASSOCIATION 
11TH  CLINICAL  MEETING— Philadel- 
phia, December  3-6,  1957. 

CONGRESS  ON  MEDICAL  EDUCATION 
AND  LICENSURE— February  9-11,  1958, 
Palmer  House,  Chicago. 

PAN-PACIFIC  SURGICAL  ASSOCIA- 
TION— Honolulu,  Hawaii,  November  14- 
22,  1957. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION, ANNUAL  SESSION  — April  28, 
29,  30,  and  May  1,  1958,  Lincoln. 

A.M.A.  Plans  Civil  Defense  Meeting — 

The  8th  annual  County  Medical  Societies 
Civil  Defense  Conference  will  be  held  No- 
vember 9-10  at  Chicago’s  Morrison  hotel. 
Sponsored  by  the  A.M.A.  Council  on  Na- 
tional Defense,  the  Conference  is  designed 
to  help  local  medical  and  health  personnel 
plan  their  roles  in  disaster  and  civil  defense 
emergencies.  Congresswoman  Martha  W. 
Griffiths  of  Michigan  will  report  on  the 
status  of  national  civil  defense  legislation 
which  received  considerable  attention  dur- 
ing the  first  session  of  the  85th  congress. 
Mrs.  Griffiths  is  a member  of  the  House 
Committee  on  Government  Operations  and 
its  Subcommittee  on  Military  Operations. 

Another  highlight  of  the  Conference  will 
be  reports  on  the  experience  gained  through 
several  test  operational  exercises  conducted 
under  simulated  disaster  conditions,  includ- 
ing a critique  of  national  exercise  “Opera- 
tion Alert.” 

Additional  reports  will  be  given  on  such 
subiecfs  as  general  preparedness  planning, 
hospital  operational  preparedness,  the  role 


of  the  county  medical  society,  radiological 
aspects  of  radiation  fallout,  the  A.M.A.- 
F.C.D.A.  study  project,  the  A.M.A.  program 
on  Asian  influenza.  The  group  also  will 
break  up  into  small  sections  to  discuss  spe- 
cific problems. 

Don’t  Let  Patients  Read  Your  Professional 
Journals — 

Medical  Economics,  in  a news  release, 
quotes  a warning  issued  in  its  newsletter  by 
the  Colorado  state  society  as  follows : 

“How  can  a doctor  start  a malpractice 
suit  against  himself?  By  placing  Medical 
Economics  or  the  A.M.A.  Journal  in  his  re- 
ception room  . . .”  MedAcal  Economics  states: 
“There  are  many  reasons  why  professional 
journals  don’t  belong  in  waiting  rooms  . . . 
and  the  malpractice  articles  they  contain 
are  one  of  the  most  important.” 

Code  of  Ethical  Standards  in  Health 
Insurance  Field — 

The  Health  Insurance  Association  of 
America  unanimously  adopted  the  following 
“Code  of  Ethical  Standards”  at  the  Annual 
Meeting,  May  7,  1957: 

The  underwriting  and  sale  of  voluntary 
accident  and  sickness  insurance  is  in  the 
public  interest.  To  encourage  maintenance 
of  the  highest  standards  of  protection  and 
service  and  to  sustain  public  confidence  in 
the  business  of  voluntary  accident  and  sick- 
ness insurance,  the  Health  Insurance  Asso- 
ciation of  America  has  adopted  this  Code  of 
Ethical  Standards.  Acceptance  of  its  prin- 
ciples and  compliance  with  its  provisions  is 
a condition  of  membership  in  this  Associa- 
tion. Each  member  pledges  itself  to  . . . 

— offer  only  insurance  providing  effective 
and  real  protection  against  such  loss  as 
the  policy  is  designed  to  cover. 

— write  its  policies  in  clear  and  direct 
language  without  unreasonable  restric- 
tions and  limitations. 

— advertise  its  policies  in  such  manner 
that  the  public  can  readily  understand 
the  protection  offered,  and  not  use  ad- 
vertising which  has  the  tendency  or  ca- 
pacity to  mislead  or  deceive. 

— select,  train,  and  supervise  personnel  of 
integrity  in  a manner  which  will  assure 
intelligent,  honest,  courteous  sales  and 
service. 
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— engage  only  in  sales  methods,  promo- 
tional practices  and  other  transactions 
which  give  primary  consideration  to  the 
needs,  interest,  and  continued  satisfac- 
tion of  the  persons  insured. 

— endeavor  to  establish  the  insurability 
of  persons  at  the  time  of  application  in 
every  instance  where  such  insurability 
is  a factor  in  the  issuance  or  continu- 
ance of  the  insurance  or  in  the  liability 
of  the  insurer. 

— pay  all  just  claims  fairly,  courteously, 
and  promptly,  with  a minimum  of  re- 
quirements. 

— continue  research  and  experimentation 
in  order  to  meet  the  changing  needs  of 
the  public. 

— engage  in  keen,  fair  competition  so  the 
public  may  obtain  the  protection  it 
needs  at  a reasonable  price. 

A.M.E.F.  Spearheads  Fall  Campaign — 

The  American  Medical  Education  Founda- 
tion will  launch  an  intensive  fall  campaign 
for  contributions  to  the  nation’s  medical 
schools.  October  and  November  have  been 
selected  as  the  months  in  which  to  appeal  to 
physicians  for  individual  donations. 

In  a progress  report  as  of  July,  the 
A.M.E.F.  announced  that  the  six-million- 
dollar-mark  of  contributions  from  the  medi- 
cal profession  had  been  passed  earlier  this 
year.  The  report  also  stated  that  so  far  in 
1957,  the  A.M.E.F.  income  is  15  per  cent 
higher  than  in  the  same  period  last  year. 

Physicians  are  urged  to  contribute  gener- 
ously to  the  Foundation  during  the  remain- 
ing months  of  1957. 

MD’s  to  Cooperate  in  “Farm-City  Week” — 

“The  national  committee  for  Farm-City 
Week,  November  22-28,  has  extended  a spe- 
cial invitation  to  all  state  and  county  medi- 
cal societies  to  join  in  a program  to  “build 
better  relationships  between  town  and  coun- 
try neighbors.”  As  in  the  past  two  years, 
this  observance  will  be  conducted  nationally 
and  locally  by  hundreds  of  civic,  industrial, 
agricultural,  professional,  and  youth  organ- 
izations — all  spearheaded  and  coordinated 
by  Kiwanis  International. 

The  A.M.A.,  which  is  represented  on  the 
Farm-City  board  of  directors,  this  month 


will  send  to  all  societies  a series  of  sugges- 
tions for  highlighting  their  urban  and  rural 
health  services  during  the  week.  In  most 
cases,  local  programs  will  be  coordinated  by 
community  Kiwanis  clubs.  Names  of  both 
regional  and  state  Farm-City  Week  chair- 
men also  will  be  sent  to  medical  societies  so 
that  physicians  may  be  represented  on  the 
local  planning  committees. 

News  and  Views 

From  the  Columbus  Telegram — 

The  State  Health  Board  has  approved 
federal  funds  for  hospitals  at  Omaha,  Sid- 
ney, and  Fremont.  The  recommendations 
were  presented  by  the  State  Hospital  Advis- 
ory Council. 

A total  of  $1,267,341  was  allocated  in  fed- 
eral funds  during  the  current  fiscal  year. 

The  last  allocation,  approved  by  the 
board,  gives  St.  Catherine’s  Hospital,  Oma- 
ha, $250,000;  Dodge  County  Hospital,  Fre- 
mont, will  receive  up  to  $353,280 ; and  Chey- 
enne County  Hospital,  Sidney,  will  receive 
$100,000. 

From  the  News-Blade  at  Bridgeport — 

A recent  “threshing  bee”  held  on  a farm 
near  Bridgeport,  netted  the  hospital  fund  of 
that  city  $70,  according  to  administrator, 
Mr.  Ray  Ward. 

From  the  Hartington  News — 

Two  automobile  damage  suits  for  sums 
totaling  $45,000  were  filed  in  District  Court 
in  Madison  recently  by  Dr.  and  Mrs.  F.  G. 
Dewey  of  Coleridge. 

The  suits  are  the  result  of  an  automobile 
accident  which  took  place  in  Norfolk,  July 
25,  1954. 

Front  the  Omaha  World-Herald — 

Dr.  Bryon  B.  Oberst  was  elected  presi- 
dent of  the  Nebraska  Pediatric  Society  at 
their  meeting  in  Lincoln  in  September. 

Other  officers:  Dr.  Frank  Stewart,  Lin- 
coln, vice  president,  and  Dr.  E.  O.  Burger, 
Jr.,  Omaha,  secretary-treasurer. 

From  the  Butte  Gazette — 

The  Bristow  Lions  Club  has  voted  to  co- 
operate with  the  Spencer  and  Lynch  clubs 
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in  the  development  of  the  “eye  bank”  pro- 
gram, and  the  purchase  of  the  eye  bank  kit 
to  be  delivered  sometime  after  January  1st, 
1958. 


From  the  Lincoln  Star — 

The  transfer  of  the  Veterans  Administra- 
tion area  medical  officer  from  St.  Paul,  Min- 
nesota, to  Omaha  is  expected  to  be  complet- 
ed by  January  1st,  a VA  spokesman  has 
stated. 

The  St.  Paul-to-Omaha  move  is  one  of 
three  scheduled  by  the  VA.  Senator  Thye 
of  Minnesota  has  asked  the  VA  to  hold  up 
its  transfer  plans. 

Dr.  Einar  C.  Andreasen,  present  St.  Paul 
area  medical  officer,  is  expected  to  retire  at 
the  time  of  the  transfer.  His  successor  in 
the  Omaha  office,  will  have  supervisory  au- 
thority over  all  VA  hospitals  in  North  and 
South  Dakota,  Nebraska,  Minnesota,  Wis- 
consin, Wyoming,  Illinois,  and  Montana. 

Because  of  the  transfer  of  the  St.  Louis 
office  to  Dallas,  several  other  states  may  be 
added.  These  are  Kansas,  Missouri,  Iowa, 
and  Colorado. 

From  the  Grand  Island  Independent — 

The  State  Board  of  Health  at  its  regular 
session  in  September  named  three  members 
to  the  new  board  of  examiners  in  physical 
therapy. 

Named  were  Dale  B.  Renaud,  Veterans 
Hospital,  Lincoln,  three-year  term;  Mrs. 
Mary  Lindball,  Methodist  Hospital,  Omaha, 
two-year  term;  and  Lyle  E.  Emery,  St.  Eliza- 
beth’s Hospital,  Lincoln,  one-year  term.  All 
are  physical  therapists. 

The  board  was  created  by  a bill  passed  by 
the  last  Legislature.  It  calls  for  the  licensing 
of  physical  therapists  and  creating  the 
board  of  examiners. 

From  the  Lincoln  Star — 

Dr.  John  Calvert  of  Pierce,  was  formally 
presented  the  Nebraska  Wesleyan  Univer- 
sity Alumni  Association’s  Medal  of  Honor  in 
September. 

The  presentation  was  made  by  Wesleyan 
President  Vance  D.  Rogers  at  a meeting  of 
the  Association’s  Northeast  Nebraska  chap- 
ter in  Norfolk. 


The  Medal  of  Honor,  awarded  annually 
for  a combination  of  outstanding  loyalty  and 
achievement  traits,  is  the  highest  award  giv- 
en by  the  association  within  its  member- 
ship each  year. 

Dr.  Calvert  has  practiced  medicine  in 
Pierce  continuously  since  1980  where  he  has 
served  as  mayor,  member  of  the  board  of 
education  and  the  official  board  of  his  local 
Methodist  church. 

From  the  “Pulse’’ — 

The  registrar’s  office  at  the  University  of 
Nebraska  College  of  Medicine  expects  a to- 
tal undergraduate  medical  student  enroll- 
ment of  327.  Present  registration  figures 
show  87  freshman,  82  sophomores,  75  jun- 
iors, and  83  seniors. 

The  School  of  Nursing  estimates  a total 
of  115  students. 


More  Lawmakers  Interested  in  Hospitalization 
Of  Aged  Program — 

Although  nothing  will  be  done  about  it 
this  year,  more  Representatives  are  giving 
their  support  to  proposals  for  hospitaliza- 
tion of  the  aged,  to  be  financed  by  Social 
Security  funds.  Before  Congress  adjourned 
two  new  bills  were  introduced  on  this  sub- 
ject, which  is  almost  certain  to  receive  seri- 
ous consideration  when  Congress  reconvenes 
in  January. 

H. R.  9467  in  addition  to  providing  hos- 
pitalization for  men  over  65  and  women  over 
62,  also  would  greatly  liberalize  a wide  range 
of  social  security  benefits  and  increase  both 
the  ceiling  on  taxable  income  and  the  rate 
of  taxation  to  meet  added  costs. 

To  raise  the  needed  money  for  the  new 
benefits,  H.R.  9467  would  levy  social  secur- 
ity taxes  on  all  income  up  to  $6,000,  and  in- 
crease the  tax  rate  one-half  of  one  per  cent 
for  employer  and  employee  alike,  and  three- 
quarters  of  one  per  cent  for  the  self-em- 
ployed. Maximum  retirement  or  disability 
benefits  payable  to  a family  (one  wage  earn- 
er) would  be  increased  from  the  present 
range  of  $50  to  $200  per  month  to  a range 
of  $55  to  $305  per  month. 

The  bill  would  provide  the  following  hos- 
pitalization program : 

I.  Persons  receiving  O.A.S.I.  retirement 
(but  not  disability)  benefits,  or  eligible  for 
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them,  plus  surviving  widows  and  children, 
would  be  covered  by  the  hospitalization  plan, 
with  costs  to  be  paid  out  of  the  O.A.S.I.  trust 
fund. 

2.  Hospital  services  would  be  “the  usual 
hospital  services  in  semi-private  accommo- 
dations.” 

3.  A total  of  120  days  of  hospital-  or  nurs- 
ing-home-care would  be  allowed  each  year, 
but  no  more  than  60  days  of  this  could  be 
hospital  care. 

4.  Admission  to  a hospital  or  nursing 
home  would  be  by  certification  of  a physi- 
cian that  such  care  is  needed. 

From  the  Laurel  Advocate — 

Mr.  and  Mrs.  Paul  Mannion  of  Randolph 
are  the  parents  of  their  12th  child  born  in 
Coleridge  in  September. 

The  child  was  delivered  by  Dr.  R.  P.  Car- 
roll  of  Laurel,  who  has  delivered  all  of  the 
Manion’s  children — all  single  births. 

From  the  Omaha  World-Herald — 

Dr.  B.  N.  Greenberg  of  York  has  filed 
with  the  Secretary  of  State  for  renomination 
to  the  University  of  Nebraska  Board  of  Re- 
gents from  the  fourth  district. 

If  re-elected  Dr.  Greenberg  would  serve 
a six-year  term  beginning  in  1959. 

A.M.A.  Sets  Up  Research  Foundation — 

The  American  Medical  Research  Founda- 
tion recently  was  established  by  the  A.M.A. 
Principal  purposes  of  the  Foundation  will 
be:  (1)  to  promote  the  betterment  of  public 
health  through  scientific  and  medical  re- 
search; (2)  to  plan  and  initiate  scientific 
and  medical  research,  and  (3)  to  collect  cor- 
relate, evaluate  and  disseminate  results  of 
scientific  and  medical  research  activities  to 
the  general  public.  Voting  members  of  the 
Foundation  will  be  A.M.A.  trustees.  Meet- 
ings will  be  held  annually  at  the  time  of  the 
A.M.A.  Annual  Sessions. 

Awards  by  Mississippi  Valley  Medical  Society — 

At  the  recent  annual  session  of  the  Mis- 
sissippi Valley  Medical  Society,  held  in  St. 
Louis,  its  Honor  Award  for  1957  was  made 
to  Doctor  Russell  L.  Cecil  of  New  York,  dis- 
tinguished author  and  teacher.  The  Society 
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presented  its  Distinguished  Service  Award 
to  Doctor  Frank  R.  Peterson  of  Cedar  Rap- 
ids, Iowa,  formerly  Professor  and  Head  of 
Department  of  Surgery  of  University  of 
Iowa  College  of  Medicine  and  presently  pres- 
ident of  the  Iowa  State  Board  of  Examiners. 

Awards  by  American  Medical 
Writers’  Association — 

The  American  Medical  Writers’  Associa- 
tion, at  its  recent  annual  meeting  made  the 
following  awards: 

— The  1957  Honor  Award  went  to  Dr. 
Richard  B.  Cattell  of  Boston,  Director 
of  the  Lahey  Clinic  and  Surgeon-in- 
Chief  of  the  New  England  Baptist  Hos- 
pital of  Boston. 

— The  1957  Distinguished  Service  Award 
was  given  to  Dr.  Austin  Smith  of  Chi- 
cago, Editor  of  the  Journal  of  the 
American  Medical  Association. 

Services  in  Radiology  and  PatUology 
Shifted  to  Blue  Shield  in  Iowa — 

Services  in  the  fields  of  radiology  and 
pathology  have  been  paid  by  Blue  Cross,  in 
Iowa.  Blue  Shield  has  developed  facilities 
for  taking  over  this  payment  for  medical 
services,  and,  during  the  period  beginning 
July  1,  1957,  will  gradually  assume  this  re- 
sponsibility. New  contracts  by  both  Blue 
Cross  and  Blue  Shield,  as  well  as  renewals 
of  old  contracts,  will  be  made  accordingly. 
It  is  expected  that  the  transfer  of  these 
items  will  be  completed  in  one  year. 

The  Blue  Cross  and  Blue  Shield  Plans  are 
anxious  to  cooperate  with  hospitals,  physi- 
cians, and  the  public  in  continued  provision 
of  coverage  for  these  medical  services.  As 
details  are  worked  out,  the  hospitals  and  the 
heads  of  their  departments  of  pathology  and 
radiology  will  be  advised. 

Public  Health  Committee  of  N.S.M.A. 

To  Serve  State — 

The  State  Board  of  Health  has  requested 
the  Public  Health  Committee  of  the  Nebras- 
ka State  Medical  Association  to  serve  as  an 
advisory  committee  to  the  State  Board  of 
Health  on  Asian  influenza. 

Fay  Smith  Files  for  State  Senate — 

Dr.  Fay  Smith  of  Imperial  has  filed  for 
the  State  Legislature,  37th  District.  This 
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district  consists  of  Chase,  Perkins,  Hayes, 
Hitchcock,  and  Dundy  counties.  Public  in- 
terest will  be  well  served  if  Dr.  Smith  wins 
a seat  in  our  Legislature. 

Success  of  “Major  Medical  Insurance” 

Depends  on  Control  of  Medical  Bills — 

“If  medical  bills  are  allowed  to  skyrocket 
under  the  stimulus  of  the  fast  growing  com- 
prehensive medical  coverages,  then  the  bene- 
fits of  the  broader  insurance  may  soon  be 
priced  beyond  the  range  of  the  average  fam- 
ily budget.”  This  significant  statement  was 
made  by  S.  Bruce  Black,  board  chairman  of 
Liberty  Mutual  Insurance  Company. 

Mr.  Black  pointed  out  that  overall  hos- 
pital costs  have  gone  up  132  per  cent  as 
compared  with  a rise  in  consumers  price  in- 
dex of  only  37.6  per  cent.  The  average  hos- 
pital bill  has  increased  from  $88.85  to 
$181.13  and  per  diem  costs  for  hospital  care 
have  jumped  from  $10.04  in  1946  to  $24.15 
today. 

This  expert  in  insurance  believes  that  in- 
terests of  insurance,  business,  and  the  medi- 
cal profession  as  well  as  that  of  the  public 
demands  cooperation  to  develop  better  pre- 
ventive medical  programs  and  more  eco- 
nomic medical  treatment.  He  cited  in- 
stances in  which  coordinated  effort  has  been 
able  to  reduce  the  premium  on  insurance  as 
much  as  25  per  cent. 

Old-Time  Country  Doctor  Fading  Away?  — 

(By  Walter  Rowley,  Heartwell,  Nebr.) 

Back  in  1905  a young  doctor,  fresh  out  of 
a year’s  internship  in  Omaha,  decided  to 
launch  his  medical  career  in  a small  Nebras- 
ka town.  The  little  community  of  Heartwell 
needed  a doctor,  so  that’s  where  he  went. 
He’s  been  practicing  there  ever  since. 

Last  month  Dr.  J,  J.  Smith,  now  80,  re- 
ceived the  thanks  of  Kearney  County  which 
named  him  its  “Citizen  of  the  Year”  in  rec- 
ognition of  his  “outstanding  service  to 
Heartwell  and  surrounding  communities. 
The  award  was  presented  to  him  at  the 
county  fair. 

Heartwell,  population  130,  is  30  miles  west 
of  Hastings.  It  hasn’t  changed  much  in  the 
half  a century  of  Dr.  Smith’s  residence.  But 
conditions  affecting  a country  doctor  have 
changed. 

“In  my  day — the  years  before  the  modern 


highway  and  before  the  automobile — every 
small  town  had  to  have  its  own  doctor  be- 
cause the  pioneer  physician  couldn’t  travel 
much  beyond  10  or  12  miles.  “Times  are 
different  now.  You  can  get  places  faster 
and  villages  aren’t  so  dependent  upon  a 
country  doctor.” 

In  those  days  only  the  largest  communi- 
ties had  hospital  facilities,  and  these  were 
several  hours’  travel  time  — sometimes  a 
day’s  journey — away,  Dr.  Smith  says.  So  in 
the  country  villages  the  doctors  operated  in 
the  home — on  kitchen  tables  and  by  lamp 
light.  “Time  was  important  and  the  fewer 
miles  we  had  to  travel  the  better  it  was  for 
the  patient,”  he  explained. 

Today,  Dr.  Smith  says,  smaller  cities  have 
hospitals,  and  any  serious  case  is  almost  au- 
tomatically a hospital  case.  This  means  the 
patient  receives  the  best  of  care  under  a 
physician  located  in  a hospital  town  where 
he  can  visit  the  patient  once  or  twice  daily. 

“The  village  doctor  can’t  really  afford  to 
make  these  trips  back  and  forth  because  of 
the  time  and  money  involved,”  he  explained. 
“The  result  is  that  his  services  are  restricted 
to  minor  office  treatment,  so  the  old-fash- 
ioned country  doctor  is  almost  a thing  of  the 
past.” 

Young  doctors  starting  their  practice  to- 
day see  little  future  in  this  type  of  life,  the 
quiet  - spoken,  solemn  - faced  physician  be- 
lieves. He  says  they  almost  have  to  seek  a 
practice  in  communities  close  to  or  possess- 
ing, hospital  or  clinical  facilities  in  order  to 
make  a living. 

“If  I were  starting  out  now  as  a young 
man,”  he  asserted,  “I  think  I would  be  of 
the  same  frame  of  mind.” 


A New  Adenovirus  Vaccine — 

Adeno-viruses  have  been  identified  as  a 
group  of  viruses  frequently  causing  “phar- 
yngoconjunctival  fever.”  This  disease  is 
characterized  by  follicular  conjunctivitis, 
fever,  cervical  lymphadenitis,  and  rhinitis. 
Types  3,  4,  and  7 have  been  recovered  repeat- 
edly from  military  recruits  suffering  respir- 
atory diseases  including  primary  atypical 
pneumonia.  Type  3 attacks  principally  chil- 
dren ages  5 to  9.  Antibodies  to  types  4 and 
7 have  been  found  often  in  adults  who  have 
had  no  military  experience. 
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Navy  physicians  found  that  a vaccine  pre- 
pared from  types  3,  4,  and  7,  according  to 
specifications  by  the  National  Institute  of 
Health,  was  50  to  70  per  cent  effective  in 
preventing  these  infections. 

Parke-Davis  will  soon  market  such  a vac- 
cine under  the  name  Adenovirus  Vaccine. 
The  dose  will  be  1 cc.  Reactions  will  be 
slight  to  none.  Immunity  will  last  about 
four  months  and  immunization  will  be  great- 
ly increased  by  giving  a ‘‘booster  shot.”  This 
is  not  considered  as  a preventive  for  the 
common  cold. 

YOUR  OPINION 

(Continued  from  page  522) 

It  will  be  the  earnest  desire  and  effort  of 
the  editors  to  increase  the  number  of  articles 
dealing  with  socio-economic  subjects,  socio- 
political affairs,  and  professional-business- 
problems.  Medicolegal  problems  will  be  dis- 
cussed whenever  good  material  can  be  found. 
We  shall  try  to  stimulate  the  production  of 
good  accounts  of  clinico-pathological  confer- 
ences, and  “clinical”-type  papers  will  be 
looked  upon  with  favor.  These  are  items 
most  often  mentioned  in  the  questionnaires 
as  desirable.  Of  course,  when  it  comes  to 
arousing  interest  in  writing  papers  for  pub- 
lication one  is  reminded  of  an  old  story : An 
Englishman  and  an  Irishman  stood  at  the 
rail  of  a ship  as  she  passed  close  to  the  Irish 
coast.  The  Irishman  doffed  his  hat  and 
shouted  “Hurray  for  Ireland.”  The  Eng- 
lishman said,  in  disgust,  “Hurray  for  Hell !” 
The  Irishman  responded  with  “Well,  every 
man  for  his  own  country.”  Can  we  get  the 
specialist  interested  in  writing  papers 
“beamed  at  the  general  man”?  Can  we  get 
the  “general  man”  to  write  papers?  It 
usually  has  been  “every  man  for  his  own 
country.”  The  least  we  may  hope  is  that 
the  many  suggestions  offered  may  act  as 
catalysts  toward  making  a better  Nebraska 
State  Medical  Journal. 

It  would  appear  that  there  are  well  authenticated 
instances  where  malnutrition  was  the  only  prob- 
able cause  of  a rise  in  tuberculosis  morbidity  and 
mortality,  though  in  most  instances  it  is  one  of 
several  associated  possible  causes.  There  are  also 
indications  that  malnutrition  becomes  operative  as 
an  etiological  factor  in  tuberculosis  only  when  a 
critical  level  is  reached.  On  the  other  hand,  it  is 
recognized  that  optimum  nutrition  gives  no  absolute 
protection  against  tuberclosis,  if  other  circumstances 
are  unfavorable.  (Alton  S.  Pope,  M.D.,  and  John 
E.  Gordon,  M.D.,  Am.  J.  Med.  Sciences,  Sept.,  1955). 


News  from  Our  Medical  Schools 

Dr.  John  Ginski  is  a new  member  of  the 
Department  of  Physiology  and  Pharmacol- 
ogy at  the  University  of  Nebraska  College  of 
Medicine.  His  appointment  as  Instructor  in 
that  Department  was  made  official  by  the 
State  Board  of  Regents  at  its  September  21 
meeting. 

Dr.  Ginski  comes  to  the  University  of  Ne- 
braska College  of  Medicine  from  the  Sas- 
katchewan College  of  Medicine  where  he 
served  as  Research  Assistant  for  nearly  two 
years.  His  B.S.  degree  is  from  Loyola  Uni- 
versity. He  holds  his  M.S.  and  Ph.D.  de- 
grees from  Loyola  University  (Stritch  School 
of  Medicine). 

He  resides  at  4809  Douglas,  Omaha. 

Rubert  P.  Giovacchini  has  been  appointed 
an  Associate  in  the  Department  of  Anatomy 
at  the  University  of  Nebraska  College  of 
Medicine.  His  appointment  was  made  offi- 
cial at  the  September  21  meeting  of  State 
Board  of  Regents. 

He  is  a graduate  of  Creighton  University, 
and  received  his  M.S.  degree  from  that  in- 
stitution. He  has  been  a graduate  assistant 
in  the  Department  of  Anatomy  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  for 
the  past  three  years,  and  has  completed  his 
studies  for  his  Ph.D.  here.  He  will  official- 
ly receive  his  doctorate  at  the  University  of 
Nebraska’s  February  1958  Commencement. 

His  special  interest  is  histochemistry — the 
branch  of  chemistry  which  deals  with  the  tis- 
sues and  fluids  of  the  organism. 

Giovacchini  lives  at  331  North  35th  Ave- 
nue, Omaha. 

Omaha  attorney  Robert  M.  Spire  has 
joined  the  University  of  Nebraska  College 
of  Medicine  faculty.  The  State  Board  of  Re- 
gents approved  his  appointment  as  Instruc- 
tor in  Medical  Jurisprudence  at  the  Board 
meeting  September  21. 

Spire  is  a graduate  of  Harvard  College. 
He  received  his  LL.B.  degree  from  Harvard 
University.  He  completed  requirements  for 
certification  as  a public  accountant  at  the 
University  of  Omaha. 

Attorney-CPA  Spire  is  a member  of  the 
local  law  firm  of  Spire,  Ellick  and  Spire. 
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He  is  also  an  Instructor  in  Business  Law 
and  Accounting  at  the  University  of  Oma- 
ha’s College  of  Adult  Education. 

He  resides  at  5105  Lafayette,  Omaha. 

Fall  registration  has  been  completed  at 
the  University  of  Nebraska  College  of  Medi- 
cine now,  and  matriculation  lists  show  a to- 
tal of  509  students  in  medicine,  nursing, 
X ray  and  medical  technology,  and  related 
fields. 

Undergraduate  medical  students  total  327 
— 87  freshmen,  82  sophomores,  75  juniors, 
and  83  seniors.  Ten  graduate  students  are 
enrolled  in  the  College.  Seven  new  physi- 
cians are  taking  their  internships  at  Univer- 
sity Hospital,  and  29  residents  are  receiving 
training  in  medical  specialties  here. 

The  School  of  Nursing  reports  a total  of 
112  undergraduate  students  for  the  1957-58 
academic  year — 36  sophomores,  32  juniors, 
and  44  seniors.  In  addition,  four  women  are 
registered  in  the  graduate  nursing  program 
here. 

The  medical  technology  roster  shows  a to- 
tal of  a dozen  students  enrolled  in  that  cur- 
riculum. All  12  are  new  to  the  College  of 
Medicine. 

Eight  young  men  and  women  are  taking 
their  training  in  X-ray  technology  this  year. 
Five  of  the  eight  are  new  students  this  fall ; 
the  other  three  began  their  studies  earlier 
in  the  year. 

These  totals  are  comparable  to  last  year’s, 
showing  slight  variance  in  some  of  the  indi- 
vidual totals  and  a slight  (2%)  increase  in 
total  College  of  Medicine  enrollment. 

News  From  Nebraska  Heart 
Association 

A regular  quarterly  cardiac  conference 
was  held  in  Lexington  September  19,  co- 
sponsored by  the  Nebraska  Heart  Associa- 
tion and  Lexington  Community  Hospital.  It 
was  open  to  physicians  from  Dawson,  Phelps 
and  Gosper  Counties.  The  consultant  was 
Dr.  Otto  A.  Wurl,  Assistant  Professor  of 
Internal  Medicine  at  Creighton  University 
and  a member  of  Heart  Association’s  Profes- 
sional Education  Committee.  Arrangements 
Chairman  was  Dr.  Ray  S.  Wycoff,  Lexing- 
ton Hospital  Chief. 


Dr.  L.  S.  Pucelik  received  a Heart  pin  for 
serving  four  years  as  Plattsmouth  and  Cass 
County  Heart  Fund  Chairman.  He  was  one 
of  18  veteran  Heart  Fund  leaders  honored 
at  the  Annual  Awards  Dinner  by  the  Ne- 
braska Heart  Asociation.  Dr.  A.  L.  Miller, 
Nebraska  Congressman,  spoke  on  “Medical 
Horizons.” 

Nebraska  medical  researchers  teamed 
with  the  Nebraska  Heart  Association  to  give 
the  public  a first-hand  view  of  heart  re- 
search being  conducted  at  both  medical 
schools  in  Omaha  with  Heart  Fund  support. 
Tours  at  Creighton  and  Nebraska  were  held 
Oct.  4 as  part  of  the  Annual  Meeting  pro- 
gram. Explaining  their  work  at  Creighton 
were  Dr.  Alfred  Brody,  Dr.  C.  M.  Wilhelmj, 
and  Dr.  Leo  P.  Clements.  At  Nebraska  the 
visitors  saw  the  projects  of  Dr.  Delbert  Neis, 
Dr.  F.  Lowell  Dunn,  Dr.  Robert  L.  Grissom, 
and  Dr.  Charles  A.  Hamilton.  Three  Heart 
Fund-supported  researchers  appeared  at  the 
luncheon  program  to  report  on  their  studies : 
Drs.  Theodore  Hubbard,  Delbert  Neis,  and 
Victor  Levine.  During  the  afternoon,  mem- 
bers of  the  Public  Education  Committee  in- 
troduced films  on  various  phases  of  the 
Heart  program  and  led  discussion : Drs. 

Richard  Egan,  Chairman;  Maurice  Pepper, 
Robert  Long,  Edward  Langdon  and  Robert 
Gregg.  Attending  the  public  sessions  were 
Heart  Fund  leaders,  Omaha  area  club  lead- 
ers and  health  workers. 

Four  one-day  nursing  conferences  will  be 
held  throughout  the  state  in  the  next  few 
months  to  better  inform  nurses  on  cardiac 
nursing  care. 

Miss  Emily  Brickley  of  Lincoln,  Nursing 
Chairman  of  the  Nebraska  Heart  Associa- 
tion, announced  that  they  will  be  held  at 
Scottsbluff  in  November,  at  Grand  Island 
in  December,  at  Lincoln  in  January,  and  at 
Omaha  in  February. 

The  actual  dates  and  details  for  the  con- 
ferences are  to  be  planned  during  October 
when  the  Nursing  Committee  meets  with 
Miss  Elizabeth  Clark,  Nursing  Consultant 
of  American  Heart  Association. 

Thirteen  Nebraska  physicians  participat- 
ed in  the  Scientific  Sessions  of  the  Nebraska 
Heart  Association,  Oct.  3-5  at  Omaha.  Dr. 
Willis  Wright  of  Omaha,  president,  deliv- 
ered the  welcome  address  at  the  Sessions 
which  concentrated  on  coronary  heart  dis- 
ease. There  were  six  nationally-prominent 
speakers.  Serving  as  presiding  officers 
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were:  Dr.  Alfred  W.  Brody,  Dr.  W.  D. 
Angle,  both  of  Omaha;  Dr.  Douglas  Camp- 
bell, Scottsbluff;  Dr.  Dan  Nye,  Kearney; 
Dr.  Sanford  Rathbun,  Beatrice;  Dr.  Donald 
Purvis  and  Dr.  A.  L.  Smith,  Jr.,  both  of  Lin- 
coln. Serving  as  discussants  were : Dr. 


Chosen  as  president-elect  was  Dr.  Donald 
F.  Purvis  of  Lincoln.  Dr.  Daniel  A.  Nye  of 
Kearney  was  selected  as  first  vice  president, 
Mr.  Edwin  F.  Dosek  of  Lincoln  as  second 
vice  president,  and  Dr.  Richard  Egan  of 
Omaha  as  secretary. 


(Left  to  right):  Doctors  Donald  F.  Purvis,  president-elect;  S.  L. 
Magiera,  president;  and  Richard  L.  Egan,  secretary,  of  the  Ne- 
braska Heart  Association. 


Ralph  C.  Moore,  Dr.  Edmond  Walsh,  Dr. 
Theodore  Hubbard,  Dr.  Richard  Fangman, 
and  Dr.  Otto  Wurl,  all  of  Omaha.  The  con- 
ference was  arranged  by  Professional  Edu- 
cation Committee  headed  by  Dr.  Robert 
Grissom  of  Omaha. 

Applications  are  now  being  accepted  from 
medical  faculty  members  for  Project  Re- 
search grants  from  the  Nebraska  Heart  As- 
sociation. John  B.  Hermann,  Executive  Di- 
rector, points  out  that  all  physicians,  science 
teachers,  scientists,  and  other  qualified  per- 
sons in  the  state  may  now  apply.  Faculty 
members  had  not  been  allowed  to  file  until 
October  1 so  that  applications  from  others 
around  the  state  would  be  stimulated.  A to- 
tal of  $8,000  in  maximum  grants  of  $1,000 
will  be  awarded.  The  first  grant  winners 
will  be  announced  probably  in  November. 
Application  forms  can  be  secured  by  writing 
the  Heart  Association,  4209  Harney  St., 
Omaha. 

Directing  the  Nebraska  Heart  Association 
for  the  next  12  months  will  be  Dr.  S.  L.  Ma- 
giera of  Omaha,  who  was  elected  president 
this  past  weekend  at  the  annual  meeting. 


A new  post  was  created,  Chairman  of  the 
Board,  and  filled  by  Mr.  Clarence  E.  Wies- 
ner  of  Omaha.  Mr.  David  F.  Davis  of  Oma- 
ha was  re-elected  as  treasurer. 

Five  new  members  were  elected  to  the 
Board  of  Trustees,  14  re-elected,  and  11 
trustees  elected  to  the  Executive  Committee. 

Several  hundred  doctors  and  lay  people 
attended  the  Heart  Association’s  Scientific 
Sessions,  Public  Heart  Program,  and  An- 
nual Meeting. 

During  the  Annual  Awards  Dinner,  18 
veteran  Heart  Fund  leaders  were  honored, 
including  area  people.  Life  - like  plastic 
heart  models  were  awarded  for  the  best 
County  Fair  Heart  exhibits  to  Benson  Home 
Lovers  Club,  Hitchcock  and  Loup  County 
Home  Extension  Clubs. 

Retiring  President  Willis  D.  Wright 
pointed  out  that  Nebraska  Heart  Associa- 
tion this  year  has  finally  achieved  its  long- 
time goal  of  investing  more  than  half  all 
Heart  Fund  income  in  research.  He  called 
for  continued  progress  in  this  direction. 
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Announcements 


Human  Interest  Tales 


Cruise-Congress  of  Ophthalmologists — 

The  Pan-American  Association  of  Oph- 
thalmology will  hold  its  second  Cruise-Con- 
gress February  1-14,  on  board  the  S.S.  Queen 
of  Bermuda.  Arrangements  to  attend  must 
be  made  through  Mr.  Leon  V.  Arnold,  33 
Washington  Square  West,  New  York  11.  The 
itinerary  includes  a day  each  in  San  Juan, 
Puerto  Rica;  Ciudad  Trujillo,  Dominican  Re- 
public; Kingston,  Jamaica;  Port-au-Prince, 
Haiti,  and  Nassau,  Bahama  Islands. 


Prize  Essay  Contest — 

The  American  College  of  Chest  Physicians 
is  offering  three  cash  awards  to  winners  of 
the  1958-Prize  Essay  Contest.  Open  to  un- 
dergraduate medical  students  only.  For  ap- 
plication and  further  information,  write 
American  College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago  11,  Illinois. 


Post-Doctoral  Fellowships  in  Research 
And  Allergy — 

The  American  Foundation  for  Allergic 
Diseases  offers  Fellowships  in  Research  and 
Clinical  Allergy  for  two  years  each,  with 
stipends  and  certain  expenses  paid.  Appli- 
cations must  be  filed  by  December  15,  1957. 
For  application  forms  and  further  informa- 
tion write  Dr.  Colin  M.  MacLeod,  Univer- 
sity of  Pennsylvania,  820  Maloney  Clinic, 
36th  and  Spruce  Streets,  Philadelphia  4,  Pa., 
or  Dr.  Herman  N.  Eisen,  Washington  Uni- 
versity School  of  Medicine,  600  South  Kings- 
highway,  St.  Louis  10,  Mo. 


Sister  Elizabeth  Kenny  Foundation  Post 
Doctoral  Scholarships — 

The  Sister  Elizabeth  Kenny  Foundation 
announces  a continuance  of  its  post  doctoral 
scholarships  to  promote  work  in  the  field 
of  neuromuscular  diseases.  These  scholar- 
ships are  designed  for  scientists  at  or  near 
the  end  of  their  fellowship  training  in  either 
basic  or  clinical  fields  concerned  with  the 
broad  problem  of  neuromuscular  diseases. 

Inquiries  concerning  details  should  be  sent 
without  delay  to:  Dr.  E.  J.  Huenekens, 
Medical  Director,  Sister  Elizabeth  Kenny 
Foundation,  2400  Foshay  Tower,  Minneapo- 
lis 2,  Minnesota. 


Dr.  John  W.  Ballew  has  announced  the 
opening  of  his  office  in  Lincoln. 

Mr.  Edward  Rensch,  St.  Louis,  is  the  new 
administrator  for  the  Crete  Hospital. 

Dr.  George  Hoffmeister,  Hastings,  recent- 
ly spoke  on  “Pediatric  Emergencies”  at  a 
meeting  of  the  Hastings  Mrs.  Jaycees. 

Dr.  R.  G.  Gere,  South  Sioux  City,  has  left 
this  city  to  re-open  his  practice  in  Mitchell, 
South  Dakota. 

Dr.  L.  J.  Kucera,  Ann  Arbor,  Michigan, 
has  been  named  director  of  professional 
services  at  Veterans  Hospital  in  Omaha. 

Dr.  and  Mrs.  J.  S.  Bell,  York,  attended 
the  September  meeting  of  the  International 
College  of  Surgeons  in  Chicago. 

Dr.  H.  L.  Davis,  Omaha,  presented  a paper 
at  the  September  meeting  of  the  American 
Chemical  Society,  in  New  York  City. 

Dr.  Mary  Jo  Henn,  Omaha,  traveled  to 
Rochester  in  October  for  a Mayo  Foundation 
alumni  reunion. 

Dr.  S.  L.  Garfield,  Downey,  Illinois,  has 
been  appointed  chief  psychologist  at  the  Ne- 
braska Psychiatric  Institute. 

Mr.  M.  C.  Smith,  Executive  Secretary, 
spoke  at  the  September  meeting  of  the  Gage 
County  Medical  Society. 

Dr.  R.  L.  Tollefson,  Wausa,  has  been 
elected  president  of  the  medical  staff  of  the 
Osmond  hospital. 

Dr.  Fay  Smith,  Imperial,  has  been  named 
director  of  District  5 of  the  Nebraska  Izaak 
Walton  League. 

Dr.  G.  O.  Austria,  Omaha,  has  established 
a new  office  in  South  Omaha.  Dr.  Austria 
had  previously  been  on  the  hospital  staff  at 
St.  Joseph’s  hospital. 

Mrs.  Helen  Brady,  Ainsworth,  president 
of  the  Women’s  Auxiliary,  was  an  honored 
guest  at  the  September  meeting  of  the 
Adams  County  Medical  Society  Auxiliary. 

Dr.  Earle  G.  Johnson,  Grand  Island,  was 
hospitalized  for  a short  time  in  September 
following  a spinal  injury  while  he  was  work- 
ing at  his  cabin  near  Central  City. 

Dr.  Louis  Marx,  Lincoln,  recently  report- 
ed the  theft  of  a box  containing  surgical  in- 
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struments,  a portable  spotlight,  and  a blank- 
et. The  contents  were  valued  at  $300. 

Dr.  Hiram  Hilton,  Lincoln,  was  a guest 
speaker  at  a recent  meeting  of  the  District 
No.  3 Nebraska  State  Nurses  Association 
held  in  Lincoln. 

Dr.  Gerald  Kuehn,  Hastings,  has  been 
named  president  of  the  medical  staff  of  the 
Mary  Lanning  Memorial  Hospital  for  the 
coming  year. 

Dr.  J.  P.  Gilligan,  Nebraska  City,  was  the 
featured  speaker  at  the  September  meeting 
of  the  Otoe  County  Registered  Nurses,  in 
that  city. 

Drs.  Gordon  Gibbs  and  Carol  Angle,  Oma- 
ha, attended  the  meeting  of  the  American 
Academy  of  Pediatrics  in  Chicago,  in  Octo- 
ber. 

Dr.  M.  M.  Musselman,  Omaha,  presented 
a paper  on  “Varicose  Veins”  at  the  Septem- 
ber meeting  of  the  Madison  Six  County 
Medical  Society. 

Dr.  J.  P.  Tollman,  Omaha,  attended  the 
October  meeting  of  the  American  Society  of 
Clinical  Pathologists,  College  of  American 
Pathologists  held  in  New  Orleans. 

Dr.  George  W.  Covey  attended  meetings 
of  the  Mississippi  Valley  Medical  Society  and 
of  the  American  Medical  Writers’  Associa- 
tion in  St.  Louis,  in  September. 

Dr.  I.  L.  Thompson,  West  Point,  gave  a 
talk  at  the  annual  convention  of  Cuming 
County  Federated  Women’s  Club  held  in  Sep- 
tember in  Wisner. 

Dr.  H.  W.  Lawrence,  medical  director  of 
the  Proctor  and  Gamble  Company,  was  the 
principal  speaker  at  the  September  meeting 
of  the  Omaha-Douglas  County  Medical  So- 
ciety. 

Dr.  Hilton  A.  Salhanick,  St.  Louis,  Mis- 
souri, has  joined  the  staff  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  as  Re- 
search Assistant  Professor  in  Obstetrics  and 
Gynecology. 

Dr.  John  R.  Schenken,  Omaha,  has  been 
appointed  pathologist  and  director  of  labor- 
atories of  the  Lutheran  Community  Hospital 
in  Norfolk.  Dr.  Schenken  will  spend  one 
day  a week  at  the  hospital. 

Drs.  William  E.  Ferris,  Delaware,  Ohio; 
J.  L.  Purdie,  St.  Paul,  Minnesota;  and  Mel- 


vin H.  Nelson,  Everett,  Washington,  have 
been  appointed  to  the  medical  staff  of  the 
Pine  Ridge  hospital. 

Dr.  H.  D.  Kuper,  Columbus,  was  installed 
as  president  of  the  Nebraska  Chapter  of  the 
Academy  of  General  Practice  at  the  eighth 
annual  scientific  session  of  the  chapter  held 
in  September,  in  Omaha. 

Dr.  Robert  P.  Heaney  has  joined  the 
Creighton  University  School  of  Medicine  as 
Assistant  Professor  in  the  Department  of 
Medicine.  Dr.  Heaney  comes  from  the  Na- 
tional Institute  of  Arthritis  and  Metabolic 
Diseases. 


The  Woman's  Auxiliary 

Dear  Auxiliary  Members: 

The  fall  board  meeting  was  held  Septem- 
ber 18th,  at  the  Cornhusker  Hotel  in  Lin- 
coln. We  had  an  excellent  attendance.  The 
executive  board  was  present  100  per  cent. 
Fourteen  of  the  seventeen  state  chairmen 
were  present.  Three  of  the  four  directors, 
six  of  the  twelve  councilors  and  seven  of  the 
fifteen  county  presidents.  This  attendance 
is  an  excellent  percentage  and  was  greatly 
appreciated  by  your  president.  Each  state 
chairman  gave  informative  reports  con- 
cerning material  available  from  National  for 
program  use. 

It  was  my  pleasure  to  attend  the  member- 
ship tea  of  the  Omaha-Douglas  county  aux- 
iliary on  October  1st.  The  Today’s  Health 
chairman,  Mrs.  Oberst,  has  written  a form 
letter  to  each  doctor  in  Douglas  County  ask- 
ing for  a subscription  from  his  office.  The 
A.M.E.F.  chairman,  Mrs.  Donelan,  brought 
the  new  cards  put  out  by  that  office  to  be 
sent  to  families  of  deceased  and  had  for  the 
members’  inspection  the  imposing  award 
from  National  for  Nebraska’s  contribution 
to  A.M.E.F.  for  1956. 

A student  auxiliary  to  the  Auxiliary  to 
the  Nebraska  State  Medical  was  discussed. 
This  is  an  organization  recommended  by 
National  for  wives  of  medical  students.  It 
is  designed  as  a training  course  in  what  is 
expected  of  a doctor’s  wife  and  promises  to 
promote  permanent  membership  in  auxiliary 
for  these  girls  wherever  their  husbands  be- 
come permanently  located.  There  are  wives’ 
clubs  existing  at  both  the  University  and  at 
Creighton  which  is  a fine  beginning  and  so 
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this  program  can  be  presented  to  these  two 
groups  for  consideration. 

Will  Auxiliary  members  please  remember 
to  get  any  publicity  concerning  county 
groups  or  any  personal  items  of  interest  to 
Mrs.  Garlinghouse  for  the  ‘‘News  Letter.” 

The  Auxiliary  page  next  month  will  bring 
you  a full  report  of  the  presidents’  and  presi- 
dents’ elect  conference  in  Chicago.  This 
meeting  is  held  at  the  Drake  Hotel,  October 
20  to  23. 

Most  sincerely, 

Mrs.  Helen  W.  Brady, 

State  President. 

AUXILIARY  KEEPING  ITS  PLEDGE 
TO  A.M.E.F. 

In  1952,  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  pledged  to 
give  “whole-hearted  support  to  the  program 
of  the  American  Medical  Education  Founda- 
tion”— a foundation  dedicated  to  fund-rais- 
ing in  behalf  of  our  Nation’s  medical  schools. 
In  that  year  the  initial  gift  was  $10,000 
from  the  national  auxiliary;  last  year,  with 
funds  pouring  in  from  every  constituent  aux- 
iliary, the  total  contribution  was  $113,- 
540.56. 

Nebraska  contributed,  as  an  Auxiliary 
gift,  $2,138.19,  average  of  $3.58  per  mem- 
ber. We  received  an  Award  of  Merit,  pre- 
sented at  the  national  convention,  and  the 
following  expression  of  gratitude  from  Mr. 
John  W.  Hedback,  executive  secretary  of  the 
Foundation : 

“Your  active  interest  in  the  Foundation’s 
work  and  your  awareness  of  the  importance 
of  keeping  our  country’s  medical  schools 
free  is  gratifying  indeed.  We  wish  to  thank 
you  again  for  making  this  year  the  success 
it  was  for  the  American  Medical  Education 
Foundation  and  hope  to  see  Nebraska  high 
on  our  list  of  candidates  for  an  Award  of 
Merit  1957-58.” 

We  have  cause  to  promote  and  stimulate 
doubled  efforts  for  the  benefit  of  the  two 
medical  colleges  which  are  in  Nebraska.  We 
have  said  “Every  dollar,  every  cent  we  give 
goes  to  the  medical  schools  and  what  we  re- 
ceive in  Nebraska  is  spent  in  Nebraska.” 
Our  gifts  when  not  designated  for  one  or  the 
other  school  specifically  are  divided  equally. 
In  order  that  contributors  may  know  that 
their  gifts  are  appreciated  the  following  let- 


ters received  by  the  Nebraska  chairman  are 
quoted  in  part: 

“Under  date  of  February  9th,  1957,  we  re- 
ceived from  the  A.M.E.F.  $20,903.85  for  the 
year  1956.  This  represented  a general  grant 
of  $6,850  which  was  our  share  of  undesig- 
nated or  general  contributions  to  the 
A.M.E.F.  The  total  sum  also  includes  $14,- 
080.85  given  by  individuals  and  organiza- 
tions with  the  specific  request  that  it  be 
forwarded  to  our  School  of  Medicine.  Your 
contributions  in  this  category,  unsolicited  by 
the  University  and  evidencing  the  interest 
of  the  Auxiliary  in  Medical  education,  are 
most  gratifying.  They  have  helped  to  meet 
our  expenses  not  covered  by  student  tuition 
but  essential  to  our  operation,  ie.,  they  have 
contributed  to  the  salaries  of  our  faculty  and 
the  provision  of  essential  teaching  aids  and 
supplies. 

“Please  extend  to  the  members  of  the  Aux- 
iliary the  sincere  thanks  of  the  Creighton 
University  School  of  Medicine  for  their  most 
helpful  assistance. 

Sincerely  yours, 

Frederick  G.  Gillick,  M.D., 

Dean.” 

“For  the  year  1956  the  American  Medical 
Education  Foundation  made  an  allocation  to 
this  school  of  $13,765.85.  This  includes  des- 
ignated and  un  designated  moneys.  The 
funds  have  been  used  to  support  the  teach- 
ing program.  A very  small  amount  was 
used  for  teaching  aids  such  as  models  and 
motion  picture  films.  These  funds  have 
been  most  helpful  in  providing  the  consist- 
ent, careful  instruction  we  feel  is  essential 
in  a modern  teaching  program. 

“"With  sincere  appreciation  of  the  help  of 
your  organization,  I am 

Very  truly  yours, 

J.  P.  Tollman,  M.D., 

Dean,  College  of  Medicine, 

University  of  Nebraska.” 

Today,  in  1957,  the  obligation  to  A.M.E.F. 
is,  if  possible,  more  pressing.  The  need  for 
financial  aid  to  the  medical  schools  continues 
as  the  operating  expenses  of  these  institu- 
tions increase.  It  will  be  increasingly  neces- 
sary for  public  attitude  to  be  favorable  to- 
wards the  cost  of  health  services — the  basic 
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ingredient  of  which  is  the  operation  of  the 
medical  schools.  Individual  endeavor  on  the 
part  of  each  Auxiliary  member  must  keep 
pace  with  these  needs  and  the  efforts  of  our 
doctors.  With  the  help  of  your  Auxiliary 
officers  inform  yourself  on  how  to  make 
memorial  gifts  of  money.  Interpret  these 
facts  to  your  associates  and  friends.  Be  a 
contributor  and  a booster  for  A.M.E.F.  If 
we  can  depend  on  each  individual  member 
we  will  not  need  much  from  any  one  member 
to  meet  the  new  national  goal  of  $150,000. 
The  present  membership  in  the  Auxiliary  to 
A.M.A.  is  75,000.  Nebraska’s  592  members 
brought  us  a distinguishing  award  last  year 
but  we  must  do  no  less  for  this  year. 

In  order  to  credit  all  contributions,  indi- 
vidual or  project,  to  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association, 
send  all  checks  to  the  State  A.M.E.F.  chair- 
man : 

Mrs.  James  P.  Donelan 
2703  North  55th  Street 
Omaha  4,  Nebraska 

Make  checks  payable  to : A.M.E.F.-Aux- 
iliary  Fund.  Our  fund  is  not  identified  with 
or  to  be  confused  with  any  other  in  the 
state.  May  we  hope  for  another  successful 
year  for  A.M.E.F. 

Mrs.  James  P.  Donelan. 


The  first  board  meeting  of  the  Woman’s 
Auxiliary  to  the  Lancaster  County  Medical 
Society  was  held  on  Friday,  September  13, 
at  a luncheon  at  the  home  of  Mrs.  Donald 
Purvis,  the  president. 

The  committee  chairmen  are  as  follows : 
Inter-Club  Council — Mrs.  E.  D.  Zeman 
Parliamentarian — Mrs.  E.  W.  Rowe 
Legislative — Mrs.  Frank  Stone 
Publicity — Mrs.  L.  T.  Davies 
Historian — Mrs.  Frank  Cole 
Bulletin — Mrs.  Hodson  Hansen 
Today’s  Health — Mrs.  Robert  Grant 
Membership — Mrs.  W.  G.  Wiedman 
Public  Relations — Mrs.  Horace  Munger 

Social — Mmes.  O.  E.  Neely  and  J.  T. 
J.  T.  Williams 

Program — Mrs.  E.  S.  Maness 
Telephone — Mrs.  H.  G.  Ahrens 

Health  Recruitment — Mmes.  L.  J.  Go- 
gele  and  Bowen  Taylor 


Courtesy  — Mmes.  Jerome  Ritter  and 
Frank  Cole 

Philanthropic  — Mmes.  Jorn  Barthell 
and  Howard  Mitchell 

A.M.E.F.— Mrs.  W.  W.  Bartels 

Advisors — Drs.  H.  B.  Morton  and  Fritz 
Teal 

Mrs.  Elizabeth  Davies, 
Publicity  Chairman. 


Know  Your 
Blue  Shield  Plan 


What  Do  You  Mean  — “Non-Profit?” — 

One  of  the  chief  distinctions  between  med- 
ically sponsored  prepayment  plans — such  as 
Blue  Shield — and  the  commercial  health  and 
accident  insurance  companies,  is  that  Blue 
Shield  is  conducted  on  a “non-profit”  basis, 
whereas  the  insurance  companies  are  frank- 
ly business  enterprises  operated  to  earn  a 
profit  for  their  owners. 

To  state  this  difference  is  not  to  imply 
any  criticism  of  either.  The  insurance 
companies  have  a long  and  honorable  history 
of  public  service  and  they  are  an  important 
part  of  America’s  business  community. 

Blue  Shield,  on  the  other  hand,  serves 
largely  as  an  agency  of  the  medical  profes- 
sion, performing  a community  service.  Ini- 
tiated by  the  medical  profession,  with  the 
help  of  the  local  industry,  labor,  and  civic 
leaders,  Blue  Shield  is  designed  for  one  pur- 
pose only:  to  help  people  pay  for  medical 
services  whenever  the  need  for  such  services 
arises. 

Blue  Shield  has  succeeded  in  pioneering 
the  medical  care  prepayment  movement  be- 
cause the  profession  has  guided  it  and  sup- 
ported it.  Blue  Shield's  working  capital  was 
the  pledge  of  the  participating  physician  to 
deliver  the  medical  services  that  Blue  Shield 
has  promised  on  his  behalf. 

In  some  cases,  the  participating  physicians 
have  accepted  a fraction  of  scheduled  Blue 
Shield  payments  in  order  to  tide  an  infant 
plan  over  its  early  trials.  In  every  case, 
local  professional  leaders  have  given  their 
local  Blue  Shield  Plans  incalculable  hours  of 
service  as  trustees  and  advisers.  None  has 
ever  accepted  one  penny  of  compensation  for 
such  service  as  a committee  member  or 
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trustee.  As  an  agency  of  the  medical  profes- 
sion, created  for  the  sole  purpose  of  facili- 
tating the  doctor’s  job  of  service  to  his  pa- 
tients, there  has  never  been  any  need  (for 
any  third  party,  to  make  a profit  out  of  the 
Blue  Shield  transaction. 

Blue  Shield’s  success  is  measured  by  the 
proportion  of  its  income  dollar  that  is  ex- 
pended for  service  to  subscribers,  the  small- 
ness of  its  operating  costs,  and  the  quality 
of  its  doctor-support — not  by  the  size  of  its 
net  earnings. 

“Non-profit”  does  not  mean  no  profit. 
Much  less  does  “non-profit”  mean  a profit- 
less operation.  “Non-profit”  in  Blue  Shield 
does  mean  profit! 

Profit  to  the  subscriber,  in  having  a larg- 
er percentage  of  the  money  he  spends  for 
medical  care  returned  to  him — via  a larger 
percentage  of  his  physician’s  fees  paid. 

Profit  to  the  physician,  in  knowing  that 
his  patients  have  the  best  possible,  least 
costly,  plan  of  medical  care — via  Blue  Shield. 

BREAKDOWN  OF  1956  INCOME 
DOLLAR  FOR  NEBRASKA 
BLUE  SHIELD 

Payments  for  medical- 

surgical  care  $2,149,509.72  86.08% 

Administrative  cost  ..  235,413.29  9.43% 

Reserves  for  develop- 
ment   112,075.75  4.49% 

PROMAZINE  (SPARINE)  MAY  CAUSE 
BLOOD  DYSCRASIAS 

The  Council  on  Drugs  has  issued  a warning 
(J.A.M.A.,  135:685,  Oct.  12,  1957)  that  promazine 
may  cause  blood  dyscrasias.  This  warning  states: 

“A  review  of  the  reports  received  by  the  Registry 
since  July,  1956,  revealed  10  cases  of  blood  dys- 
crasia  apparently  associated  with  promazine  (Spar- 
ine) hydrochloride  therapy  . . .”  Wyeth  Labora- 
tories supplied  an  additional  record  of  8 cases. 
Granulopenia  was  the  most  common  finding,  but 
studies  of  bone  marrow  indicated  the  presence  of 
depression  of  other  cellular  elements.  The  state- 
ment continues:  “.  . . Physicians  who  prescribe 

promazine  hydrochloride  should  instruct  attendants, 
nurses,  and  patients  to  discontinue  use  of  the  drug 
and  to  report  immediately  if  there  is  any  sudden 
occurrence  of  symptoms  such  as  sore  throat,  fever, 
or  malaise.  These  instructions  must  be  stressed. 
The  interim  cell  counts  alone  cannot  be  relied  upon 
because  the  condition  could  develop  suddenly  be- 
tween routine  examinations.” 


NOTES  FROM  MINUTES  OF  “NEBRASKA 
STATE  MEDICAL  SOCIETY,”  1883- 


Officers  of  the  Nebraska  State  Medical  Society  for 
1883-84  were: 

Victor  H.  Coffman,  President Omaha 

G.  W.  Johnston,  1st  Vice  Pres Fairmont 

E.  Van  Buren,  2nd  Vice  Pres Hooper 

A.  S.  v.  Mansfelde,  Rec.  Sec Ashland 

R.  R.  Livingston,  Cor.  Sec Plattsmouth 

R.  C.  Moore,  Treasurer Omaha 


“MINUTES  OF  THE  FIFTEENTH 
ANNUAL  SESSION” 


Hall  of  Representatives, 
Lincoln,  Nebr., 


May  22,  1883,  2 p.m. 

“The  Nebraska  State  Medical  Society  was  called 
to  order  by  the  Secretary,  and  upon  motion  of  Dr. 
A.  R.  Mitchell,  Dr.  A.  J.  Shaw  was  elected  Presi- 
dent pro  tern. 

“Dr.  F.  G.  Fuller,  of  the  Committee  on  Arrange- 
ments, moved  that  the  Committee  on  Credentials 
be  placed  in  possession  of  the  applicants  for  mem- 
bership, and  that  we  adjourn  till  7:30  o’clock  p.m. 
Carried.” 


ii 


REPORT  OF  THE  COMMITTEE  ON 
ARRANGEMENTS” 


“The  Chairman  of  the  Committee  on  Arrange- 
ments has  the  honor  to  report  that  the  Representa- 
tive Hall  of  the  Capitol  has  been  secured  for  the 
meeting  of  the  Society. 

“That,  through  the  good  offices  of  the  permanent 
Secretary,  reduced  fare  has  been  secured  for  dele- 
gates and  members  from  abroad,  over  all  railroads 
in  the  state,  and  that  an  invitation  is  extended  to 
all  members  of  the  Society  and  their  ladies,  by  the 
Lincoln  Medical  Society,  to  attend  a reception  and 
banquet,  to  be  given  Thursday  evening,  at  the  Sen- 
ate Chamber  of  the  Capitol  and  Commercial  Hotel.” 
A.  R.  MITCHELL,  Chairman 


From  the  “Treasurer’s  Report”  of  the  1883- 
meeting  of  the  Nebraska  State  Medical  Society, 


we  take  the  following: 

“Dues  which  will  probably  be  paid $121.50 

Dues  which  will  probably  not  be  paid 175.00 

Dues,  parties  left  state 24.00 

Dues,  parties  dead 51.00 

Total  $371.50” 


Physicians  and  organized  medicine  are  rightfully 
if  a little  tardily  assuming  a more  active  role  in 
health  education.  Health  forums  sponsored  by  local 
medical  societies  have  served  a most  useful  pur- 
pose, including  the  demonstration  that  the  phsyi- 
cians  of  a community  can  work  together  and  pool 
their  efforts  in  a common  cause.  Hospitals  need 
to  take  a more  active  part  in  health  education  for 
patients,  and  on  a community  basis,  jointly  with 
physicians  and  health  officers.  (L.  E.  Burney,  M.D., 
Calif.  Med.,  Jan.,  1956). 
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Achrostatin  V combines  Achromycin!  V . . . 

the  new  rapid-acting  oral  form  of 
Achromycin!  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied : 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HC1  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage : 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 

^Trademark 
fReg.  U.  S.  Pat.  Off. 
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the  choice 
of  doctors  . . . 


WHO  DEMAND  THE  BEST 
% TREATMENT  TABLE 


• Upholstered  in  Naugahyde  covering 


• Modern  design  and  sturdy  construction 

° Legs  of  1-inch  chrome  plated  steel 
tubing 

This  modern  table  has  been  designed  especial- 
ly for  P&H.  It  is  modern  in  trend  and  sturdy 
in  construction.  72”  length  accommodates  all 
patients.  The  legs  are  made  of  1”  steel  tubing, 
triple-plated  with  copper,  nickel  and  chrome. 
The  top  is  well  padded  and  covered  with  Nau- 
gahyde. Overall  dimensions  are:  72”  long, 

26”  wide  and  30”  high.  When  ordering  specify 
number  . . . NM-1157b. 


Physicians  & Hospitals 
Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 


Current  Comment 

Continued  from  page  14-A) 

2%).  The  house  also  urged  a grants  pro- 
gram to  hospitals  with  nursing  schools  and 
to  other  nurse  institutions  for  professional 
education,  exclusive  of  construction  grants. 

NOTES: 

One  committee  of  Congress  knows  months 
in  advance  just  what  it  plans  to  do  the  day 
Congress  reconvenes.  The  tax-  writing 
House  Ways  and  Means  Committee  has  set 
hearings  starting  January  7 on  possible  tax 
reductions  next  year. 

Included  on  the  agenda  will  be  testimony 
from  various  organizations  on  the  Jenkins- 
Keogh  bills  for  allowing  tax  deferments  for 
money  paid  into  retirement  plans.  The 
American  Thrift  Assembly,  which  is  backed 
by  the  American  Medical  Association  and 
other  professional  and  business  groups, 
plans  to  be  heard  at  some  time  during  the 
30  days  of  hearings. 

Veterans  Administrator  Harvey  Higley 
believes  that  the  public  is  losing  interest  in 
the  veteran  and  his  problems,  and  that  some 
doctors  no  longer  hesitate  to  attack  medical 
care  for  veterans,  particularly  those  with 
non-service-connected  disabilities.  Mr.  Hig- 
ley spoke  at  the  annual  American  Legion 
convention. 

Health  directors  of  21  American  repub- 
lics, holding  their  annual  Pan-American 
Sanitary  Organization  meeting  here  this  fall, 
voted  a $3  million  budget  for  the  Pan-Ameri- 
can Sanitary  Bureau’s  160-odd  health  proj- 
ects for  next  year. 

— (From  the  A.M.A.  Washington  Office) 

Social  Security  Tax  Payments 
Boosted  — Boosted! — 

In  one  way  or  another,  on  one  excuse  or 
another,  social  security  tax  payments  are 
being  boosted  every  year  or  two  instead  of 
at  five-year  intervals  as  originally  planned. 
In  1954,  the  base  was  raised  from  $3,600  to 
$4,200.  In  1956,  the  tax  rate  was  increased. 
Now,  Rep.  Kean  wants  to  raise  the  base  rate 
from  $4,200  to  $4,800  beginning  in  1959. 
Then  in  1960,  the  tax  rate  is  scheduled  to  in- 
crease i/2  per  cent  for  both  employee  and 
employer,  and  % per  cent  for  the  self-em- 
ployed. There  is  no  way  of  knowing  just 
how  expensive  social  security  “insurance”  is 
actually  going  to  be. 
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More  than  half  of  the  Sharp  Building  is  designed  for  and 
occupied  by  leading  physicians  and  dentists  serving  families 
throughout  Nebraska  and  the  Missouri  Valley. 


MANAGING 

AGENTS 


We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company, 


Building 


LINCOLN, 

NEBRASKA 


W.  K.  Realty  Co..  Inc.,  Owners,  610  Sharp  Building 


Lincoln's  Largest  Office  Building  and  Medical  Center 


560  Car  Spaces 

you  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


and 

CAR-PARK 

For  the  convenience  of 
physicians,  dentists  and 
their  patients. 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


Close  to  Lincoln's  department 
stores,  theatres  and  leading  hotel. 


when  anxiety  and  tension  "erupts”  in  the  G.  1.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 
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Current  Comment 

Medical  Costs  Under  Public  Assistance — 

Hospital  care  is  the  most  expensive  item 
involved  in  the  medical  care  of  individuals 
supported  by  federal-state  public  assistance 
programs  according  to  a report  released  by 
the  Bureau  of  Public  Assistance.  In  addi- 
tion to  helping  the  state  with  the  support  of 
the  four  categories  involved,  the  needy  aged, 
the  blind,  dependent  children  and  the  perma- 
nently and  totaly  disabled,  the  U.S.  also  pays 
for  medical  bills.  The  state,  however,  must 
match  this  money  in  part.  Although  hos- 
pital care  is  the  most  expensive  item  in  a 20- 
state  survey,  nursing  home  and  home  care 
accounts  for  29.5%,  drugs  and  supplies  for 
13.8%,  physicians  service  for  13.0%  and 
other  services  for  7.9%. 

Rabies  in  Nebraska — 

Animal  sources  of  rabies  exist  in  Nebras- 
ka as  indicated  by  recent  Nebraska  mor- 
bidity reports  as  issued  by  the  State  De- 
partment of  Health.  Animals  found  to  be 
victims  of  rabies  include  skunks,  cats,  rac- 
coons, and  rabbits. 


Harmful  Effects  of  Radiation — 

A special  study  group  of  the  World  Health 
Organization  has  recently  reported  on  the 
complex  and  controversial  subject  of  the  ef- 
fects of  radiation  on  human  heredity. 

This  report  states  that  all  man  made  radi- 
ation must  be  regarded  as  harmful  from  the 
genetic  point  of  view  and  there  are  strong 
grounds  for  believing  that  most  genetic  ef- 
fects are  closely  additive  so  that  a small 
amount  of  radiation  received  by  a large 
group  of  individuals  can  do  an  appreciable 
amount  of  damage  to  the  population  as  a 
whole. 

Sources  of  radiation  with  genetic  hazards 
include  those  used  in  medicine,  industry, 
commerce,  and  experimental  science.  It  is 
suggested  that  ways  be  found  to  accurately 
record  the  exposures  of  individuals  and  popu- 
lations in  order  to  continue  the  study  of  the 
effects  of  radiation. 

It  is  suggested  that  radiation  exposure 
can  be  much  reduced.  Further  study  is  said 
to  be  needed  to  determine  methods  to  effec- 
tively shield  the  gonads  because  of  the  long 
term  danger  to  populations  which  may  result 
from  radiation  of  these  structures. 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicytic  Acid  (2V4  gr.)  . 162.0  mg. 
Phenobarbital  (Vi  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 
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Pa  b a I ate  with 

H y d ro  co  r f fs o rr  e 


Clinical  evidence 
indicates  that,  in 
Pabalate-HC,  the 
synergistic  antirheu- 
matoid  effects  of 
hydrocortison  e, 
salicylate,  para-aminobenzoate,  and  ascor- 
bic acid  achieve  satisfactory  remission  of 
symptoms  in  up  to  85%  of  cases  studied 


NOW  -EFFECTIVE  STEROID  HORMONE 
THERAPY  OF  RHEUMATIC  AFFECTIONS 
WITH  GREATER  SAFETY  AND  ECONOMY 


FORMULA 

In  each  tablet: 

Hydrocortisone  (alcohol)  2.5  mg. 

Potassium  salicylate  0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


DOSAGE:  Two  tablets  four  times  daily. 
Additional  information  on  request. 


— with  a much  higher  degree  of  safety 

— even  when  therapy  is  maintained  for 
long  periods 

— at  significant  economy  for  the  patient 

Each  tablet  of  Pabalate-HC  contains  2.5 
mg.  of  hydrocortisone  — 50%  more  potent 
than  cortisone,  yet  not  more  toxic. 


AVAILABLE 
FOR  YOUR 
PRESCRIPTION 

NOW 


A.  H.  ROBINS  COM  INC. Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

March  4,  5,  6 and  7,  1958 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  sub- 
jects of  interest  to  both  general  practitioner  and  specialist: 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and 
time-saving  Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  nowfo  attend  and  make 
your  reservation  at  the  Palmer  House. 


Current  Comment 

Voluntary  Insurance  Gains — 

A Health  Insurance  Institute  report  indi- 
cates that  the  number  of  persons  protected 
by  voluntary  health  insurance  is  increasing 
at  an  accelerating  pace.  The  increase  has 
been  particularly  marked  during  the  past 
three  years. 

The  number  protected  by  insurance  to  pro- 
tect against  the  cost  of  medical  expense,  as 
distinguished  from  surgical  expense  has  in- 
creased by  281  per  cent  in  the  period  be- 
tween 1950  and  1956.  At  the  end  of  last 
year  there  were  29.8  million  persons  includ- 
ed in  policies  available  from  insurance  com- 
panies covering  the  cost  of  medical  care. 

A marked  increase  has  also  occurred  in 
the  number  of  persons  covered  by  major 
medical  expense  policies  so  that  this  number 
now  exceeds  10  million  persons. 

The  Health  Insurance  Institute  is  the 
central  source  of  information  for  the  nations 
insurance  companies  which  provide  volun- 
tary health  insurance. 

It  is  estimated  that  by  the  end  of  this 


year  over  123  million  people  or  nearly  75 
per  cent  of  the  total  civilian  population  of 
the  United  States  will  be  protected  by  some 
form  of  health  insurance. 

Is  Something  Wrong  With  Social  Security?  — 

The  government,  while  slow  to  acknowl- 
edge anything  wrong  with  the  Social  Secur- 
ity System,  underestimated  the  demand  for 
benefits.  Women  who  could  obtain  benefits 
at  62,  63,  and  64  decided  to  do  so  even  if 
the  payments  were  less  than  they  would  be 
at  65.  Farmers  suddenly  turned  out  to  be 
older  than  expected.  Some  began  to  pay  so- 
cial security  taxes  on  reported  income  of 
$4,200  which  exceeded  their  income  in  prior 
years.  Then  they  applied  for  benefits  after 
paying  taxes  for  six  quarters.  Many  people 
who  had  retired  and  were  well  beyond  65 
years  of  age,  dug  up  jobs  for  themselves  and 
paid  social  security  taxes  for  18  months, 
thereby  qualifying  for  benefits  of  from  $30 
to  $108.50  monthly  for  life.  Social  security 
experts  in  making  their  cost  projections  un- 
derestimated the  ingeniousness  of  the  Amer- 
ican people  when  Federal  give-aways  are  as 
widely  advertised  as  are  social  security  bene- 
fits. 
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SPLINT  & BRACE 
SHOP. . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 

'CERTIFIED 

We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  21644 


REPRINTS 

echnical  Article  = 


of 

Your 


Are  a direct 
presentation 
of  research 
and 

A valuable 
supplement  to  any 
doctor's  library 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Service 

118  North  Fifth 
Norfolk,  Nebraska 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATHIBAMATE 

Meprobamate  with  PATH  I LON®  Lederle 

Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
‘‘emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 
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Current  Comment 

Who  Wishes  to  Change  Social  Security? — 

Any  Congressman  who  wishes  to  increase 
his  vote-getting  power  can  increase  the 
“benefits,”  while  any  Congressman  who 
wants  to  retire  from  his  important  position 
in  our  law-making  body  is  free  to  try  to  de- 
crease the  “benefits.”  Social  security  has 
been  changed  many  times  in  the  22  years 
sine  the  original  law  was  enacted.  The  size 
and  variety  of  the  benefits,  the  tax  rates, 
the  tax  base,  coverage — all  have  been  radi- 
cally changed.  There  is  no  reason  to  be- 
lieve that  another  22  years  will  not  see  just 
as  radical  changes — all  in  the  direction  of 
increase  in  cost  to  the  taxpayer  without  pro- 
portionate increase  in  “security.” 

“Broadening”  the  Social  Security  Program — 

In  the  first  five  months  of  the  85th  Con- 
gress, the  lawmakers  introduced  more  than 
a hundred  bills  designed  to  broaden  the  So- 
cial Security  Program  in  one  way  or  an- 
other. Such  open-handed  proposals  invari- 
ably win  acclaim,  and  more  tangible  awards 
at  the  polls,  for  their  sponsors.  But  the 
alarming  fact  is  that,  years  ahead  of  sched- 


Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 


ule,  the  growth  of  Old  Age  and  Survivors 
Insurance  Trust  Fund  has  come  to  an  end. 
At  the  moment  it  is  paying  out  more  than  it 
is  taking  in.  This  unexpected  deficit  should 
serve  as  a red  flag  to  the  Treasury,  the  tax- 
payer, and  all  those  who  are  looking  for- 
ward to  receiving,  one  day,  retirement 
checks  of  their  own.  However  generous  its 
motives,  even  a federal  pension  fund  cannot 
go  on  incurring  obligations  which  exceed  its 
resources. 

Long  Playing  Post-Graduate  Education — 

An  interesting  varient  in  post-graduate 
medical  education  as  well  as  in  advertising, 
is  a plan  of  the  Borden  Company  to  make 
available  to  pediatricians  and  general  prac- 
titioners “Clinical  Conversation  Pieces”  re- 
corded on  a series  of  long  playing  discs. 
These  recordings  include  the  taking  of  the 
history  of  the  patient  to  be  discussed  and  the 
subsequent  discussion  of  the  patient’s  prob- 
lem by  the  physicians  present. 

Naration  is  by  professional  recording 
voices  preceded  and  followed  by  sound  ef- 
fects said  to  indicate  the  assembling  of  a 
group  of  physicians  in  a room  for  a clinical 
conference. 
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Current  Comment 

Chloramphenicol  Found  Safe  and  Effective — 

Chloramphenicol  was  used  intravenously 
in  103  seriously  ill  pediatric  patients  by  Drs. 
Balkcom  and  Kagan  at  Cedars  of  Lebanon 
Hospital,  Los  Angeles.  Of  the  85  in  whom 
infection  could  be  expected  to  respond,  73 
were  improved  and  12  were  not.  In  all  but 
one  patient  side-reactions  and  toxic  mani- 
festations were  mild  and  transient. 

Dr.  Albert  Royer  of  Ste.  Justine  Hospital 
(children)  in  Montreal,  Canada,  reported 
that  chloramphenicol  was  used  in  larger 
quantities  than  all  other  wide-spectrum  an- 
tibiotics together,  from  1951  to  1953,  and  is 
still  the  most  used.  It  is  employed  alone  or 
with  sulfamide  compounds.  Staphylococci 
do  not  acquire  resistence  to  chloramphenicol. 

The  effective  combination  of  chloramphen- 
icol and  gamma  globulin  in  eight  patients 
having  staphylococcic  infections  and  two  pa- 
tients with  infection  due  to  beta-hemolytic 
streptococci  is  reported  by  Dr.  Evelynne  G. 
Knouf  of  Los  Angeles.  None  of  these  pa- 
tients had  responded  when  treated  with  each 
of  these  substances  alone.  Neither  produced 
any  deleterious  clinical  reactions.  Dr.  My- 
ron W.  Fisher  reports  the  combination  as 
fifty  times  as  effective  as  chloramphenicol 
alone. 

A new  form  of  chloramphenicol,  the  acid 
succinate  sodium  salt,  is  safe  and  effective 
when  used  intravenously,  intramuscularly,  or 
by  aerosol  spray. 


Does  the  Decrease  in  Paralytic  Polio  Measure 
Efficacy  of  Vaccine?  — 

The  U.S.  Public  Health  Service  reported 
a sharp  decline  in  number  of  cases  of  para- 
lytic poliomyelitis  for  this  year.  For  the 
week  ending  Sept.  7 there  were  73  new  cases 
reported  as  compared  with  292  a year  ago. 
The  total  number  for  1957,  up  to  September 
7,  was  1,299  as  compared  with  4,342  a year 
ago.  It  is  assumed  that  this  decrease  re- 
sulted from  vaccination  regardless  of  the 
great  number  of  people  who  remain  unvac- 
cinated. 


In  the  past  56  years  mortality  from  tuberculosis 
has  declined  from  199  to  8 per  100,000  population, 
according-  to  Health  Information  Foundation.  While 
this  is  remarkable  progress,  the  Foundation  notes, 
tuberculosis  is  still  a great  health  problem,  with 
100,000  new  cases  reported  in  the  United  States 
in  1955. 
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♦This  graph  is  adapted  from  Waisbren  and  Strelitzer.15  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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Current  Comment 

The  Month  in  Washington — 

Just  how  much  money  does  the  federal 
government  spend  on  health  programs  and 
just  how  is  it  spent? 

The  answers  are  not  easy  to  come  by,  but 
each  year  the  Washington  Office  of  the 
American  Medical  Association  gathers  to- 
gether all  of  the  bits  and  pieces  of  informa- 
tion needed  to  explain  where  and  how  the 
U.S.  is  involved  in  medicine,  from  cancer  re- 
search to  treating  workmen’s  sniffles.  Some 
of  the  material  comes  directly  from  appro- 
priation bills,  but  where  programs  and  proj- 
ects are  not  identified  there,  the  responsible 
government  officials  are  consulted  for  the 
breakdown. 

For  all  health  and  medical  purposes,  the 
U.S.  during  the  current  fiscal  year  is  spend- 
ing approximately  two  and  one-half  billion 
dollars.  This — despite  months  of  economy 
talk  in  the  administration  and  in  Congress 
earlier  in  the  year — is  about  the  same  fig- 
ure as  last  year. 


The  survey  also  unearthed  some  interest- 
ing sidelights  that  show  perhaps  more 
graphically  than  the  dollar  marks  the  ex- 
tent to  which  federal  medical  activities  are 
spreading  among  almost  all  agencies  and 
departments. 

At  least  23  U.S.  cabinet  departments  and 
independent  agencies  are  engaged  in  some 
medical  operations,  and  there  are  at  least 
79  separate  health-medical  activities  worthy 
of  listing  and  describing.  Many  of  these  in 
turn  are  responsible  for  scores  and  scores 
of  individual  operations. 

This  year  the  relatively  new  Department 
of  Health,  Education  and  Welfare  tops  the 
list  of  all  departments  in  health-medical 
spending  with  $849,394,800,  bounding  past 
Veterans  Administration  and  Defense  De- 
partment, which  up  to  now  have  been  at  the 
head  of  the  column.  VA  is  spending  $849,- 
374,000,  within  $20,000  of  H.E.W.,  but  De- 
fense Department  this  year  drops  back  more 
than  $80  million  to  $702,000,000,  largely  be- 
cause the  decreasing  size  of  armed  forces 
(Continued  on  page  15-A) 
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Current  Comment 

The  Month  in  Washington — 

(Continued  from  page  4-A) 

means  fewer  uniformed  men  and  dependents 
to  care  for. 

Next  comes  Atomic  Energy  Commission, 
but  its  medical  spending  of  $40  million — 
mostly  for  research — is  far  down  the  col- 
umn from  the  Big  Three. 

International  Cooperation  Administration 
has  $37  million  to  help  our  friends  over- 
seas to  raise  their  medical  standards.  The 
other  19  departments  and  agencies  have 
substantially  less,  the  last  item  being  the 
$12,145  allocated  to  the  physician  entrusted 
with  keeping  members  of  Congress  as 
healthy  as  possible. 

For  the  first  time  the  A.M.A.  report  com- 
piles information  on  the  programs  in  which 
the  U.S.  participates  for  payments  because 
of  disability.  Among  those  receiving  these 
payments  are  veterans,  disabled  benefi- 
ciaries under  social  security,  disabled  rail- 
road workers,  etc. 

Because  this  money  is  not  all  federal  and 


comes  from  several  tax  sources  — O.A.S.I. 
and  railroad  payroll  deductions  as  well  as 
general  U.S.  revenue — it  is  not  added  to 
other  federal  medical  costs  in  the  A.M.A. 
study.  For  the  current  fiscal  year  the  total 
of  these  “payments  for  disability”  is  about 
$3.2  billion. 

NOTES : 

Feral  Trade  Commission  and  Food  and 
Drug  Administration  joined  together  to 
warn  drug  manufacturers  against  using 
“false  and  misleading  claims”  to  promote 
drug  products  for  use  against  Asian  influ- 
enza. It  was  pointed  out  that  vaccine  is  the 
only  protection,  and  that  a physician  is  need- 
ed if  there  are  complications. 

Meeting  at  the  invitation  of  the  Children’s 
Bureau,  a group  of  specialists  in  the  health 
fields  discussed  use  of  X rays  of  the  new- 
born and  pregnant  women  and  concluded 
that  restraint  must  be  exercised. 

There  has  been  remarkable  progress  in 
the  last  five  years  in  the  fight  against  tuber- 
culosis, but  there  are  still  at  least  250,000 
active  cases  in  the  United  States.  This  is 
the  gist  of  a special  nationwide  survey  by 
(Continued  on  page  24- A) 
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discovered  by  Abbott  Laboratories 


SPONTIN 


A new,  important  antibiotic,  Spontin,  is  now  being  made  availa- 
ble— in  limited  supply — to  the  medical  profession. 

Discovered  and  developed  by  Abbott  Laboratories,  Spontin 


'patients  in  whom  other  antibiotics  had  failed. 

Because  of  intricate  and  technical  production  problems,  only 
a limited  supply  of  Spontin  is  available  currently.  But,  as  soon 
as  these  problems  are  solved,  Spontin  will  be  offered  to  all 
hospitals. 

For,  essentially,  Spontin  is  a drug  for  hospital  use — for 
patients  who  are  seriously  ill,  or  even  dying,  from  organisms  that 
have  become  resistant  to  present-day  therapy. 

In  its  present  form  Spontin  is  administered  intravenously, 
using  the  drip  technique.  The  required  dosage  is  dissolved  in  5% 
Dextrose  in  water  and  administered  in  35  to  40  minutes. 

You’ll  find  Spontin  effective  against  a wide  range  of  gram- 
positive coccal  infections.  And  especially  in  those  dangerous 
staphylococcal  problems  that  resist  other  antibiotics.  Some  of 
the  important  therapeutic  points  include: 

1 ) successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2)  new  antimicrobial  activity — no  natural  resistance  to  Spontin 
was  found  in  tests  involving  hundreds  of  coccal  strains 

3)  antimicrobial  action  against  which  resistance  is  rare — and  ex- 
tremely difficult  to  induce 

If)  bactericidal  action  at  effective  therapeutic  dosages. 

Spontin  comes  as  a sterile,  lyophilized  powder  in  vials  repre- 
senting 500  mg.  of  ristocetin  A activity.  While  distribution  is 
limited,  your  emergency  needs  will  be  handled  by  your  Abbott 
representative,  or  at  the  nearest  Abbott 


(Ristocetin,  Abbott) 


proved  highly  effective — even  lifesaving — in  clinical  trials  with 


branch.  Literature  is  available  on  request. 
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The  Month  in  Washington — 

(Continued  from  page  15-A) 

Public  Health  Service  and  the  National  Tu- 
berculosis Association. 

While  visiting  Russian  women  scientists 
were  telling  of  a 25-cent  drug  to  treat 
Asian  influenza,  it  was  learned  that  some 
members  of  the  Russian  Embassy  staff  in 
Washington  had  been  vaccinated  with  Amer- 
ican vaccine. 

In  a major  address,  President  Eisenhower 
pleaded  for  more  private  financial  aid  to 
medical  colleges  and  warned  against  the 
dangers  of  federal  controls  in  this  field. 

When  asked  his  opinion  on  legislation  for 
the  hospitalization  of  the  aged  under  social 
security,  Secretary  Folsom  warned  against 
the  tax  increase  that  would  have  to  accom- 
pany the  plan,  possibly  a suggestion  that 
the  administration  will  oppose  the  idea  next 
year  as  it  did  last. 

Reversing  a previous  policy,  the  Internal 
Revenue  Service  now  says  it  is  possible  for 
a group  of  doctors  to  practice  as  an  “asso- 
ciation,M thereby  qualifying  for  approxi- 
mately the  same  tax  benefits  they  would 
receive  under  the  proposed  Jenkins-Keogh 
law.  (From  Washington  Office,  A.M.A.) 
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Radio  Communication  and  Medical  Practice — 

The  A.M.A.  committee  on  radio  com- 
munication has  urged  the  Federal  Commun- 
ication Committee  to  make  additional  radio 
channels  available  to  physicians. 

It  is  proposed  that  radio  communication 
would  assist  the  profession  and  therefore 
the  public  in  at  least  three  ways.  It  would 
be  of  day-to-day  use  in  receiving  and  an- 
swering emergency  calls,  especially  in  rural 
areas.  Radio  would  facilitate  undergradu- 
ate and  postgraduate  medical  training  and 
would  also  be  indispensable  in  time  of  dis- 
aster or  medical  emergency. 

The  committee  on  radio  of  the  A.M.A.  an- 
ticipates that  the  F.C.C.  may  request  addi- 
tional data  on  the  present  use  of  radio  by 
physicians  as  well  as  evidence  for  its  fur- 
ther utility  if  additional  channels  were  avail- 
able. For  this  reason  opinions  are  request- 
ed and  may  be  sent  to  the  A.M.A.  for  for- 
warding to  the  committee. 
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EDITORIAL 

“A  TOWERING  FIGURE” 

Doctor  Rufus  A.  Lyman  of  Nebraska  was 
termed  “a  towering  figure  in  the  field  of 
pharmaceutical  medicine”  upon  the  occa- 
sion, in  1947,  when  he  was  awarded  the  Rem- 
ington Medal.  A quick  enumeration  of 
some  of  his  many  honors  and  accomplish- 
ments will  serve  to  support  that  appellation. 

After  completing  his  formal  education  at 
the  University  of  Nebraska,  having  obtained 
the  degrees  B.A.,  M.A.,  and  M.D.,  Doctor 
Lyman  founded  the  College  of  Pharmacy  at 
the  University.  He  retired  as  Dean  Emer- 
itus in  1946.  Lyman  Hall,  named  in  his 
honor,  is  now  under  construction. 

Upon  his  first  retirement  he  went  to 
Tucson,  Arizona,  where  he  founded  the  Col- 
lege of  Pharmacy  of  the  University  of  Ari- 
zona in  1947,  and  stayed  to  see  it  through  its 
infancy.  He  retired  a second  time,  in  1950, 
and  returned  to  his  home  in  Lincoln.  While 
at  the  University  of  Arizona,  the  annual 
“Ditch  Day”  became  the  “Lyman  Day”  and, 
in  1950,  his  likeness,  cast  in  bronze,  was 
dedicated  to  him. 

Along  with  other  activities,  Doctor  Lyman 
founded  the  American  Journal  of  Pharma- 
ceutical Education  and  served  as  its  editor 
for  19  years.  During  1944,  he  was  editor- 
in-chief  of  American  Pharmacy.  In  1953, 
he  was  made  honorary  president  of  the 
American  Pharmaceutical  Association  at 
their  100th  Anniversary  Convention  in  Phil- 
adelphia. The  doctor  was  also  the  editor  of 
a textbook,  American  Pharmacy. 

In  a memorial  written  by  his  son,  Rufus 
A.,  Jr.,  we  find  the  following  lines  that  seem 
significant  of  a full  life  well  spent : 

“.  . . His  lifetime  spanned  the  period  from 
the  disaster  of  the  United  States  Seventh 
Cavalry  on  the  Little  Bighorn  to  the  occa- 
sion of  man’s  first  successful  effort  to  pene- 
trate outer  space  . . . He  lived  to  see  his 
words  acclaimed  and  his  likeness  cast  in 
bronze.  He  saw  his  work  pass  into  the 
hands  of  dedicated  men  of  proven  com- 
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petence  . . .”  Doctor  Lyman  enjoyed  the 
full  use  of  body  and  intellect  until  the  day 
of  his  death,  October  12,  1957. 

Nebraskans  will  see  few  native  sons  who 
have  accomplished  more  for  their  people 
than  Doctor  Rufus  Lyman,  and  none  who 
did  it  with  less  fanfare. 

The  following  letter  was  written  to  me  as 
editor  of  our  Journal  two  days  before  Doctor 
Lyman’s  death.  It  shows  the  depth  and 
breadth  of  his  interests  and  his  keen  sense 
of  contact  with  passing  history  within  hours 
of  his  approaching  dissolution : 

1649  South  21st  St., 

Lincoln  2,  Nebr. 

October  10,  1957 

Dr.  George  W.  Covey: 

A dozen  times  I have  sat  down  to  fill  out 
the  enclosed  questionnaire  and  I find  I always 
end  up  frustrated.  I know  your  objective  is 
to  find  out  what  the  readers  want  and  in  so  do- 
ing you  may  make  the  Journal  of  greater 
value  to  its  readers.  But  when  I try  to  fill  the 
questionnaire  I am  following  my  own  interests 
and  they  may  be  only  one  in  a thousand,  and 
my  interests  change  from  time  to  time  as  the 
years  pass  and  I have  new  contacts  and  new 
experiences.  So  I have  placed  a few  checks 
on  the  form  and  I’ll  make  a few  comments, 
otherwise  it  does  not  make  sense. 

My  choices  are  papers  that  deal  with  educa- 
tion in  the  health  sciences.  That  is  because 
education  has  been  my  life’s  work  but  all  medi- 
cal men  should  be  intensely  interested  in  that 
subject  because  it  is  the  grassroots  of  the  sci- 
ences. 

I am  especially  interested  in  drugs,  new  or 
old.  “Choice  of  Digitalis  Preparation”  in  the 
September  number,  is  the  type  that  appeals  to 
me. 

When  it  comes  to  strictly  scientific  papers, 
the  medical  practitioner  will  go  to  the  journals 
of  his  special  discipline.  I am  going  on  the 
supposition  that  a State  Journal  should  satisfy 
the  needs  very  largely  of  the  general  practi- 
tioner and  I think  the  editorials  and  abstracts 
should  deal  with  papers  that  are  published  for 
the  specialist,  and  in  a language  that  the  gen- 
eral practitioner  can  easily  grasp. 

I question  very  much  whether  the  average 
medical  man  knows  what  the  objectives  of  pub- 
lic health  are  and  papers  defining  the  relation 


December,  1957 


557 


of  public  health  to  the  private  practice  of  medi- 
cine should  be  clarified. 

At  the  risk  of  being-  called  a medical  antique 
(which  I am)  I liked  the  editorial  “Too  Far 
From  the  Mustard  Plaster”  in  the  September 
issue. 

Although  I have  been  “turned  out  to  pasture” 
for  more  than  a decade  I find  reading  the  news 
items  and  “human  interest  tales”  with  increas- 
ing interest  — • although  the  names  are  mostly 
new  and  unknown  to  me,  the  places  and  the 
state  are  not.  Perhaps  this  is  because  the  octo- 
genarian does  not  have  the  contacts  that  a man 
of  forty  does. 

I think  a section  giving  a few  brief  state- 
ments about  disease,  its  control,  its  causes,  dan- 
gers and  usefulness  of  drugs,  hormones  and 
vitamins,  etc.,  in  each  issue  that  local  doctors 
could  show  to  local  papers  as  they  had  space 
to  publish,  would  be  very  much  worth  while. 
Such  items  are  news  to  the  layman. 

I read  my  medical  journals  just  like  I read 
the  newspapers.  I glance  at  the  headlines  on 
page  one  first  and  then  turn  to  the  news  items 
and  later  go  back  to  page  one.  So  I read  the 
State  Journal  first  and  the  others  later  when 
there  is  more  leisure. 

As  you  may  not  know,  I,  in  1936,  created  the 
American  Journal  of  Pharmaceutical  Educa- 
tion— the  only  journal  in  the  world  dealing  ex- 
clusively with  pharmaceutical  education,  and 
was  editor  of  it  for  19  years.  I made  appeals 
similar  to  those  in  your  questionnaire.  The 
only  answer  I ever  got,  and  it  was  continuous, 
was  “I  leave  that  to  the  editor.”  And  I guess 
every  editor  is  in  the  same  boat  in  America — 
probably  it  is  different  in  Russia. 

As  I see  the  present  State  Journal  you  have 
done  a good  job.  It  seems  to  me  a well  bal- 
anced job  and  I have  never  heard  any  ad- 
verse criticism  and  have  heard  many  compli- 
mentary remarks. 

Most  sincerely, 

RUFUS  A.  LYMAN. 

MR.  AL  KORN  AND  OUR  JOURNAL 

The  first  issue  of  the  Nebraska  State 
Medical  Journal,  Vol.  1,  Number  1,  was  pub- 
lished in  1916.  Doctor  Irvin  S.  Cutter  was 
the  editor.  Then,  as  now,  the  editor  prob- 
ably got  the  credit  and  the  blame  for  the 
magazine,  lock,  stock,  and  barrel.  In  truth, 
when  a magazine  is  good  a considerable  part 
of  the  credit  should  go  to  the  cooperative 
workmanship  of  the  printers.  When  it  is 
not  so  good,  most  of  the  blame  may  well  be 
placed  upon  the  editor. 

In  1916,  Mr.  A1  Korn  had  been  with  the 
Huse  Publishing  Company  three  years.  It 
fell  to  his  lot  to  design  and  set  up  the  cover 


for  the  Journal — a new  project  for  his  com- 
pany. 

Mr.  Korn  has  been  employed  by  the  same 
company  these  forty-four  years.  He  has 
worked  largely  as  a compositor  and  The  Ne- 
braska State  Medical  Journal  has  been  one 
of  “his  babies”  during  that  time. 

Now,  beginning  January  1,  1958,  Mr.  Korn 
will  go  on  a semi-retirement  basis.  Mr. 
Dave  Powell,  the  present  manager,  says: 
“Mr.  Korn  is  an  excellent  compositor  and 
has  been  noted  for  his  many  outstanding 
designs  and  beautiful  layouts.” 

A glance  at  the  cover  of  the  current  issue 
of  the  Journal  shows  Mr.  Korn’s  skill  at  de- 
sign and  layout.  It  so  happens  that  this  ex- 
pert compositor  designed  our  very  first  cov- 
er, near  the  beginning  of  his  career,  and  that 
he  has  had  the  privilege  of  making  our  pres- 
ent Christmas-design  one  of  his  last  proj- 
ects before  retirement.  We  take  this  op- 
portunity to  thank  this  fine  workman  for 
the  effort  given  our  publication  over  these 
many  years. 

Current  Comment 

Helpful  Change  in  “New  and 
Nonofficial  Drugs” — 

The  Council  on  Drugs  announced 
(J.A.M.A.,  105:155,  Sept.  14,  1957)  a change 
in  method  of  reporting  that  should  be  help- 
ful to  the  physician.  The  following  quota- 
tion from  this  report  defines  the  change : 

“As  an  aid  to  physicians  in  writing  pre- 
scriptions, the  Council  has  adopted  an  ex- 
pansion of  the  section  in  New  and  Nonoffi- 
cial Drugs,  “Principles  Governing  the  Evalu- 
ation of  Drugs  Described  in  New  and  Non- 
official Drugs,”  to  provide  for  listing  phar- 
maceutical preparations,  including  either 
sizes  or  strengths,  in  conjunction  with  mono- 
graphs published  in  the  Council’s  column  of 
The  Journal,  and  in  future  editions  of  New 
and  Nonofficial  Drugs.  . .” 

State-Wide  Contract  Awarded  to  Blue  Shield — 

From  U.M.S.  News  Letter  we  find  that: 

“Blue  Shield  has  been  chosen  by  the 
State’s  (New  York)  Temporary  Health  In- 
surance Board  to  provide  New  York’s  70,- 
000  Civil  Service  workers  with  basic  medical 
coverage. 

“Blue  Cross  was  awarded  the  hospitaliza- 
tion contract,  and  Metropolitan  Life  received 
the  contract  for  major  medical  expense.” 
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Rationale  and  Indications  for 
Neck  Dissections* 


These  authors  warn  against  dallying  when 
there  is  a mass  in  the  neck  that  is  not  thyroid 
or  obviously  inflammatory.  Such  masses  are 
very  likely  to  be  metastatic  cancer.  The  great 
majority  of  such  cancers  come  from  primary  tu- 
mors in  the  oral  cavity  or  on  the  face.  They 
point  out  that  the  patient  rarely  dies  as  a result 
of  the  primary  tumor  but  will  die  of  the  metas- 
tases  unless  prompt  and  adequate  treatment  is 
instituted.  They  outline  the  proper  treatment  and 
support  their  opinions. 

—EDITOR 

HAYES  Martin  has  stated  that, 
“Were  it  not  for  the  tendency 
of  malignant  tumors  to  metas- 
tasize, the  problem  of  treatment — concerned 
only  with  the  primary  lesion — would  be  sim- 
ple. The  degree  to  which  metastasis  can  be 
prevented  or  controlled  is  actually  the  main 
factor  that  determines  the  prognosis  for 
cure.”  The  primary  lesion  in  cancer  of  the 
breast  is  not  lethal,  but  its  metastases  are. 
The  same  applies  to  a malignant  melanoma 
of  the  skin,  to  gastric  carcinoma,  and  to 
nearly  all  other  cancers.  Cancer  arising  in 
the  oral  cavity  is  no  exception. 

Often  a mass  in  the  neck  is  either  the 
primary  or  dominant  finding  in  cancer  aris- 
ing in  the  oral  cavity.  The  following  clin- 
ical triad  has  been  well  established : ( 1 ) 
Most  persistent  lumps  in  the  necks  of  adults, 
excluding  thyroid,  are  malignant;  (2)  most 
of  these  malignant  tumors  in  the  neck  are 
metastatic;  and  (3)  most  metastatic  tumors 
in  the  neck  come  from  primaries  in  the  oral 
cavity. 

Slaughter,  et  al,  found  that  neoplastic  dis- 
ease accounted  for  over  50  per  cent  of  cerv- 
ical masses  whereas  only  6.6  per  cent  repre- 
sented inflammatory  disease.  This  makes  the 
general  attitude  of  studied  disregard  for 
lumps  in  the  neck,  by  both  the  laity  and  the 
medical  profession,  unrealistic. 

This  “casual  attitude”  was  summarized 
by  Slaughter  when  he  wrote,  “There  are  sev- 
eral reasons  for  this  ‘ostrich’  approach  to  a 
painless  lump  in  the  neck.  On  the  part  of 
the  public,  at  least,  it  is  a sort  of  ‘tribal- 
customs’  holdover,  due  to  racial  memories 
of  the  King’s  disease,  endemic  goiter  in  Al- 

*From  the  Department  of  Surgery,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska. 


JOHN  BYRON  DAVIS.  M.D. 
and 

HERBERT  H.  DAVIS,  M.D. 

Omaha,  Nebraska 

pine  Europe  and,  in  recent  memory,  the 
acute  cervical  lymphadenitis  so  frequent  in 
pediatric  practice.  Add  to  this  the  ubiqui- 
tous problem  of  dental  decay,  with  almost 
everyone  at  some  age  having  experienced  an 
acute  apical  abscess  with  cellulitis  and  swell- 
ing about  the  jaw,  and  one  can  understand 
the  complacency  with  which  the  public  re- 
gards lumps  in  the  neck,  especially  if  they 
are  painless.  The  informed  medical  man 
should  not  fall  into  these  errors  of  assump- 
tion, or  he  is  as  much  a victim  of  the  Polly- 
anna  aspect  of  human  nature  as  anyone  else. 
This  natural  habit  of  thinking  always  of  the 
least  harmful  and  lighter  side  first,  too  fre- 
quently results  in  disastrous  delay  in  even 
the  suspicion,  let  alone  the  diagnosis,  of  the 
presence  of  a fatal  disease.” 

Exclusive  of  goiter,  all  painless  persistent 
masses  in  the  neck  should  be  considered 
metastatic  cancer  until  proven  otherwise. 

Since  the  majority  of  the  malignant  lumps 
in  the  neck  have  their  primaries  on  the  face 
and  in  the  oral  cavity,  these  areas  should 
be  examined  first.  Most  are  easily  detect- 
able by  ordinary  methods  of  observation  and 
palpation.  The  primary  lesions  of  the  skin 
and  lips  are  usually  obvious,  but  one  also 
must  look  for  scars  which  may  represent 
previous  ablation  of  a primary  tumor  by 
surgical  excision  or  radiation.  The  entire 
surface  area  of  the  oral  cavity  should  be  in- 
spected and  palpated.  Indirect  mirror- 
examination  must  be  used  to  view  the  hypo- 
pharynx  and  nasopharynx.  Simple  palpa- 
tion with  the  finger  will  reveal  tumors  at 
the  base  of  the  tongue  and  tonsillar  areas. 

Since  the  mouth  is  lined  with  squamous 
epithelium,  squamous  cell  carcinoma  is  the 
type  of  cancer  found  in  over  95  per  cent 
of  the  cases.  These  patients  usually  com- 
plain of  a sore  in  the  mouth  which  fails  to 
heal,  or,  if  the  lesion  is  farther  back  in  the 
throat,  of  dysphagia,  pain  in  the  ear,  or  res- 
piratory obstruction. 
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The  physician  should  not  burden  himself 
with  vague  clinical  criteria  in  establishing 
the  disease-entity  once  a lesion  is  located. 
The  only  safe  method  of  diagnosis  is  a bi- 
opsy of  the  lesion  to  rule  out  the  most  seri- 
ous disease — cancer.  Should  the  lesion  be 
tuberculous  or  syphilitic  the  biopsy  will  do 
no  harm,  but  a delay  in  making  the  diagnosis 
of  cancer  might  result  in  the  death  of  the 
patient. 

If  a primary  source  is  not  found  in  the 
area  of  the  head  and  neck,  a thorough  gen- 
eral examination  should  be  done  including 
certain  indicated  laboratory  studies,  i.e., 
blood  count  with  differential,  X ray  of  the 
chest,  radiographic  studies  of  the  gastro- 
intestinal and  genito-urinary  tracts,  esopha- 
goscopy,  bronchoscopy,  and  any  other  indi- 
cated studies. 

Biopsy  of  a single  cervical  node  is  men- 
tioned only  to  be  condemned,  and  should  be 
done  only  as  a last  resort  for  the  following 
reasons : 

1.  The  resultant  scarring  from  this  pro- 
cedure may  interfere  seriously  with 
subsequent  cervical  dissection ; 

2.  If  the  specimen  reveals  metastatic  epi- 
thelial (squamous  cell)  tumor,  you  still 
have  to  locate  the  primary  lesion  be- 
fore therapy  may  be  instituted;  and 

3.  A negative  report  on  tissue  obtained 
at  biopsy  may  be  misleading.  Often 
only  one  or  two  nodes  out  of  forty  to 
sixty  examined  in  a radical  neck-dis- 
section are  found  to  contain  tumor. 
An  ulcerated,  infected  primary  lesion 
can  result  in  hyperplasia  of  cervical 
lymph  nodes. 

The  presence  of  bilateral  cervical  metas- 
tases  from  a primary  source  in  the  oral  cav- 
ity is  not  necessarily  hopeless.  Martin  re- 
ports bilateral  cervical  dissection  in  50  cases 
with  a five  year  cure-rate  of  about  30  per 
cent. 

CHARACTERISTICS  OF  TUMORS 
ARISING  IN  THE  ORAL  CAVITY 

I.  Death  From  the  Primary  Lesion  Is  Rare 
and  the  Cure-Rate  Is  High. 

This  is  true  of  most  malignant  tumors  in 
the  body;  i.e.  breast,  stomach,  colon,  skin, 
and  others.  In  the  past,  too  much  emphasis 
has  been  placed  on  the  treatment  of  the  pri- 
mary lesion  which  is  often  a cosmetic  prob- 
lem, and  too  little  on  the  lesion  in  the  neck, 
which  is  a survival  problem. 


II.  Most  Primary  Tumors  of  the  Oral  Cav- 
ity Confine  Their  Metastatic  Activities 
to  the  Lymphatics  on  One  Side  of  the 
Neck  Above  the  Clavicle. 

In  a large  series  of  autopsies  on  patients 
dying  of  cancer  of  the  head  and  neck,  83 
per  cent  had  no  cancer  below  the  clavicles. 
The  great  majority  of  deaths  in  these  pa- 
tients was  from  a constricting,  eroding  cuff 
of  cancer  around  the  neck.  This  localizes 
the  area  of  treatment  to  a relatively  small 
and  accessible  area;  smaller  than  for  can- 
cers of  the  breast,  stomach,  or  rectum.  This 
localization  should  make  it  possible  to  com- 
pletely eradicate  the  disease. 

III.  Usually  Groups  of  Nodes  Rather  Than 
a Single  Node  Are  Involved. 

A single-node-metastasis  of  moderate  size 
can  be  obliterated  by  radiation  methods. 
The  problem  is  not,  however,  one  of  steriliz- 
ing a single  focus  of  metastatic  cancer  be- 
cause groups  of  nodes  and  multiple  echelons 
of  groups  of  nodes  are  commonly  involved. 
Limits  of  tissue  tolerance  make  it  difficult, 
if  possible  at  all,  to  deliver  a thoroughly  can- 
cerocidal  dose  of  radiation  to  one  entire  side 
of  the  neck.  To  date,  there  is  no  recorded 
case  of  a 5-year-cure  in  cases  of  oral  cancer 
with  proven  cervical-lymph-node  metastases 
treated  by  any  form  of  radiation  therapy. 

Block  dissection  of  the  neck  is  the  only 
alternative  at  the  present  time  that  will  pro- 
vide a reasonable  cure-rate  in  cervical  meta- 
static cancer. 

IV.  Many  Malignant  Lesions  of  the  Mouth 
Invade  Bone. 

Lesions  arising  next  to  bone  or  those 
which  have  extended  to  bone  must  be  con- 
sidered to  have  invaded  the  bone  if  therapy 
is  to  accomplish  a cure.  Radiation  in  any 
form  should  not  be  relied  upon  to  cure  car- 
cinoma which  is  growing  in  bone.  This 
form  of  therapy  produces  serious  radio-ne- 
crosis of  bone  and  has  failed  to  cure  the 
disease. 

V.  Most  Intra-Oral  Lesions  Metastasize 
Early. 

The  rich  lymphatic  supply  in  the  oral  cav- 
ity and  the  massaging  action  of  mastication 
on  the  tumor  are  probably  responsible,  in 
large  part,  for  the  early  lymphatic  metas- 
tases of  many  intra-oral  lesions.  This  con- 
cept was  a part  of  the  rationale  behind  the 
so-called  prophylactic  neck-dissection.  Sur- 
prisingly, in  the  majority  of  this  type  of  dis- 
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sections,  positive  nodes  were  found  on  micro- 
scopic examination.  In  addition,  the  cure- 
rate  for  early  metastases  was  so  great  (50 
to  60  per  cent  5 year  cure),  and  the  mor- 
tality so  low  (nearly  zero)  that  early  neck- 
dissection  is  now  considered  therapeutic  and 
not  prophylactic. 

This  can  be  compared  to  the  breast  can- 
cer which  has  no  palpable  axillary  lymph 
nodes  but  which,  on  microscopic  examina- 
tion of  the  axillary  contents,  shows  tumor 
in  one  or  more  nodes.  It  has  been  proven 
and  generally  accepted  that  the  cure-rate  of 
cancers  of  the  breast,  stomach,  lung,  and 
other  areas  was  improved  when  it  became 
standard  practice  to  remove  the  regional 
lymph  nodes  en  bloc  with  the  primary  tumor. 

PRACTICAL  APPLICATION 

I.  Interpretation  of  Peristent  Mass  in  Neck. 

The  great  majority  of  these  masses,  ex- 
cluding thyroid,  represent  metastatic  malig- 
nant disease.  Most  of  the  metastatic  malig- 
nancies in  the  neck  come  from  primaries  in 
the  oral  cavity.  Therefore,  a careful  ex- 
amination of  the  oral  cavity  should  be  under- 
taken first.  If  this  fails  to  reveal  a primary 
source,  a general  examination  plus  indicated 
laboratory  tests  and  X rays  are  in  order. 
The  last  indicated  diagnostic  exercise  is  bi- 
opsy of  the  cervical  mass. 

II.  Diagnosis  of  Primary  Intra-Oral  Lesion. 

The  great  majority  of  the  intra-oral  le- 
sions are  readily  accessible  for  biopsy.  The 
only  instruments  required  are  a tongue 
blade,  a number  eleven  Bard-Parker  knife, 
and  a tissue  forceps.  Tumor  cells  have  no 
nerve  supply,  so,  in  most  instances,  even  a 
local  anesthetic  is  not  needed  to  biopsy  these 
surface  lesions.  The  specimen  obtained  is 
placed  in  a bottle  of  ten  per  cent  formalin 
and  sent  to  a pathologist  for  final  diagnosis. 

III.  What  To  Do  When  Diagnosis  Is  Posi- 
tive. 

If  there  is  a definite  diagnosis  of  a pri- 
mary carcinoma  of  the  oral  cavity  or  face, 
the  first  consideration  is  erradication  of 
the  primary  lesion.  A block  dissection  of 
the  neck  should  not  be  undertaken  until  the 
primary  source  is  or  can  be  controlled. 
Treatment  of  the  primary  can  be  done  by 
surgery,  radiation,  or  a combination  of  the 
two.  The  cervical  metastases  can  be  con- 
trolled only  by  block  dissection  of  the  neck, 
and  should  be  done  as  an  en  bloc  procedure 
with  the  primary  lesion  or  as  soon  as  the 
primary  lesion  is  eradicated. 


CONCLUSIONS 

1.  The  majority  of  persistent  masses  in 
the  neck,  excluding  thyroid,  are  malig- 
nant. 

2.  The  majority  of  the  malignant  tumors 
in  the  neck  are  metastatic. 

3.  The  majority  of  the  metastatic  malig- 
nant tumors  of  the  neck  come  from 
primary  sources  in  the  oral  cavity  or 
about  the  face. 

4.  Persistent  tumors  of  the  neck  should 
be  considered  malignant  until  proven 
otherwise,  and  the  first  line  of  investi- 
gation should  be  examination  of  the 
face  and  oral  cavity. 

5.  Death  from  the  primary  lesion  is  rare 
and  the  cure-rate  is  high. 

6.  The  degree  to  which  metastases  can 
be  prevented  or  controlled  is  actually 
the  main  factor  that  determines  the 
prognosis  for  cure. 

7.  Most  primary  tumors  of  the  oral  cav- 
ity confine  their  metastatic  activities 
to  the  lymphatics  on  one  side  of  the 
neck  above  the  clavicle  making  it  pos- 
sible to  completely  ablate  the  disease. 

8.  Most  intra-oral  lesions  metastasize 
early. 

9.  The  primary  lesion  can  be  controlled 
by  surgery  or  radiation  unless  it  has 
invaded  bone.  In  the  latter  case  it 
can  be  cured  by  surgery  only. 

10.  Block  dissection  of  the  neck  is  the  only 
presently  known  means  of  controlling 
cervical  metastatic  disease. 

11.  Because  of  the  high  percentage  of 
nodes  showing  metastasis,  found  in 
prophylactic  neck-dissections,  they 
are  now  referred  to  as  therapeutic — 
just  as  axillary  node-dissections  are 
in  treating  cancer  of  the  breast. 
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Myelofibrosis * 


Doctor  Gutch  presents  two  cases  of  myelofibrosis 
that  have  been  followed,  clinically,  for  three  and 
six  years  respectively.  On  the  basis  of  these 
cases,  the  author  presents  the  clinical  aspects 
and  laboratory  findings  of  this  rare  disease.  He 
stresses  the  difficulties  as  well  as  the  important 
considerations  in  making  a differential  diagnosis 
and  establishing  the  presence  of  myelofibrosis. 

—EDITOR 

Myelofibrosis  with  myeloid 

metaplasia  is  an  uncommon 
disorder,  characterized  by  lack 
of  agreement  as  to  etiology  and  pathogen- 
esis, and  complicated  by  a bewildering  com- 
plexity of  nomenclature.  Some  fifty  or 
more  synonyms  have  been  proposed  for  this 
or  related  entities. 

Fibrosis  of  the  bone  marrow  may  be 
either  general  or  focal.  It  may  be  primary 
(idiopathic)  or  secondary.  Secondary  fibro- 
sis has  occurred  after  chemical  intoxication 
(benzol  being  frequently  implicated),  infec- 
tious processes,  endocrine  disorders,  leuke- 
mia or  myeloma,  metastatic  carcinoma, 
slow  ionizing  radiation,  and  numerous  other 
conditions.  Primary  myelofibrosis  occurs 
in  the  absence  of  such  recognizable  cause, 
and  is  much  less  frequent. 

Extramedullary  hematopoiesis  may  occur 
with  a variety  of  conditions.  In  those  cases 
associated  with  primary  myelofibrosis,  dis- 
tinction from  chronic  granulocytic  leukemia 
may  be  difficult.  The  distinction  should 
alter  the  therapeutic  approach,  however,  and 
may  have  prognostic  value. 

The  diagnosis  of  myelofibrosis  can  be 
made  with  assurance  only  after  bone  marrow 
biopsy.  Myelofibrosis  is  not  similar  to  aplas- 
tic anemia.  The  marrow  is  fibrotic  in  the 
former  and  fatty  in  the  latter;  extramedul- 
larly  hematopoiesis  accompanies  the  for- 
mer, but  not  the  latter.  Nests  of  over-active 
hematopoietic  cells  may  sometimes  be  found 
in  the  proliferating  fibrous  tissue  of  myelo- 
fibrotic marrow.  However,  the  lineage  of 
the  various  cells  is  usually  apparent.  There 
are  not  the  sheets  of  neoplastic  cells  seen  in 
leukemia. 

Extramedullary  hematopoiesis  may  be 
confirmed  by  liver  or  splenic  biopsy. 

Most  cases  of  primary  myelofibrosis  ap- 
pear in  the  sixth  or  seventh  decades  of  life. 

♦Presented  before  the  Nebraska  Regional  Meeting  of  the 
American  College  of  Physicians,  March  2,  1957,  Omaha,  Nebr. 


C.  F.  GUTCH,  M.D. 

From  Department  of  Internal  Medicine,  VAH 
Lincoln,  Nebraska 

The  onset  is  insidious.  There  is  gradually 
increasing  weakness  and  fatigability.  Sple- 
nomegaly is  the  rule.  Liver  enlargement  is 
less  constant.  Weight  loss  is  usual.  Lym- 
phadenopathy  is  not  prominent. 

Aside  from  the  hematologic  picture,  lab- 
oratory data  are  not  helpful.  Liver  function 
tests  may  not  be  altered.  Bilirubinemia  is 
not  a feature.  An  increase  in  serum  uric 
acid  is  sometimes  found. 

Approximately  40  per  cent  of  patients 
with  this  disorder  show  X-ray  changes  sug- 
gestive of  osteosclerosis.  There  is  no  rela- 
tion between  the  bony  changes  and  the  dur- 
ation of  illness,  or  degree  of  splenic  or  liver 
enlargement. 

It  is  the  peripheral  blood  picture  that 
causes  confusion  with  chronic  granulocytic 
leukemia.  Leukopenia,  or  leukocytosis,  oc- 
cur with  about  equal  frequency.  Very  rare- 
ly, however,  is  leukocytosis  of  the  high  de- 
gree usually  seen  with  leukemia.  Medoff  and 
Stickney  report  counts  ranging  from  2,000 
to  69,000.  Immature  granulocytes  are  al- 
most constantly  present,  but  rarely  are  there 
significant  numbers  of  blast  cells.  Mega- 
karyocytes are  often  observed. 

Anemia  (hemoglobin  less  than  12  grams) 
is  almost  inevitable,  but  may  be  late  in  ap- 
pearance. The  anemia  is  refractory,  and  re- 
missions do  not  occur.  Anisocytosis,  poikilo- 
cytosis,  polychromasia,  and  the  presence  of 
normoblasts  are  nearly  constant  findings  in 
the  peripheral  blood.  There  may  be  no  rela- 
tion between  the  degree  of  anemia,  and  the 
number  of  normoblasts  present. 

The  prognosis  is  better  than  that  of  chron- 
ic granulocytic  leukemia.  In  one  series,  the 
average  duration  of  life  was  10.8  years.  It 
is  difficult  to  establish  when  the  disease  ac- 
tually begins,  and  the  natural  course  prob- 
ably extended  over  many  years. 

The  etiology  of  primary  myelofibrosis  is 
unknown. 

Heller  suggested  that  the  majority  of  cases 
are  atypical  types  of  leukemia.  He  pro- 
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posed  the  designation  “Aleukemic  Myelosis” 
— which  is  preferred  by  most  pathologists. 
Wintrobe  asserts  that  “There  is  no  sound 
basis  for  assuming  that  myelofibrosis  is  but 
a varient  of  leukemia.” 

Donhauser,  et  al,  proposed  that  marrow 
failure  results  from  circulatory  disturbances, 
metabolic  dysfunction,  antibody  reactions, 
and  so  forth.  They  considered  the  extramed- 
ullary hematopoiesis  to  be  a compensatory 
mechanism. 

Vaughan  and  Harrison,  Roenthal,  and  Da- 
meshek  have  supported  a concept  of  a basic 
proliferative  disease  of  the  primitive  mesen- 
chymal precursors.  This  theory  discounts 
the  compensatory  role  of  the  extramedullary 
foci.  The  reticulum  cells  and  fibroblasts  are 
thought  to  proliferate  in  the  marrow,  while 
the  ectopic  sites  show  propogation  of  the 
usual  hematopoietic  cells.  Dameshek  states 
that  “The  diagnosis  as  between  chronic 
granulocytic  leukemia  and  myeloid  meta- 
plasia is  sometimes  a matter  of  taste.” 

Treatment  is  symptomatic.  Transfusions 
are  given  as  the  degree  of  anemia  indicates. 
Testosterone,  and  adrenal  cortical  steroids 
have  been  tried  with  inconclusive  results. 
Chemotherapy  for  chronic  granulocytic  leu- 
kemia should  not  be  given. 

Most  writers  advise  against  irradiation  or 
splenectomy. 

Hickering  reported  27  cases  that  had  been 
splenectomized  prior  to  1937.  Twelve  died 
within  a few  days,  15  within  the  first  month. 

However,  Bukh  and  With  are  quoted  as 
having  reported  54  splenectomized  patients, 
without  ill  effect,  in  the  Scandinavian  liter- 
ature in  1945. 

Green,  Conley,  Ashburn  and  Peters,  in 
1953,  reported  five  cases  whom  they  subject- 
ed to  splenectomy,  and  reviewed  24  others. 
Of  the  29,  three  died  within  the  first  month, 
fifteen  survived  over  two  years,  and  eight, 
more  than  four  years. 

In  July  1956,  Medoff  and  Stickney  report- 
ed 25  patients,  of  whom  three  had  splenec- 
tomy. One  died  three  months  after  surgery, 
the  others  were  alive  after  six  and  ten 
years,  respectively. 

Green  and  his  associates  concluded  that 
splenectomy,  per  se,  is  not  harmful.  How- 
ever, unless  red  cell  destruction  is  an  import- 
ant factor,  removal  of  the  spleen  will  not  be 
beneficial. 


Two  patients,  believed  to  have  primary 
myelofibrosis  with  myeloid  metaplasia,  have 
been  followed  at  Veterans  Administration 
Hospital,  Lincoln,  Nebraska.  Their  histories 
demonstrate  some  of  the  problems  encount- 
ered in  making  that  diagnosis,  and  in  distin- 
guishing it  from  leukemia. 

CASE  NO.  1 

In  January,  1954,  at  age  61,  this  man 
was  examined  elsewhere.  Prostatic  en- 
largement was  found  and  resection  rec- 
ommended. The  liver  and  spleen  were 
reported  to  be  palpable,  but  were  not  be- 
lieved abnormal.  Hemoglobin,  13.5  gm. ; 
leukocytes,  10,600.  Serum  bilirubin  and 
bromsulfalein  retention  were  normal. 

He  was  admitted  to  Veterans  Admin- 
istration Hospital,  Lincoln,  later  that 
month.  The  patient’s  weight  was  195 
pounds.  A transurethral  resection  was 
done  and  an  umbilical  hernia  was  re- 
paired. 

He  re-entered  the  hospital  in  Janu- 
ary, 1956.  He  had  been  losing  weight 
and  tired  easily.  Two  weeks  before  ad- 
mission, his  physician  had  noted  an  en- 
larged spleen.  His  weight  was  172 
pounds.  The  liver  was  palpable  4-5  cm. 
below  the  costal  margin,  and  the  spleen 
was  down  6-7  cm.  There  was  no  adeno- 
pathy and  no  bone-tenderness. 

Hemoglobin  was  12.5  gm. ; erythrocytes, 
4,460,000,  and  leukocytes,  11,000.  Red 
cell  fragility,  serum  bilirubin,  direct  and 
indirect  Coomb’s  test,  were  all  normal. 
A few  immature  granulocytes  were  seen 
in  the  peripheral  blood  smear.  A pyelo- 
gram  was  normal,  but  the  films  showed 
a large  splenic  shadow.  The  spleen  had 
increased  in  size  from  two  years  previ- 
ously. 

Marrow  aspiration  was  inadequate.  A 
splenic  aspiration  showed  several  nucle- 
ated red  cells,  but  that  preparation  also 
was  inadequate. 

An  iliac-crest  biopsy  showed  exten- 
sive areas  of  fibrosis,  and  areas  of  hem- 
atopoietic hyperactivity. 

An  exploratory  laparotomy  was  done. 
The  spleen  was  estimated  to  weigh  1,500 
gms.,  and  was  normal  in  appearance.  A 
small  accessory  spleen  was  removed  for 
section.  The  liver  appeared  normal. 
Sections  from  both  liver  and  spleen 
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showed  focal  areas  of  extramedullary 
hematopoiesis. 

He  has  been  seen  several  times  since 
then. 

5-27-56  Hemoglobin,  12.2  gm. ; leuko- 
cytes, 19,900.  Anisocytosis  and 
nucleated  red  blood  cells  in  the 
smear. 

8-30-56  Hemoglobin,  11.4  gms.;  leuko- 
cytes, 13,400;  platelets,  138,- 
000.  Spleen  was  down  12  cm. 

1-28-57  Hemoglobin,  12.2  gms. ; leuko- 
cytes, 21,500.  Many  young 
granulocytes  in  the  peripheral 
smear.  Splenic  size,  im 
changed. 

Uric  Acid:  5.0  mg.%. 

Serum  Bilirubin:  0.9  mg.% 

Bone  Survey:  Increased  den- 
sity, compatible  with  myelo- 
fibrosis. 

5-16-57  Hemoglobin,  12.5  gms. ; leuko- 
cytes, 17,800.  Spleen  slightly 
larger. 

He  has  received  no  transfusions  or 
other  therapy.  His  only  complaints  are 
left-upper-quadrant  fullness,  and  easy 
fatigability. 

CASE  NO.  2 

This  patient  was  first  seen  at  Veter- 
ans Administration  Hospital,  Lincoln, 
Nebraska,  in  February,  1951,  at  the  age 
of  61.  He  had  gradually  lost  weight 
from  155  down  to  135  pounds.  Five 
years  before,  he  had  noted  a nodule 
below  the  right  nipple.  It  did  not  change 
in  size.  He  had  consulted  a physician 
one  year  before  admission,  and  was  ad- 
vised then  to  have  the  mass  removed. 
He  was  told,  also,  that  he  was  anemic. 

A week  prior  to  admission  the  nodule 
was  excised.  The  histologic  diagnosis 
was  adenocarcinoma  of  the  breast.  Rad- 
ical excision  was  advised  and  he  was  ad- 
mitted for  that  purpose. 

The  liver  was  palpable  1.5-2  cm.  be- 
low the  costal  margin.  The  spleen  was 
palpable  on  deep  inspiration.  Hemo- 
globin was  11.8  gms.,  leukocytes  8,400. 
The  peripheral  smear  showed  anisocy- 


tosis, poikilocytosis,  occasional  nucleat- 
ed red  cells,  and  Howell- Jolly  bodies. 

Gastric  analysis,  bromsulfalein  reten- 
tion, total  protein  and  A/G  ratio,  were 
all  within  normal  limits. 

Bone  marrow  aspiration  was  consid- 
ered unsatisfactory — believed  due  to  di- 
lution with  peripheral  blood. 

A radical  mastectomy  was  done.  No 
evidence  of  carcinoma  was  found  in  the 
excised  tissue  or  nodes. 

During  the  following  weeks,  it  was 
noted  that  in  spite  of  frequent  transfu- 
sions, his  hemoglobin  level  could  not  be 
maintained.  There  was  no  bilirubin- 
emia.  Red  cell  fragility  was  normal.  A 
bone  marrow  biopsy,  in  April,  1951, 
showed  a normal  distribution  of  all 
elements,  and  was  considered  simple 
hypoplasia.  Three  series  of  upper  gas- 
trointestinal X rays  showed  a duodenal 
ulcer.  Stools  for  occult  blood  were  vari- 
able. 

In  May,  1951,  splenectomy,  partial 
gastric  resection,  and  liver  biopsy  were 
done.  The  spleen  weighed  413  gms. 
Grossly  the  duodenum  was  normal. 

Histologically,  there  were  large  num- 
bers of  mononuclear  cells  and  occasion- 
al megakaryocytes  along  the  liver  sinus- 
oids. The  spleen  showed  a diffuse  in- 
crease in  mononuclear  cells.  The  gas- 
tric mucosa  was  infiltrated  by  similar 
cells.  The  lymph  nodes  were  not  re- 
markable. The  sections  were  reviewed 
by  several  pathologists,  and  it  was  con- 
cluded that  the  process  was  probably 
granulocytic  leukemia.  He  was  dis- 
charged in  July,  1951. 

Since  that  time  he  has  been  seen  on 
many  occasions. 

9-14-51  Hemoglobin,  8.1  gms.;  leuko- 
cytes, 16,400. 

6-30-52  Hemoglobin,  8.8  gms. ; leuko- 
cytes, 11,100. 

8-28-52  Hemoglobin,  7.5  gms. ; leuko- 
cytes, 15,600.  Many  normo- 
blasts, marked  anistocytosis, 
poikilocytosis  and  hypochro- 
masia.  Liver  down  3-3.5  cm. 

8-  3-54  Hemoglobin,  6.4  gms.;  leuko- 
cytes, 17,900;  platelets,  452,- 
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000.  Many  nucleated  erythro- 
cytes. 

9-13-54  Iliac  crest  biopsy — “Hypoplas- 
tic marrow  . . . medullary  por- 
tion fairly  well  filled  with  hy- 
perplastic connective  tissue, 
which  appears  to  be  myeloscle- 
rosis; etiology  undetermined.” 

5-31-55  Hemoglobin,  7.1  gms. ; leuko- 
cytes, 17,700.  Young  granu- 
locytes and  erythr oblasts. 
Platelets,  160,000. 

3- 12-56  Hemoglobin,  6.4  gms.;  leuko- 

cytes, 13,600. 

9-  5-56  Hemoglobin,  5.4  gms.;  leuko- 
cytes, 14,400. 

1-28-57  Hemoglobin,  8.6  gms. ; leuko- 
cytes, 13,200.  Anisocytosis, 
hypochromasia,  many  young 
granulocytes,  and  apparent  ex- 
cess of  platelets. 

Uric  Acid:  4.4  mg.%. 

Serum  Bilirubin:  0.8  mg.%. 

Bone  survey — no  evidence  of 
metastatic  lesion,  or  of  osteo- 
sclerosis. 

4-  4-57  Hemoglobin,  7.4  gms. 

As  of  June  7,  1957,  he  had  received 
123  units  of  blood  over  the  six-year  peri- 
od he  had  been  followed.  His  weight 
now  is  104  pounds.  There  is  no  adeno- 
pathy and  no  bone  tenderness.  The 
liver  is  palpable  4 cm.  below  the  costal 
margin.  There  has  been  no  evidence  of 
local  recurrence,  or  demonstrable  meta- 
stasis from  the  breast-lesion. 

CONCLUSIONS 

Primary  myelofibrosis  is  a rare  disorder, 
although  possibly  more  common  than  is  gen- 
eraly  recognized.  It  should  be  considered  in 
the  differential  diagnosis  when  an  anemia 
with  both  immature  red  and  white  cells  in 
the  peripheral  blood  is  encountered.  Diag- 
nosis depends  upon  demonstration  of  a fi- 
brotic  bone  marrow,  and  evidence  of  extra- 
medullary hematopoiesis.  Treatment  should 
be  conservative.  The  natural  life  span  may 
extend  over  a number  of  years. 
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Current  Comment 

People  Willing  to  Pay  More  to  Get  What 
They  Want  Under  Health  Insurance — 

With  lots  of  cheap  dollars  passing  through 
their  hands,  people  who  are  covered  by  some 
form  of  health  insurance  express  willingness 
to  pay  more  in  premiums  to  get  more  cover- 
age. Secretary’s  Letter  No.  418  says: 

“Michigan  doctors  learn  (by  recent  sur- 
vey) . . . that  most  people  in  Michigan  who 
subscribe  to  prepaid  medical  plans  want 
more  services,  and  are  willing  to  pay  for 
them.” 

“The  survey  showed  that  Blue  Shield  sub- 
scribers believe  they  pay  an  average  of  $5.95 
a month  for  medical  and  surgical  coverage. 
The  actual  average  is  $2.83.  The  majority 
are  willing  to  pay  up  to  $6.95  a month  in 
order  to  obtain  additional  benefits.” 

Trend  Toward  Pre-Sterilized  Equipment 
Growing — 

Dr.  Lawrence  P.  Garrod,  a noted  British 
bacteriologist,  lecturing  at  Seton  Hall  Col- 
lege of  Medicine  and  Dentistry,  told  a large 
audience  of  medical  people  that  he  highly 
commends  the  new  trend  toward  pre-steril- 
ized  medical  and  surgical  equipment.  He 
said,  in  effect: 

The  manufacturer  ...  is  more  certain  to 
do  the  job  of  sterilizing  properly  than  any 
user.  . . 

Private  physicians  in  particular,  who  sel- 
dom have  the  finest  equipment  find  it  “most 
desirable  that  as  many  materials  as  possible 
should  be  sterilized  at  their  source.” 

Doctor  Garrod’s  lecture  was  the  first  of  a 
series  sponsored  by  Becton,  Dickinson. 
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Surgery  in  the  Elderly 


Doctor  Elias  is  of  the  opinion  that  surgical 
procedures  can  be  carried  out  safely  upon  elder- 
ly patients  when  necessary.  To  promote  safety 
it  is  necessary  to  understand  the  changes  age 
induces  in  the  physiology  of  the  human  organ- 
ism and  to  treat  him  accordingly.  It  is  also 
necessary  to  evaluate  the  physiologic  and  patho- 
logic status  of  the  given  individual  even  more 
carefully  than  in  a younger  person.  This  applies, 
he  says,  particularly  to  the  renal,  cardiac,  pul- 
monary, and  psychologic  aspects  of  the  given 
case.  His  discussion  furnishes  sufficient  detail 
in  all  these  fields. 

—EDITOR 

INTRODUCTION 

EACH  year  there  is  both  a rela- 
tive and  an  absolute  increase 
in  the  number  of  elderly  peo- 
ple, and,  because  of  this  fact,  they  each  year 
make  up  a larger  proportion  of  any  surgical 
practice.  Statistically,  we  know  that  a per- 
son who  has  reached  the  age  of  70  can  ex- 
pect to  live  ten  or  more  years ; a person  who 
has  reached  the  age  of  80  can  expect  five 
more  years ; and  the  patient  who  has  reached 
the  age  of  85  can  expect  to  live  3 additional 
years.  This  is  the  expectancy,  in  spite  of  the 
ravages  of  degeneration,  the  lowered  physio- 
logical reserve,  and  the  high  incidence  of  con- 
comitant disease. 

Research  now  indicates  that  though  the 
nervous  system  is  slowed  down  in  the  speed 
of  integration  of  behavior,  such  as  is  re- 
quired for  skilled  acts,  it  is  capable  of 
functioning  much  longer  than  the  present 
day  expected  life  span.  We  then  should  ex- 
pect to  see  an  even  higher  percentage  of 
elderly  people  in  the  future. 

EVALUATION  OF  THE  PATIENT 

The  advanced  nature  of  the  surgical  le- 
sions so  often  seen  in  the  elderly,  together 
with  the  fact  that  they  tolerate  hypotension 
so  poorly,  makes  these  problems  most  chal- 
lenging. The  poor  memory  for  recent  events 
in  the  elderly  frequently  makes  difficult  the 
obtaining  of  a history.  This,  coupled  with 
the  usual  pessimism  often  seen  in  the  elder- 
ly when  ill,  tends  to  make  the  patient  dis- 
trust his  young  doctor,  and  even  his  old 
friends.  Examination  is  made  more  diffi- 
cult by  the  variable  reaction  to  pain  in  in- 
dividuals, together  with  concomitant  dis- 
eases, often  by  associated  obesity,  arthritis, 
poor  muscle  tone,  and,  frequently,  diabetes, 


H.  F.  ELIAS,  M.D. 

Beatrice,  Nebraska 

together  with  the  respiratory  problems.  The 
decreased  protein  and  electrolyte  reserve,  de- 
creased liver  and  renal  function,  which  often 
existed  prior  to  the  present  illness,  makes 
their  situation  even  more  crucial  in  dis- 
ease. 

The  elderly  person  has  increased  sensitiv- 
ity to  oxygen-lack,  be  it  secondary  to  hypo- 
tension or  hypoxia;  their  low  basal  metabo- 
lism rate,  and  slower  drug  excretion,  give  the 
aged  an  exceedingly  low  margin  of  safety. 
Frequently,  associated  low  protein  reserves 
may  allow  these  patients  to  shift  from  de- 
hydration to  edema,  if  great  care  is  not  tak- 
en. Serum  proteins  are  generally  found  to 
be  diminished  because  of  an  inadequate  pro- 
tein intake.  The  deficit  may,  however,  be 
due  to  acute  or  chronic  blood  loss ; also,  when 
inadequate  calories  are  supplied,  proteins 
must  be  burned  as  fuel  to  make  up  for  in- 
adequate carbohydrates  and  fat.  Serum  pro- 
tein levels  below  5.5  per  cent  are  usually  as- 
sociated with  edema  and  this  complicates 
the  problem  of  fluid  balance.  The  non-pro- 
tein nitrogen  confirms  the  renal  status  and 
an  elevated  non-protein  nitrogen  means  that 
more  fluid  must  be  put  through  the  kidneys 
to  eliminate  these  products.  The  electrocar- 
diogram, in  addition  to  giving  evidence  of 
the  present  cardiac  situation,  can  also,  by  a 
lowered  “T”  wave,  indicate  a need  for  po- 
tassium, and  a preoperative  determination 
should  be  available  for  postoperative  com- 
parison, if  it  becomes  necessary  at  a later 
date.  The  electrocardiogram  may  also  indi- 
cate the  cause  of  dependent  edema,  a situa- 
tion in  which  edema  and  dehydration  can 
exist  in  the  same  patient. 

Blood  volume  is  often  low,  though  not  de- 
tected in  the  usual  complete  blood  count  or 
hematocrit  reading.  Blood  volume  deter- 
minations are  indicated  in  the  debilitated 
and  particularly  in  those  who  are  to  undergo 
extensive  surgery.  This  leads  to  a more  ac- 
curate replacement  of  blood  or  fluids.  Re- 
member, adequate  fluids  cannot  be  given  in 
the  presence  of  a severe  blood  or  protein  de- 
ficiency, as  edema  will  surely  result.  Pro- 
teins must  be  built  up  first. 
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The  known  protein-need  is  estimated  to  be 
1 gram  per  kilo  per  day,  basal,  but  this  is 
hardly  adequate  for  an  individual  who  is 
sick.  Protein  loss  can  be  compensated  for 
by: 

1.  Amino  acids  (Casein  Hydrolysate) 
(Amigen).  However,  there  is  approximate- 
ly a 25  per  cent  loss  with  this  administration 
even  though  carbohydrate  is  given  to  pro- 
tect the  proteins. 

2.  Plasma  may  be  administered  and  is  an 
excellent  means  of  restoring  plasma  pro- 
teins, the  albumin  fraction,  in  particular. 
However,  metabolism  of  plasma  protein 
takes  time  and  plasma  is  excessively  expen- 
sive at  present. 

3.  Blood  is  an  especially  good  source  of 
protein.  The  erythrocytes  are  an  excellent 
source  of  protein,  and  the  hemoglobin,  in 
most  instances,  is  badly  needed  to  transport 
oxygen. 

Liver  function  tests,  bone  marrow  studies, 
and  adrenocortical  function  tests  are  of 
help,  and,  if  time  permits,  the  studies  will 
allow  a more  adequate  preparation  of  the 
patient  for  an  elective  operative  procedure. 
In  the  emergency,  however,  we  must  remem- 
ber that  laboratory  tests  are  based  on  a small 
fraction  of  the  patients  circulating  mass 
and,  as  such,  are  subject  to  considerable 
mathematical  error.  In  general,  we  must 
“replace  what  has  been  lost”  and  the  clin- 
ical evaluation  must  be  the  final  determin- 
ing factor. 

PREOPERATIVE  PREPARATION 
OF  THE  AGED  PATIENT 

1.  The  blood,  because  it  not  only  main- 
tains nutrition  but  is  the  oxygen  transport- 
ing mechanism,  must  be  adequate  before 
any  operation.  Blood  volume  is  lowered 
with  infection,  intestinal  obstruction,  dehy- 
dration, malnutrition  and  cancer;  not  just 
with  hemorrhage.  Normal  concentrations  of 
erythrocytes  in  the  blood  and  proteins  in  the 
plasma  do  not  indicate  a normal  blood  vol- 
ume. These  may  be  normal  because  of  con- 
centration incident  to  dehydration. 

If  the  patient  has  been  in  shock,  replacing 
blood  and  fluids  sufficiently  to  permit  the 
excretion  of  an  adequate  quantity  of  urine 
is  a satisfactory  index  of  improvement. 
Thirty-five  to  50  cc.  of  urine  should  be  ex- 
creted per  hour.  An  inlying  catheter  allows 
this  to  be  determined  more  accurately. 


Pulse,  blood  pressure,  color,  mental  response, 
and  general  appearance  are,  of  course,  ad- 
ditional, valuable  guides. 

The  fear  of  too  rapidly  transfusing  a 
young  patient,  has  no  great  foundation  in 
fact,  but  a physician  should  be  in  attend- 
ance when  the  elderly  patient  is  rapidly 
transfused.  Sustained  overload  is  often  dem- 
onstrated by  increase  in  pulse  rate  and  in- 
crease in  venous  pressure,  as  judged  by  ob- 
serving the  jugular  veins.  If  pressure  on 
the  upper  abdomen  for  1 minute  does  not 
cause  the  jugular  veins  to  become  distended, 
we  have  good  presumptive  evidence  that 
there  is  no  overload. 

If  overloading  causes  left  ventricular  fail- 
ure, a simple  expedient  is  the  use  of  tourni- 
quets which  can  be  applied  to  the  four  ex- 
tremities, rotating  them  so  that  venous  cir- 
culation in  a limb  is  obstructed  no  longer 
than  thirty  minutes.  By  occluding  the  veins 
without  obstructing  the  arterial  circulation, 
pooling  of  the  blood  in  the  extremities  will 
occur,  and  the  load  is  removed  from  the  left 
ventricle. 

2.  Dehydration. 

Insensible  water  loss  is  smaller  in  the 
aged  than  the  young,  generally  around  500 
cc.  per  day.  With  good  function,  the  mini- 
mal (adequate)  urinary  output  is  approxi- 
mately 600  to  700  cc.  per  day.  With  these 
figures  in  mind,  it  can  be  seen  that  the  ex- 
cessive quantities  of  fluids  often  recom- 
mended, are  not  necessary.  In  the  patient 
with  edema,  the  retained  fluid  is  extracel- 
lular and  rich  in  salt,  therefore  the  patient 
still  may  be  in  need  of  water  which  his  body 
can  use.  Clinically,  this  can  often  be  deter- 
mined by  observing  the  tongue,  palpating 
the  skin  of  the  chest  and  of  the  arms.  Re- 
member, no  laboratory  work  completely  re- 
places physical  examination  and  clinical 
judgment.  If  the  heart  is  in  failure,  it 
should  be  treated,  then  restore  the  fluids  and 
the  excess  salt  will  be  excreted  as  the  car- 
diac status  improves. 

3.  Anemia. 

Cardiac  failure  in  the  aged  is  usually  due 
to  myocardial  ischemia,  and  ischemia  is  al- 
ways aggravated  by  anemia.  Transfusion  of 
erythrocytes  is  specific  therapy  for  this  type 
of  heart  failure. 

It  should  be  remembered  that  edema  of  the 
ankles  occurs  frequently  in  the  aged.  It  may 
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be  in  association  with  anemia  and  particu- 
larly with  varicose  veins,  because  most  elder- 
ly people  do  an  inordinate  amount  of  sitting 
with  their  feet  in  a dependent  position.  An- 
kle edema  does  not  always  indicate  conges- 
tive failure. 

4.  Electrolytes. 

The  administration  of  electrolytes  to  the 
elderly  patient  is  not  without  danger.  Few 
institutions  are  prepared  to  determine  ac- 
curately, as  an  emergency  procedure,  plasma 
sodium  and  potassium  concentrations.  An 
adequately  hydrated  patient  has  little  need 
for  these  determinations.  It  is  far  better 
to  treat  the  patient  than  to  treat  a figure  ob- 
ained  from  a laboratory.  If  the  kidneys  are 
functioning  satisfactorily,  and  there  has 
been  no  vomiting,  the  sodium-potassium  bal- 
ance will  probably  not  be  upset.  On  the 
other  hand,  if  the  patient  is  hypoproteinemic, 
as  most  sick  elderly  people  are,  administra- 
tion of  excess  sodium  will  only  intensify  the 
water  retention.  Ordinarily,  the  well  func- 
tioning kidney  conserves  as  much  sodium  as 
possible,  therefore  it  will  not  be  depleted  in 
the  acutely  ill  patient.  If,  however,  there 
has  been  vomiting  or  diarrhea,  the  possibil- 
ity of  a deficiency  of  electrolytes  exists.  The 
correction  of  balances  in  elderly  people  is 
never  simple.  Remember,  that  here  again 
whole  blood  contains  not  only  sodium  chlo- 
ride, but  erythrocytes  and  proteins  as  well 
as  all  other  electrolytes.  Remember,  that 
water  cannot  be  retained  in  the  tissues  with- 
out salt,  and  restriction  of  the  salt  prevents 
the  hazardous  complication,  pulmonary 
edema. 

Potassium  depletion  is  even  more  difficult 
to  correct  in  the  available  time.  Too  rapid 
administration  of  potassium  in  the  aged  is 
hazardous  and  necessitates  adequate  renal 
function.  As  a general  rule,  it  is  wise  to 
limit  potassium  to  2 or  3 grams  (30  to  40 
mEq.)  in  the  preoperative  period.  Remem- 
ber, it  is  much  easier  and  safer  to  correct 
electrolyte  balance  when  the  patient  can  take 
foods  and  fluids  orally.  He  should  only  be 
assisted  when  necessary  by  parenteral  ad- 
ministration. 

5.  Cardiac  Status. 

a.  Hypertension  increases  the  risk  of  op- 
eration but  little.  Blood  pressure,  however, 
should  be  carefully  maintained  during  anes- 
thesia and  the  early  postoperative  period, 
because  aged  patients  are  more  sensitive  to 


cardiac  or  cerebral  complications  if  hypoten- 
sion is  allowed  to  develop. 

b.  Coronary  arteriosclerosis  is  the  most 
frequent  cause  of  heart  disease  in  the  aged. 
There  may  be  no  history  of  angina,  nor  of 
myocardial  infarction,  but  the  reserve  may 
be  greatly  diminished.  In  the  elderly,  it  is 
safe  to  assume  that  there  is  some  degree  of 
lowered  cardiac  reserve,  even  though  there 
are  no  suggestive  symptoms.  Remember, 
most  of  these  patients  have  voluntarily  or 
involuntarily  restricted  their  activities.  If 
they  were  active,  they  might  have  numer- 
ous cardiac  symptoms. 

c.  Auricular  fibrillation  is  often  present, 
but  asymptomatic.  The  ventricular  rate 
may  be  rapid  not  only  because  of  this,  but 
also  because  of  the  primary  disease.  The 
preoperative  period  is  hardly  the  time  to  at- 
tempt conversion  to  a normal  sinus  rhythm 
with  quinidine.  The  internist  must  decide 
whether  it  is  wise  to  start  digitalis  during 
the  preoperative  period,  but  digitalis  will  not 
be  helpful  if  the  increased  rate  is  due  to 
anemia.  If  the  rate  can  be  slowed  from,  let 
us  say,  140  per  minute  to  100  beats  per  min- 
ute, a great  load  is  removed  from  the  heart. 
Most  men  prefer  to  give  a sub-digitalizing 
dose  such  as  0.8  mg.  of  digitoxin  and  then 
continue  the  administration  in  smaller  quan- 
tities so  that  toxicity  is  avoided.  The  maxi- 
mal effect  of  digitoxin,  either  by  mouth  or 
parenteral  injection,  is  achieved  in  8 to  10 
hours.  Most  emergencies  can  wait  that 
long. 

It  must  be  recalled,  that  with  the  water 
retention  in  the  immediate  postoperative 
period,  digitoxin  is  not  excreted  in  the  usual 
amounts  and  the  toxic  symptoms  such  as 
nausea  may  be  confused  with  postoperative 
nausea.  Digitalis  intoxication  is  also  more 
likely  with  hypokalemia. 

Severe  heart  failure  with  anasarca  intro- 
duces a great  hazard  to  any  operation.  Gen- 
erally, these  people  can  be  improved  in 
eight  to  ten  hours,  enough  to  reduce  the  sur- 
gical risk.  Probably,  in  this  period,  it  will 
not  be  possible  to  entirely  correct  circulatory 
failure  due  to  heart  disease,  but  care  can  be 
taken  to  see  that  it  does  not  become  worse. 
Again,  digitoxin,  correction  of  anemia,  and 
perhaps  serum  albumin  will  mobilize  the 
edema-fluid.  Mercurial  diuretics  are  of  lit- 
tle value  in  the  short  time  available  before 
operation.  Remember,  patients  with  conges- 
tive failure  breathe  more  efficiently  and  are 
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more  comfortable  with  the  head  and  chest 
elevated.  Often  this  position  can  be  main- 
tained in  the  operating  room  without  too 
much  inconvenience  to  the  surgeon  or  the 
anesthetist  and  with  much  benefit  to  the  pa- 
tient. The  great  need  of  these  people  is 
for  oxygen;  make  it  available  to  them.  If 
it  is  possible,  delay  their  operative  proce- 
dure three  to  six  weeks  after  heart  failure 
has  been  corrected. 

6.  Azotemia  may  occur  with  heart  fail- 
ure, renal  disease,  abnormalities  of  water 
and  electrolyte  balance.  The  greater  the  azo- 
temia, the  greater  the  hazard.  This  is  par- 
ticularly true,  because  it  is  impossible  to 
correct  the  uremic  state  in  a short  period  of 
time.  The  non-protein  nitrogen  confirms 
the  renal  status.  Only  with  the  greatest  of 
desperation  should  a procedure  of  life-sav- 
ing character  be  undertaken  by  a surgeon  in 
such  a patient.  On  the  other  hand,  if  the 
degree  of  azotemia  is  less,  and  due  to  wa- 
ter and  electrolyte  imbalance  or  to  mild  con- 
gestive failure,  the  problem  is  much  simpler 
and  may  be  relieved  in  a very  short  time. 
Here,  studies  to  permit  correction  of  blood 
volume  may  be  of  inestimable  value,  because 
a little  blood-loss  in  the  aged  patient  with 
a low  blood  volume,  and  azotemia  may  very 
well  throw  him  into  irreversible  shock.  Al- 
so, during  the  postoperative  period  he  will 
need  sufficient  blood  to  combat  infection  and 
to  permit  wound  healing. 

7.  Malnutrition  can  be  improved  by  small, 
attractive,  frequent,  feedings  if  time  is  avail- 
able. Often  small  feedings  are  taken  when 
a large  tray  may  seem  impossible  to  the  pa- 
tient and  simply  be  refused.  Adequate  vita- 
min-intake often  improves  the  appetite  and 
is  necessary  later,  for  good  wound  strength. 
Between-meal-feedings  of  Sustagen  can  sup- 
ply approximately  1,200  additional  calories 
per  day,  a large  percentage  of  which  (24%) 
is  in  the  form  of  protein.  If  necessary,  a 
plastic  tube  can  be  inserted  into  the  stomach 
for  supplemental  feedings.  A tray  of  food 
from  the  regular  diet  list  can  be  put  into  a 
Waring  Blender.  The  resulting  liquid  then 
can  be  given  through  the  tubes  in  less  than 
30  minutes. 

8.  Bowel  preparation,  if  indicated  in  the 
absence  of  intestinal  obstruction,  can  be  ac- 
complished in  24  hours. 

9.  Cooperation. 

The  success  of  surgery  in  this  age-group 
has  been  demonstrated.  Telling  the  patient 


of  recent  progress  in  this  field  and  explain- 
ing to  him  that  his  chances  are  good  (if  you 
can  develop  that  much  optimism)  will  orient 
him  properly  and  will  endow  him  with  a 
sense  of  cooperation  and  hope  which  will,  in 
the  majority  of  instances,  not  be  in  vain. 

ANESTHESIA 

“Age  is  its  own  anesthesia.”  Avoid,  by  all 
means,  over-sedation  and  select  what  is  best 
for  the  patient  in  the  hands  of  the  available 
anesthetist  (not  what  may  be  best  at  some 
teaching  institution).  Novocain,  1 per  cent, 
used  as  a field  block  or  as  an  intercostal 
block,  will  considerably  minimize  the  amount 
of  anesthetic  agent  necessary  for  any  upper 
abdominal  surgery.  I have,  on  many  occa- 
sions, explored  a common  duct  in  an  elderly 
patient  with  almost  no  anesthesia  other 
than  the  intercostal  block.  Remember,  that 
elderly  people  are  particularly  susceptible  to 
hypotension  and  that  many  cases  have  been 
reported  of  profound  dementia  following  op- 
erative procedures  in  which  hypotension  was 
allowed  to  occur.  Thiopental  and  related 
anesthetics,  because  of  their  vascular  de- 
pressing action,  should  be  avoided.  For 
these  same  reasons,  the  sparing  use  of  nar- 
cotics is  strongly  urged.  When  blood  vol- 
ume has  been  determined  to  be  normal,  by 
laboratory  means  or  by  clinical  judgment, 
adequate  maintenance  of  this  factor  during 
the  operative  procedure  is  essential.  Vaso- 
pressors should  be  on  hand  during  the  times 
when  hypotension  may  develop  because  of 
traction  or  of  painful  stimuli.  The  applica- 
tion of  elastic  bandages  to  the  extremities 
prevents  blood-pooling  in  these  areas.  It  has 
been  estimated  that  approximately  500  cc. 
of  blood  can  be  pressed  from  a limb  by 
elastic  compression  bandages.  This  can 
often  be  a good  immediate  source  of  blood, 
if  no  other  is  available. 

Pharyngeal  suction  must  be  maintained  so 
that  the  air-way  is  adequate,  and  if  such 
cannot  be  maintained,  a tracheostomy  may 
well  be  instituted  as  a pre-operative  meas- 
ure, because  it  will  certainly  be  needed  as  a 
postoperative  life-saving  measure.  Doing  a 
tracheostomy  unde  r the  latter  circum- 
stances is  a horrible  experience  for  the  pa- 
tient and  surgeon  alike.  Tracheostomy  is 
especially  valuable  in  “Thyrocardiacs”  as 
their  great  need  is  for  oxygen. 

The  operative  procedure  should  be  carried 
out  as  indicated  and  with  dispatch.  How- 
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ever,  gentleness  in  handling  the  tissues  is 
essential,  as  trauma  to  the  tissues  in  the 
elderly  is  exceedingly  productive  of  shock. 
To  extend  the  operation  beyond  the  essential 
procedures,  which  might  be  justifiable  in  the 
younger  person,  is  mentioned  only  to  be 
condemned  in  the  elderly.  The  use  of  side- 
tracking procedures  and  types  of  anastomo- 
sis which,  statistically,  might  not  give  the 
best  cure-percentages  in  the  younger  indi- 
vidual, may  be,  under  these  circumstances, 
the  ideal  treatment.  Conservatism  is  man- 
datory. Avoid  the  use  of  intravenous  saline 
during  the  operative  procedure,  because  so- 
dium is  not  eliminated  well  for  24  to  48 
hours,  postoperatively,  in  the  elderly.  This 
is  especially  true  if,  because  of  stress  or  pre- 
vious steroid  therapy,  intravenous  adminis- 
tration of  hydrocortisone  is  necessary  dur- 
ing operation. 

OPERATING  ROOM  EMERGENCIES 

During  the  operation,  other  than  obstruc- 
tions of  the  air-way,  certainly  the  most  im- 
portant and  the  most  annoying  emergencies 
are  those  of  circulation. 

1.  Extrasystoles  can  generally  be  elim- 
inated by : 

a.  Increasing  oxygen. 

b.  Reducing  the  anesthetic  agent,  par- 
ticularly when  cyclopropane  is  used. 

c.  The  administration  of  Pronestyl. 

d.  Occasionally  the  use  of  quinidine  in- 
travenously. 

2.  With  coronary  insufficiency,  which  is 
generally  manifest  by  a lower  blood  pressure 
and  increased  pulse  rate. 

a.  Lighten  the  anesthesia. 

b.  Increase  the  oxygen. 

c.  Increase  flow  of  blood  if  oxygen-want 
is  due  to  anemia. 

d.  The  use  of  vasopressors  to  eliminate 
hypotension. 

Pronestyl  given  intravenously,  2 to  10  cc., 
is  useful  in  ventricular  premature  beats  but 
because  it  is  closely  related  to  procaine,  its 
use  may  be  associated  with  alarming  drops 
in  blood  pressure. 

Rutledge  is  opposed  to  the  routine  pre- 
operative use  of  digitalis,  because  he  feels 
it  may  cause  arrhythmias,  especially  if  cyclo- 
propane is  employed.  However,  if  the  pa- 
tient is  in  need  of  digitalis,  or  there  is  any 
doubt  as  to  whether  he  is  in  need  of  digi- 


talis, simply  use  digitalis  and  avoid  cyclo- 
propane. 

3.  Cardiac  arrest  can  be  differentiated 
best  from  the  pulselessness  of  shock  if  a 
cardiac  monitor  or  operating-room  electro- 
cardiograph is  in  use.  Shock  of  this  de- 
gree, of  course,  should  never  be  allowed  to 
develop. 

a.  Maintain  oxygen  to  the  lungs  by  im- 
mediate intubation. 

b.  Cardiac  massage  through  the  open 
chest,  because  massage  can  not  be  efficiently 
maintained  through  the  diaphragm  or  by  any 
other  means.  Procain,  5 per  cent,  applied  to 
the  myocardium,  and  epinephrine,  5 cc.  of 
1 to  1,000  solution,  intramuscularly,  will  gen- 
erally be  found  helpful.  A rib  spreader 
ready  for  immediate  use  should  be  in  every 
operating  room.  Explosion-proof  defibril- 
lators which  do  not  require  a warm  up  pe- 
riod are  now  commercially  available.  Gen- 
erally, 110  volts  applied  for  1/10  to  *4  sec- 
ond give  as  good  results  as  the  higher  volt- 
ages and  are  not  as  traumatic. 

POSTOPERATIVE  CARE 

Inanition  often  can  be  best  combated  post- 
operatively by  a gastrostomy  tube  which  can 
be  inserted  at  the  time  of  an  abdominal  op- 
eration to  allow  decompression  or  subse- 
quent feedings,  thus  eliminating  nasogastric 
tubes  with  their  irritation  of  the  naso- 
pharynx and  extranasal  secretions  which 
sometimes  lead  to  respiratory  problems,  par- 
ticularly atelectasis.  If  a protective  layer 
of  omentum  is  used  about  the  tube  opening 
into  the  stomach,  the  tube  can  be  removed 
without  incident  when  no  longer  needed. 

Postoperative  antibiotic  can  best  be  given 
according  to  sensitivity  tests  made  preoper- 
atively  from  cough  plates  or  from  cultures 
obtained  at  the  time  of  operation,  if  sepsis 
is  encountered. 

The  use  of  tracheostomy  mentioned  be- 
fore, is  especially  worthwhile  if  the  vital 
capacity  is  critical,  because  by  this  means 
tidal  air  is  largely  eliminated  and  annoying 
respiratory  secretions  can  be  aspirated  more 
efficiently. 

Mobilize  early  both  by  change  of  position 
in  bed,  active  exercises  three  times  a day, 
and  then  if  able,  out  of  bed  after  the  exer- 
cise period,  while  cerebral  circulation  is  at 
its  best.  These  maneuvers  not  only  improve 
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circulation  and  deepen  respiration,  thereby 
minimizing  complications,  but  they  general- 
ly encourage  the  patient— perhaps  an  equal- 
ly important  factor. 

CONCLUSIONS 

Elderly  people,  if  properly  prepared,  can 
stand  any  operative  procedure  well,  but  it 
must  be  done  with  a minimum  of  sedation 
and  anesthesia,  and  with  a minimum  of  trau- 
ma to  the  tissues. 

These  people  can  be  our  most  challenging 
problems,  and  require  our  nicest  surgical 
judgment,  but  they  can  also  be  our  most 
grateful  patients. 
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NEUROLOGIC  and  PSYCHIATRIC  SYMPTOMS  of 

Acute  Chemical  Poisoning 

(Chemical  and  Commercial  Products  Used  in  Home  and  on  the  Farm)  * 


Doctor  Aita  has  performed  a much-needed  serv- 
ice in  collecting,  summarizing,  and  categorizing 
useful  information  about  chemical  poisons.  The 
possibility  of  exposure  to  poisonous  substances 
in  all  walks  of  life,  but  especially  on  the 
farm  and  in  the  home,  is  constantly  increasing. 
The  physician  needs  to  keep  in  mind  the  possi- 
bility of  poisoning  and  to  have  at  hand  such  in- 
formation as  the  author  gives  us  in  this  article. 

—EDITOR 

THIS  is  a great  era  of  chemistry. 
Almost  weekly  the  physician  is 
presented  with  new  chemother- 
apies. The  layman  likewise  buys,  uses,  and 
stores  a never-ending  supply  of  chemicals 
designed  to  make  work  easier  and  life  more 
pleasant — from  adhesives  and  animal  baits 
to  ivaterproofing  compounds,  waxes  and 
welding  fluxes. 

In  the  United  States,  each  day  approxi- 
mately eight  people  die  from  accidental  or 

♦This  discussion  will  limit  itself,  insofar  as  practical,  to 
chemical  and  commercial  products  used  in  the  home  and  on 
the  farm.  Medications,  food,  biological,  industrial  poisons 
and  those  found  only  in  laboratories  or  research  projects  will 
not  be  treated  here.  This  discussion  will  also  be  limited  for 
the  most  part  to  acute  poisoning,  with  frank  overdsoage. 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

intentional  contact  with  a poison1.  For  every 
fatality  there  are  many  non-fatal  cases.  The 
greatest  hazard  exists,  of  course,  among 
children. 

Recent  tabulations2’ 3 reveal  approximate- 
ly 40  classes  of  medications  which  have  con- 
siderable potential  for  toxic  involvement  of 
the  nervous  system,  most  if  taken  excessive- 
ly, some  requiring  sensitivity,  infancy,  age 
or  debility. 

Gleason,  Gosselin  and  Hodge,  in  a recent 
text4,  define  60  basic  (chemical  and  toxi- 
cologic) classes  of  poisonous,  non-medical 
compounds  apt  to  be  found  in  the  present- 
day  home  or  farm.  Detailed  review  of  these 
60  classes  of  poisonous  compounds  reveals 
that: 

23  (38%)  usually  present  py^ompt,  out- 
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standing  and  primary  neurologic 
syndromes.  Effects  on  other  sys- 
tems may  be  present  but  are  often 
overshadowed  by  the  neurologic  pic- 
ture. The  nervous  system  appears 
to  be  especially  sensitive  to  these 
compounds. 

18  (30%)  usually  present  (1)  prompt, 
outstanding  and  primary  effects  in 
other  systems  as  well  as  in  the  nerv- 
ous system  or  (2)  prompt  or  prom- 
inent secondary  effects  in  the  nerv- 
ous system,  important  in  diagnosis 
and  treatment.  Other  systems  carry 
or  share  the  brunt  of  toxicity,  but 
the  nervous  system  is  equally  or  con- 
siderably affected. 

19  (32%)  usually  present  prompt,  out- 
standing and  primary  effects  in  oth- 
er systems  only.  Several  of  these 
chemicals  are  minimally  toxic.  Nerv- 
ous system  effects  are  seen  rarely 
and  only  as  late,  secondary  effects, 
the  eventual  result  of  prolonged 
shock,  respiratory  failure,  cardiac 
failure,  uremia,  etc. 

The  60  basic  (chemical  and  toxicologic) 
groups  of  poisonous,  non-medical  compounds 
may  be  divided  into  three  groups  as  follows : 


GROUP  I 

PRESENT  PROMPT,  OUTSTANDING,  AND 
PRIMARY  ACUTE  NEUROLOGIC 
SYNDROMES 


1.  Alcohols,  higher 

2.  Alcohol,  ethyl 

3.  Alcohol,  isopropyl 

4.  Alcohol  methyl 

5.  Aliphatic  thio- 
cyanate 

6.  Benzene  hexa- 
chloride 

7.  Camphor 

8.  Carbon  disulfide 

9.  Carbon  monoxide 

10.  Chlordane 

11.  Cyanide 

12.  DDT  (chloro- 
phenothane) 


13.  Dieldrin 

14.  Ethylene  glycol 

15.  Fluoroacetate 

16.  Heptachlor 

17.  Hydrogen  sulfide 

18.  Kerosene,  gasoline 

19.  Mercury  (organic 
compounds) 

20.  Nicotine 

21.  QAC  (Quaternary 
ammonium  com- 
pounds) 

22.  Strychnine 

23.  Toxaphene 


GROUP  II 

PRESENT  PROMINENT  ACUTE  EFFECTS 
IN  SEVERAL  SYSTEMS,  INCLUDING 
NERVOUS  SYSTEM 


1.  Aniline 

2.  Arsenic 

3.  Barium  (soluble 
salts) 

4.  Borate 

5.  Carbon  tetra- 
chloride 

6.  D-D  (chlorinated 
propane-propylene 
mixture ) 

7.  Dinitrophenol 


8.  Fluoride 

9.  Formaldehyde 

10.  Lead 

11.  Methyl-bromide 

12.  Naphthalene 

13.  Oxalate 

14.  Parathion 

15.  Phenol 

16.  Thallium 

17.  Turpentine 

18.  Xylene 


GROUP  III 

PRESENT  INITIAL,  OUTSTANDING,  AND 
PRIMARY  ACUTE  EFFECTS  IN  OTHER 
SYSTEMS  ONLY 


1.  Acids 

2.  Alkalis 

3.  Ammonia 

4.  ANTU  (alpha 
naphthyl  thiourea 

5.  BAL  (dimer- 
caprol) 

6.  Bromate 

7.  Cadmium 

8.  Copper 

9.  2,  4 D (2,  4-di- 
chlorophenoxyacetic 
acid) 


10.  Red  Squill 
(digitalis  leaf) 

11.  Disulfiram 

12.  Hypochlorite 

13.  Mercury 
(inorganic) 

14.  Nitrite 

15.  Nitrogen  oxide 

16.  Phosphorous 

17.  Pyre  thrum 

18.  Rotenone 

19.  Thiram 

20.  Warfarin 


EFFECTS  OF  ACUTE  POISONING 
ON  THE  NERVOUS  SYSTEM 

Acute  poisoning  of  the  nervous  system 
presents  several  basic  pharmacologic,  path- 
ologic, and  clinical  patterns.  In  general,  poi- 
sons may  result  in: 

1.  Direct  and  primary  effect  on  the  nerv- 
ous system  (neurones,  nerve  fibres, 
synapses,  motor  end-plate). 

a.  Chemical  depressants. 

“Narcotizers” 

Inhibitors 

Histotoxins 

b.  Chemical  stimulators. 

2.  Direct  and  primary  effect  on  functions 
immediately  and  critically  supporting 
the  nervous  system. 

a.  Respiratory  failure 
Airway 

Lungs 

Medulla 

b.  Circulatory  failure  (hemodynam- 
ics) 

Cardiac  origin 
Vasomotor  origin 
Shock 

Vasodepressor  mechanisms 

c.  Vascular  damage  (cerebral  arterio- 
lar, capillary) 

Spasm,  dilatation 

Congestion 

Sludging,  thrombosis 

Diapedesis  and  transudation 

Hemorrhage 

Ischemia 

Edema 
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d.  Blood  constituents 
Hemoglobin 

pH 

Dehydration 

Electrolytes 

e.  Renal  excretory  failure 

ACUTE  CHEMICAL  DEPRESSION  OF 
THE  CENTRAL  NERVOUS 
SYSTEM 

The  picture  of  acute  chemical  depression 
of  the  nervous  system  is  comparable  gen- 
erally to  the  picture  seen  with  progressive 
dosage  with  ethyl  alcohol,  barbiturates  or 
ether,  progressive  anoxia,  or  hypoglycemia. 
Correlation  of  neuro-physiology,  pharma- 
cology, and  basic  clinical  features  are  pre- 
sented in  Chart  I. 

After  a brief  period  of  exhilaration  or 
“jag,”  occasionally  frank  excitement,  then 
exhaustion,  lethargy,  dullness,  weakness, 
ataxia,  and  somnolence  close  in.  The  patient 
may  appear  dazed,  in  a trance  or  “twilight 


state.”  A torpid  delirium  or  drowsy  hallu- 
cinosis may  precede  stupor.  At  times  blind 
rage-like  reactions,  opisthotonos  and  tonic 
spasms  occur  before  ever  deepening  narcosis 
which  may  proceed  to  medullary  depression, 
asphyxial  convulsions  and  death. 

ACUTE  CHEMICAL  EXCITATION  OF 
THE  CENTRAL  NERVOUS 
SYSTEM 

The  picture  of  acute  chemical  excitation 
of  the  nervous  system  may  be  generally 
compared  to  that  seen  with  progressive  dos- 
age or  massive  dosage  with  stimulant  drugs 
such  as  Metrazol,  picrotoxin,  amphetamines, 
strychnine. 

Note  that  this  excitation  often  precedes 
(or  with  some  poisonings,  may  alternate 
with)  depression  of  the  nervous  system. 

Anxiety,  “jitters.” 

Emotional  lability.  Irritability.  Eu- 
phoria. 


CHART  I 

ACUTE  DEPRESSION  OF  CENTRAL  NERVOUS  SYSTEM 


Neurophysiology 
Inhibition  of  cerebral 
cortex  or 
“Decortication” 


Pharmacology 
1st  stage  of 
anesthesia 


2nd  stage  of 
anesthesia 


Inhibition  of  subcortical  3rd  stage  of 
diencephalon  or  anesthesia 

“Decerebration” 


Basic  Clinical  Features 
Variety  of  subjective  experiences. 

Euphoria;  irritability;  lability 

Loss  of  psychic  inhibition;  “stimulation.” 

Loss  of  muscular  coordination. 

Diminution  of  sensory  perception. 

Slower  reaction  time. 

Struggle,  psychomotor  excitement. 

Excessive  salvitation,  swallowing,  vomiting. 
Diminishing  consciousness. 

Confusion  (acute  brain-syndrome  or  “toxic 
psychosis”). 

Pupils  are  dilated;  react  to  light. 
Exhaustion,  lethargy,  ataxia. 

Rage-like  reactions. 

Primitive  movements. 

Decerebrate  rigidity. 

Tonic  spasms. 

Somnolence;  stupor. 

Eyelid  and  conjunctival  reflexes  disappear. 


Inhibition  of  spinal 
cord 


Inhibition  of  medulla 
or  “Medullary 
paralysis” 


Progressive  hypotonia  of  skeletal  muscles. 
Respiration  becomes  regular. 

Pharyngeal,  then  laryngeal  reflexes  disappear. 
Corneal  reflex  disappears. 

Marked  hypotonia  of  skeletal  muscles;  loss  of 
deep  tendon  reflexes. 

Positive  Babinski  signs. 

Progressively  shallow  respiration,  later  abdominal 
(diphragmaticl  breathing  only. 

Pupils  become  large,  non-reacting. 

Lacrimation  disappears. 

Corynal  and  anal  reflexes  disappear. 

Loss  of  thermal  regulation. 

Medullary  respiratory  paralysis. 

Medullary  vagal  and  vasomotor  paralysis. 

Death. 
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Tremors,  restlessness.  “Jumpy.” 
Increased  perspiration  and  other  auto- 
nomic activity. 

Increased  psychomotor  activity. 
Increased  alertness,  distractibility. 
Excitement,  disturbed  behavior.  “Ma- 
nia,” frenzy. 

Confusion,  delirium  (acute  brain-syn- 
drome). 

Muscular  twitching,  spasms,  clonus. 
Hyperactive  deep  tendon  reflexes. 

Convulsions  (may  appear  early  in  the 
course  of  toxicity.  In  some  cases,  con- 
vulsive phenomena  are  a most  prom- 
inent feature  of  toxicity,  e.g.  with 
strychnine,  toxaphene). 

If  the  toxicity  is  pressed  further  a 
cerebral  exhaustive  or  depressive  phase 
invariably  follows  and  may  proceed 
quickly  to  death. 

Clinically,  this  picture  may  linger  as  toxic 
excitability;  acute  “stimulated”  intoxication 
or  “jag;”  grandiose,  uninhibited,  facetious 
and  whimsical  behavior ; marked  anxiety, 
panic  and  dread;  distressing  tension  and 
restlessness;  mood  lability;  a lively,  acute 
brain-syndrome  (toxic  delirium);  motor 
spasms,  tremors,  twitches,  clonus;  abortive 
or  focal  convulsions;  hallucinosis;  frenzied, 
disturbed  or  “furor”  states;  going  “beserk” 
or  “running  amok;”  psychoses  characterized 
by  over-activity  but  mimicking  closely  manic, 
depressive,  paranoid  and  schizophrenic  psy- 
choses ; grand  mal  convulsions. 

PORTALS  AND  MODES  OF  ACUTE 
POISONING 

The  following  portals  of  entry  bear  de- 
tailed description : 

I.  Ingestion 

Poisons  taken  by  children. 

Poisons  put  into  misleading  con- 
tainers (beverages,  food,  medi- 
cine). 

Poisons  taken  while  mentally  con- 
fused from  effects  of  alcohol  or 
other  drugs  (e.g.  barbiturate 
“jag”). 

Poisons  taken  by  psychiatric  pa- 
tients: mentally  retarded,  hyster- 
ics, seniles  or  arteriosclerotics, 
psychotics,  alcoholics. 

Poisons  taken  in  suicide. 


Poisons  administered  maliciously  for 
harm,  robbery,  undue  influence,  or 
homicide. 

Poisons  used  hastily  and  in  poor 
judgment  for  abortion  or  contra- 
ceptive purposes. 

Poisons  which  contaminate  food 
utensils  (e.g.  spoon  or  dish  used 
to  mix  ingredients). 

Poisons  which  contaminate  articles 
of  food,  beverage,  medicine  (this 
may  be  accidental  or  have  been 
sprayed  on  as  insecticide). 

Poisons  which  appear  like  and  are 
mistaken  for  food,  beverage  or 
medicine. 

Poisons  taken  by  malingerers. 

Poisons  taken  in  desperation  by  the 
alcoholic  because  they  or  their 
solvents  smell  (even  remotely)  like 
alcohol. 

Antiquated  medications,  now  regard- 
ed as  dangerous  and  having  other 
household  or  farm  use,  used  by 
the  ignorant  or  uninformed. 

II.  Percutaneous  absorption 

Breakage,  accidental  or  casual  spill- 
ing, leaking,  spattering  on  hands, 
body,  clothing,  gloves,  shoes. 

Use  as  skin  cleanser  (e.g.  as  “paint 
remover”),  to  wash  hands  in. 

Antiquated,  dangerous  use  as  medi- 
cation ; linament,  skin  sterilizer, 
douche,  gargle. 

III.  Inhalation  of  sprays,  vapors,  pow- 
ders. 

Working  in  confined  space  where 
concentration  builds  up. 

Careless  application,  not  keeping 
self  at  sufficient  distance. 

Wind,  air  currents. 

Leakage,  spilling,  breakage,  spatter- 
ing. 

Explosion  with  resultant  vapors, 
gases. 

An  informative,  diagnostic  history  will  not 
always  be  available.  Children,  psychiatric 
patients,  and  those  ashamed  to  acknowledge 
error  may  give  no  information.  Immediate, 
tell-tale  clues  may  also  be  absent.  Occasion- 
ally, people  are  poisoned  without  being  aware 
of  it.  A latent  period  of  several  hours  may 
occur  in  some  cases,  depending  on  quantity 


574 


Nebraska  S.  M.  J. 


CHART  II 

GROUP  I POISONS:  NEUROLOGIC  SYMPTOMS  OUTSTANDING 


Poison 

Toxic 

Rating 

Sources 

Portal 

Neurologic  Effects 
& Manifestations 

Other  Systems 
Involved 

1.  Alcohols, 
higher 

3 

Solvents 

Emollients 

Cosmetics 

Oral 

Inhal. 

Depression 

G.I.,  local 
irritation 

2.  Alcohol, 
ethyl 
(acute) 

2 

Solvents 
Cosmetics 
Rub.  alcohol 
Medication 
Beverage 

Oral 

Inhal. 

Depression 

3.  Alcohol, 
isopropyl 

3 

Solvents 
Disinfectant 
Hand  lotion 
Rub.  alcohol 

Oral 

Depression 

G.I.,  local 
irritation 

4.  Alcohol, 
methyl 

3 

Paints 
Varnishes 
Paint  remover 
Antifreeze 
Canned  fuel 

Oral 

Depression 
Acidosis 
Cerebral  edema 

5.  Aliphatic 
thiocyanates 

Insecticides 

Oral 

Percut. 

Depression 

G.I.,  eyes,  skin, 
local  irritation 

6.  Benzene 
hexa-chloride 

4 

Insecticide 
Vermifuge 
Scabies  Rx 

All  3* 

Depression  or 
stimulation 

G.I.  & pulmon- 
ary irritation 

7.  Camphor 

4 

Moth  repellants 
Antiquated 
medicinal 

All  3 

Stimulation 
which  may 
progress  to 
depression 
Convulsions 
prominent 

G.I.  irritation 

8.  Carbon 
disulfide 

3 

Solvent 

Cleaners 

Disinfectant 

Insecticide 

All  3 

Stimulation 
which  may 
progress  to 
depression 

G.I.  irritation 

9.  Carbon 
monoxide 

Incomplete 
combustion 
Flue  and  ex- 
haust gas 
Explosions 

Inhal. 

Anoxic 

Depression 

10,  Chlordane 

4 

Insecticide 

All  3 

Stimulation 
which  may 
progress  to 
depression 
Convulsions 

11.  Cyanide 

6 

Fumigants 
Insecticides 
Rodenticides 
Metal  polish 
Electroplating 
solutions 
Photographic 
developing 

All  3 

Chemical 

asphyxiant 

(histotoxic) 

Anoxic 

Transient  stimu- 
lation, then 
depression 

12.  DDT 

4 

Insecticide 

All  3 

Stimulation, 
then  depression 
Convulsions  may 
be  prominent 

G.I.  irritation 

13.  Dieldrin 

4 

Insecticide 

All  3 

Stimulation,  then 
depression 
Convulsions 
prominent 

14.  Ethylene 
glycol 

3 

Antifreeze 

Solvent 

Cosmetics 

Oral 

Depression 

G.I.  irritation 
Renal  damage 

15.  Fluoro- 
acetate 

♦Oral,  by  inhalation, 

6 Rodenticide 

Insecticide 

percutaneous. 

Oral 

Inhal. 

Stimulation, 
then  depression 
Convulsions 
prominent 

Cardiac,  arrhyth- 
mia, ventricular 
fibrilation 

Later  or  Chronic 
Neurologic  Symptoms 


Damage  of  retinal 
ganglion  cells 
Blindness 


Personality  changes 
Tremors  (basal 
ganglia) 

Paresis,  paralysis 
Peripheral 
neuropathy 

Neuropathy, 
peripheral 
Basal  ganglia 
syndromes 
Residuals  of  brain 
damage  (mental, 
motor) 


Occasional  sequelae 
as  with  carbon 
monoxide  poisoning 


Intermittent  con- 
vulsions may  perist 
after  acute  phase 
is  over 
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CHART  II 

GROUP  I POISONS:  NEUROLOGIC  SYMPTOMS  OUTSTANDING 

(continued) 


Poison 

Toxic 

Rating 

Sources 

Portal 

Neurologic  Effects 
& Manifestations 

Other  Systems 
Involved 

Later  or  Chronic 
Neurologic  Symptoms 

16.  Heptachlor 

4 

Insecticide 

All  3 

Stimulation, 
then  depression 

Liver  necrosis 

17.  Hydrogen 
sulfide 

Sewers,  cess- 
pools 

Products  of 
putrefaction 

Inhal. 

Depression 

Chemical 

asphyxiant 

(histotoxic) 

Eyes,  pulmonary  Peripheral  neuro- 
& G.I.  irritant  pathy 

Personality  changes 

18.  Kerosene, 
gasoline 

3 

Fuels 

Vehicle  for  many 
insecticides 
Cleaning  agents 
Paint  thinners 

Oral 

Inhal. 

Depression 

G.I.  & pulmon- 
ary irritation 

19.  Mercury 
( organic 
compounds) 

5 

Fumigants 

Fungicides 

All  3 

Ataxia 
Paresis 
Acute  brain 
syndrome 

(delirium) 


20.  Nicotine 
(acute) 


6 


Insecticide  All  3 

Tobacco  products 
Antiquated 
medicinals 
using  tobacco 


Stimulation, 
then  depression 
Transient  stimu- 
lation of  all 
autonomic 
ganglia 

Motor  end-plate 
paralysis 
(curare-like) 


G.I.  irritation 
plus  autonomic 
stimulation 
Respiratory 
muscle 
paralysis 


21.  Quaternary 
ammonium 
compounds 
QAC 


22.  Strychnine 


4 Detergents 

Oral 

Stimulation, 

Respiratory 

Germicides 

Inhal. 

then  depression 

muscle 

Deodorants 
Moth  repellants 
Soil  disin- 
fectants 
Foliage  sprays 

Motor  end-plate 
paralysis 
(curare-like) 

paralysis 

6 Rodenticide 

Pesticide 
Vermicide 
Medication 

Oral 

Stimulation, 
then  depression 
Convulsions 
prominent 
Exhaustion 
Anoxia 

23.  Toxaphene 


4 Insecticide 


All  3 Stimulation, 

then  depression 
Convulsions  may 
be  prominent 


and  toxicity.  For  a while,  then,  the  physician 
may  have  to  “work  blind”  diagnostically  and 
therapeutically.  He  may  have  to  urge  fam- 
ily members  or  assistants  to  quickly  retrace 
the  patient's  steps  to  search  down  the  poi- 
son or  its  container. 

TABULATION 

Charts  II  and  III  summarize  much  of  the 
work  of  Gleason,  Gosselin  and  Hodge4  and 
will  succinctly  describe  each  poison  as  fol- 
lows : 

1.  Toxicity  rating. 

2.  Home  and  farm  sources. 

3.  Main  or  common  portals  of  absorp- 
tion. 


4.  Principal  neurologic  effects  and 
manifestations. 

5.  Principal  other  systems  involved. 

6.  Latent  or  delayed,  subacute  or 
chronic  neurologic  symptoms  or  se- 
quelae. 

It  must  be  understood  that  each  poison 
listed  is  only  the  common,  basic  representa- 
tive or  “congener”  of  its  group.  For  in- 
stance, carbon  tetrachloride  is  similar  chem- 
ically and  toxicologically  to  many  other 
chlorinated  and  halogenated  hydrocarbons, 
such  as  chloroform,  dichlormethane,  ethyl 
chloride,  tetrachlorethylene.  Adequate  first- 
aid  toxicologic  references5  will  provide  a 
ready  index  so  these  can  be  traced  accord- 
ing to  the  group  in  which  they  belong. 
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CHART  III 

GROUP  II  POISONS:  SEVERAL  SYSTEMS  INVOLVED,  INCLUDING 

NERVOUS  SYSTEM 


Poison 

Toxic 

Rating 

Sources 

Portal 

Systems  Involved 

Neurologic  Effects 
& Manifestations 

Later  or  Chronic 
Neurologic  Symptoms 

1.  Aniline 

4 

Paints 

Inks,  markers 
Shoe  polish 
Stove  polish 

All  3* 

Red  blood  cell 
Methemoglobi- 
nemia 
Hemolysis 

Anoxia 

Depression 

2.  Arsenic 
(acute) 

5 

Rodenticides 

Insecticides 

Herbicides 

Paints 

Medication 

Oral 

G.I.  (hemor- 
rhagic gastro- 
enteritis) 

Hemorrhagic 
encephalopathy 
Acute  brain- 
syndrome 
Stupor 

Peripheral 

neuropathy 

Encephalopathy 

3.  Barium 
(soluble 
salts) 

5 

Rodenticides 

Fireworks 

Depilatories 

Oral 

Marked  stimu- 
lation of 
smooth,  cardiac 
& striated 
muscle,  thus 
G.I.  & cardiac 
effects 
Respiratory 
muscle 
paralysis 

Stimulation, 
then  depression 
Striated  muscle 
twitching,  then 
paralysis 

4.  Borate, 
(Borax) 

3 

Cleaning  com- 
pounds 
Wood  pre- 
sehvatives 
Herbicides 
Food  pre- 
servatives 
Antiseptics 
Diaper  rinses 
Medication 

Oral 

Percut. 

G.I.,  gastro- 
enteritis 
Skin  eruption 

Stimulation, 
then  depression 

5.  Carbon-tetra- 
chloride 

4 

Cleaner 
Fire  extin- 
guisher 
Outmoded 
medication 

Oral 

Inhal. 

G.I.  irritation 
Kidney  damage 
Liver  damage 

Depression 

Occasionally 
optic  neuritis 

6.  D-D 

( Chlorinated 
Propane-Pro- 
pylene mix- 
ture) 

4 

Soil  fumigant 

All  3 

Eye,  skin,  pul- 
monary & G.I. 
irritant, 
usually  marked 

Depression 

7.  Dinitro- 
phenol 

5 

Insecticide 

Fungicide 

Herbicide 

Outlawed 

medication 

All  3 

Metabolism  of 
entire  body 
increased 
Hyperpyrexia, 
anoxia,  acidosis 
G.I.  irritant 
Kidney  damage 

Stimulation, 
then  depression 

Peripheral 

neuropathy 

8.  Fluoride 

4 

Insecticide 

Rodenticide 

Oral 

G.I.  corresive- 
ness 

Severe  shock 
Vasomotor  de- 

Depression 

Tetany 

pression 

Hypocalcemic 

tetany 

Cardiac 

arhythmia 

9.  Formal- 
dehyde 

10.  Lead 
(acute) 

3 

4 

Fumigants 

Antiseptics 

Deodorizers 

Preservative 

Metal 

Paint 

Pottery  glaze 
Insecticide 
Gasoline 
Medication 
(astringent) 

Oral 

Oral 

Inhal. 

G.I.,  eye,  res- 
piratory 
irritant 
Acidosis 
Circulatory 
collapse 
Kidney  damage 
G.I.  irritant 
Kidney  damage 
Hemolysis 

Depression 

Convulsions, 

stupor 

Muscular  weak- 
ness, pain 
Depression 
Tetraethyl  com- 
pound causes 
stimulation 
first 

Peripheral 

neuropathy 

Encephalopathy 

(convulsions) 

Porphyria 

♦Oral,  by  inhalation,  percutaneous. 
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CHART  III 

GROUP  II  POISONS:  SEVERAL  SYSTEMS  INVOLVED,  INCLUDING 

NERVOUS  SYTEM  (continued) 


Poison 

Toxic 

Rating 

Sources 

Portal 

Systems  Involved 

Neurologic  Effects 
& Manifestations 

Later  or  Chronic 
Neurologic  Symptoms 

11.  Methyl 
bromide 

4 

Fire  extin- 
guishers 
Refrigerant  gas 
Insecticide 

Inhal. 

G.I.  & pulmon- 
ary irritant 
Pulmonary 
edema 

Stimulation, 
then  depression 
Convulsions 
prominent 

Marked,  weak- 
ness, paralysis 

12.  Naphtha- 
lene 

4 

Moth  repellant 

Oral 

Inhal. 

G.I.  & bladder 
irritant 
Hemolysis 
Renal  damage 

Stimulation, 
then  depression 

Optic  neuritis 

13.  Oxalate 

4 

Bleaches 
Rust  & ink 
eradicators 
Rhubarb  leaves 

Oral 

G.I.  corrosive- 
ness 
Shock 

Cardiac  action 
disturbed 
Hypocalcemic 
tetany 

Depression 

Tetany 

14.  Parathion 

6 

Insecticides 

All  3 

G.I.  irritant 
Respiratory 
hyper-secre- 
tion & 
paralysis 

Motor  end- 
plate  paralysis 
(curare-like) 
Depression 

15.  Phenol 
(carbolic 
acid), 
cresol 

4 

Disinfectants 

Deodorizers 

Medication 

All  3 

G.I.  corrosive- 
ness 
Shock 

Stimulation, 
then  depression 

16.  Thallium 

5 

Rodenticide 

Insecticide 

Outlawed 

medication 

Oral 

G.I.  irritant, 
often  severe 

Stimulation,  Polyneuropathy 

then  depression  Encephalopathy 
Optic  neuritis 

17.  Turpentine 

3 

Solvent 

Paint 

Paint  remover 
Polishes 
Antiquated 
medications 

Oral 

Inhal. 

G.I.  irritant 

Stimulation, 
then  depression 

18.  Xylene, 
benzene, 
toluene 

4 

Solvents 

Cleaners 

Lacquers 

Paint  remover 

Insecticides 

Pesticides 

Oral 

Inhal. 

G.I.  & pulmon- 
ary irritant 
Cardiac  ar- 
rhythmia, ven- 
tricular fibril- 
lation 

Stimulation, 
then  depression 

THE  TOXICITY  RATING  USED  CURRENTLY  IS  DEFINED 
THUS  (FOR  LIQUIDS  AND  SOLIDS): 


Toxicity  Rating 

1.  Practically  non-toxic. 

2.  Slightly  toxic 

3.  Moderately  toxic 

4.  Very  toxic 

5.  Extremely  toxic 

6.  Super-toxic 


Probable  Human  Lethal  Dose 


Weight 
Mg.  per  Kg. 
Over  15  gm.  per  kg. 
5-15  gm.  per  kg. 

.500  mg.-5  gm.  per  kg. 
.50-500  mg.  per  kg. 
5-50  mg.  per  kg. 

.Less  than  5 mg. 
per  kg. 


Volume 
Avg.  Human, 
70  Kg. 
Over  1 liter 
V2-I  liter 
30  c.c.-500  c.c. 

5 c.c.-30  c.c. 

7 drops-5  c.c. 

Less  than  7 drops 
(a  “taste)” 


SUMMARY 

This  discussion  of  acute  poisoning  is  re- 
stricted to  chemical  and  commercial  prod- 
ucts (non-medicinal)  found  today  in  the 
home  and  on  the  farm.  Acute  poisoning 
with  frank  overdosage  are  chief  concerns. 

It  is  noteworthy  that  23  (38%)  of  60  basic 


(chemical  and  toxicologic)  classes  of  poisons 
have  prompt,  outstanding  and  primary  ef- 
fects on  the  nervous  system  and  another  18 
(30%),  while  affecting  several  systems,  con- 
cern the  nervous  system  considerably  also. 
Thirteen  of  these  41  compounds  may  have 
some  persistent  (subacute  or  chronic)  neu- 
rologic symptoms  if  the  patient  survives. 
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The  nervous  system  may  be  affected  di- 
rectly or  immediately  indirectly  through 
anoxia,  circulatory  failure,  or  by  alterations 
of  vital  blood  constituents. 

Portals  of  entry  and  modes  of  acute  poi- 
soning are  considered  in  some  detail. 

Reference  tables  are  presented  with  con- 
cise information  concerning  the  41  classes 
of  poisons  with  neurologic  features : sources, 
toxicity  rating,  principal  neurologic  effects, 
other  systems  primarily  involved  and  se- 
quelae. 

The  main  clinical  neurologic  features  or 
syndrome  of  acute  poisoning  may  be  outlined 
as  follows: 

1.  Pain,  distress  (often  gastrointest- 
inal). 

2.  Stimulation  of  central  nervous  sys- 
tem (including  toxic  delirium). 

3.  Convulsions. 

4.  Depression  of  central  nervous  sys- 
tem (narcosis). 


drug.  It  may  be  preceded  by,  or  alternate 
with  stimulation  of  the  nervous  system,  but 
in  any  case,  it  appears  as  a phase  (and  often 
a serious  terminal  development)  to  antici- 
pate and  recognize. 

Paralysis  of  skeletal  muscles  occurs  with: 
Barium  (soluble  salts) 

Nicotine 

Parathion 

Quaternary  ammonium  compounds 

Tetany  occurs  often  with : 

Fluorides 

Oxalate 

This  discussion  has  been  presented  to  de- 
fine and  magnify  one  aspect  of  total  body 
disturbances  in  cases  of  acute  poisoning. 
There  is  a great  frequency  of  neurologic 
symptoms  in  cases  of  acute  poisoning.  The 
appearance  of  an  acute  neurologic  or  psy- 
chiatric syndrome  should  bring  to  mind  also 
the  possibility  of  acute  exogenous  toxicity 
even  though  the  history  and  other  clues  do 
not  immediately  indicate  this. 


5.  Paralysis  of  skeletal  muscles  (in- 
cluding respiratory  muscles). 

6.  Tetany. 


Chemical  stimulation  is  common  especial- 
ly with  the  following  groups  of  poisons : 


Barium  (soluble 
salts) 

Benzene  hexa- 
chloride 
Borate 
Camphor 
Carbon  disulfide 
Chlordane 
DDT 
Dieldrin 
Dinitrophenol 
Fluoroacetate 


Heptachlor 

Methyl  bromide 

Naphthalene 

Nicotine 

Phenol 

QAC 

Strychnine 

Thallium 

Toxaphene 

Turpentine 

Xylene 


Convulsions  are  prominent  and  common 
with  the  following  groups  of  poisons: 


Camphor 

Chlordane 

DDT 

Dieldrin 

Fluoroacetate 


Formaldehyde 
Methyl  bromide 
Toxaphene 
Strychnine 


Chemical  depression  is  a common  prob- 
lem with  all  of  the  chemicals  which  may  in- 
volve the  nervous  system.  How  serious  this 
depression  is  depends  on  the  toxicity  of  the 
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Current  Comment 

Brucillosis  in  Nebraska — 

Assuming  reporting  of  infectious  diseases 
is  reported  consistently  from  year  to  year, 
brucillosis  has  become  distinctly  more  prev- 
alent in  Nebraska  during  the  past  two  years. 
The  “Morbidity  Report”  for  the  first  nine 
months  of  1957,  shows  2 cases  in  1955,  34 
cases  in  1956,  and  59  cases  in  1957. 

Other  diseases  that  show  a sharp  rise  in 
numbers  are  chickenpox,  mumps,  and  influ- 
enza. 
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==eSPECIAL  ARTICLE 
Test  Your  Tax  I.Q* 


Test  your  knowledge  of  the  federal  in- 
come tax  law  on  this  quiz  prepared  by 
the  American  Institute  of  Certified  Pub- 
lic Accountants  in  cooperation  with  the 
Internal  Revenue  Service.  You  will  find 
the  correct  answers  immediately  follow- 
ing the  questions. 

1.  During  the  past  year  you  spent  ap- 
proximately $1,000  for  built-in  bookcases 
and  wall-to-wall  carpeting  for  your  office. 
Since  your  lease  has  only  four  years  to  run, 
you  may  . . . 

(a)  Deduct  the  $1,000  on  your  1957  tax 
return 

(b)  Amortize  the  cost  over  the  next  four 
years 

(c)  Depreciate  it  over  the  life  of  the  fur- 
nishings 

2.  When  you  were  transferred  to  another 
city,  your  company  gave  you  a sum  of  money 
toward  the  cost  of  moving  you  and  your  fam- 
ily. For  tax  purposes  you  should  consider 
this  money  as  . . . 

(a)  A gift  that  is  not  taxable 

(b)  Income  that  is  subject  to  tax  with  a 
deduction  for  only  your  personal  mov- 
ing expenses 

(c)  Income  that  is  subject  to  tax  with  a 
deduction  for  the  cost  of  moving  your 
entire  family 

3.  You  have  invested  in  several  blue-chip 
stocks.  The  dividends  received  from  this  in- 
vestment are  exempt  up  to  . . . 

(a)  $50  whether  you  or  your  wife  owns 
the  stock 

(b)  $100  if  the  stock  is  held  jointly  by  you 
and  your  wife 

(c)  $100  regardless  of  who  owns  the 
stock,  providing  you  file  a joint  re- 
turn with  your  wife 

*This  tax  quiz  and  the  answers  furnished  by  the  American 
Institute  of  Public  Accountants.  It  has  been  reviewed  by 
leading  certified  public  accountants  and  by  the  Internal  Reve- 
nue Service. 


4.  You  are  not  permitted  to  deduct  as 
contributions  your  donations  to  which  of  the 
following  organizations  . . . 

(a)  Charitable  societies 

(b)  Educational  institutions 

(c)  Political  parties 

5.  Your  daughter,  who  was  hospitalized 
for  several  weeks  in  the  earlier  part  of  1957, 
was  married  in  November.  If  she  files  a 
joint  return  with  her  husband,  you  may  . . . 

(a)  Not  claim  her  as  a dependent  but  you 
may  deduct  her  medical  expenses 

(b)  Claim  her  as  a dependent  and  deduct 
her  medical  expenses 

(c)  Not  claim  her  as  a dependent  and  you 
may  not  deduct  her  medical  expenses 

6.  You  filled  very  few  inside  straights 
during  the  past  few  months  and  lost  approx- 
imately $300  to  the  members  of  your  Thurs- 
day night  poker  club.  You  should  . . . 

(a)  Deduct  the  loss  in  computing  adjust- 
ed gross  income 

(b)  Subtract  the  loss  from  adjusted  gross 
income 

(c)  Give  up  poker  and  start  watching 
television  on  Thursday  nights 

7.  Last  October  your  car  skidded  on  a 
wet  road  and  grazed  a telephone  pole.  The 
damage  was  not  covered  by  insurance  and  it 
cost  you  $100  to  have  the  car  repaired.  To 
claim  a casualty  deduction  . . . 

(a)  You  must  have  the  damage  repaired 
within  30  days  of  the  accident 

(b)  You  simply  deduct  the  amount  of  the 
repair  bill 

(c)  You  must  prove  that  you  were  using 
the  car  in  your  work  at  the  time  of 
the  accident 

8.  Which  of  the  following  may  you  not 
consider  as  a deductible  business  expense  . . . 

(a)  A subscription  to  (insert  the  name  of 
your  trade  publication) 

(b)  Commutation  fees 
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(c)  The  costs  of  attending  the  (insert  the 
name  of  a trade)  convention 

9.  While  playing  hide-and-seek  in  your 
backyard,  the  neighbor’s  children  trampled 
and  killed  several  of  your  more  expensive 
bushes.  The  cost  of  replacing  this  shrub- 
bery . . . 

(a)  May  be  deducted  if  it  does  not  exceed 
the  original  cost  of  the  bushes 

(b)  May  be  deducted  only  if  the  parents 
of  the  children  refuse  to  pay  damages 

(c)  May  not  be  deducted  under  any  cir- 
cumstances 

10.  Your  16-year-old  son  works  during 
the  summer  for  you  in  your  unincorporated 
business,  and  you  pay  him  a weekly  salary. 
Since  he  is  a full-time  employee,  he  is  . . . 

(a)  Required  to  pay  social  security 

(b)  Not  subject  to  social  security 

(c)  Permitted  to  decide  whether  he  does 
or  does  not  want  social  security  cover- 
age 

11.  Last  year  you  gave  your  church  a 
small  piece  of  property  for  which  you  had 
paid  $500  some  time  ago.  Its  value  at  the 
time  of  the  gift  was  $1,500.  As  a result  . . . 

(a)  You  may  claim  a tax  deduction  of 
$1,500 

(b)  You  must  pay  a capital  gains  tax  on 
the  $1,000  increase 

(c)  You  may  claim  a tax  deduction  of 
$500 

12.  There  were  a few  leaks  in  the  shingle 
roof  of  your  office  building;  so  you  con- 
structed a new  tile  roof.  You  should  . . . 

(a)  Consider  this  as  a repair  bill  and  de- 
duct the  entire  amount  as  a business 
expense  on  your  1957  return 

(b)  Regard  this  as  a capital  improvement 
and  depreciate  the  cost  over  a period 
of  years 

(c)  Add  the  cost  of  the  repair  to  the  value 
of  the  property 

13.  After  you  have  filed  your  personal 
1957  tax  return,  the  Government  is  allowed 
to  check  your  return  and  bill  you  for  addi- 
tional tax.  The  period  of  time  in  which  this 
may  be  done  ends  . . . 

(a)  On  the  day  you  file  your  1958  return 


(b)  Two  years  after  you  file  your  1957 
return 

(c)  Three  years  from  the  due  date  of 
your  1957  return 

14.  On  the  advice  of  a friend,  you  en- 
gage a CPA  to  prepare  your  1957  tax  return. 
The  fee  he  charges  for  this  service  is  . . . 

(a)  Not  deductible  since  it  is  a personal 
expense 

(b)  Not  deductible  if  you  are  entitled  to 
a refund 

(c)  Deductible  in  full 

CORRECT  ANSWERS 

1.  (b)  On  leased  property,  you  normal- 
ly spread  the  cost  of  improvements  over  the 
shorter  period  — the  life  of  the  improve- 
ment or  the  term  of  the  lease.  Since  your 
lease  expires  in  four  years  and  presumably 
the  furnishings  will  have  a longer  life  than 
that,  you  should  be  able  to  claim  a $250  de- 
duction on  your  federal  tax  return  for  this 
year  and  the  next  three  years. 

2.  (c)  The  money  you  received  from  the 
company  must  be  reported  as  income,  but 
you  may  deduct  the  cost  of  moving  your  en- 
tire family.  If  the  amount  the  company 
gives  you  exceeds  your  expenses,  the  excess 
is  taxable.  Conversely,  however,  if  your  ex- 
penses were  more  than  the  amount  received, 
the  difference  is  not  deductible. 

3.  (a)  and  (b)  are  both  correct.  All  tax- 
payers are  entitled  to  a $50  dividend  exemp- 
tion. A husband  and  wife  can  combine  their 
exemptions  and  receive  $100  in  dividends  tax 
free,  providing  the  stock  is  jointly  owned. 
The  filing  of  a joint  return  will  not  qualify 
them  for  this  double  exemption  if  the  stock 
is  held  in  only  one  of  their  names. 

4.  (c)  You  cannot  deduct  contributions  to 
an  organization  which  spends  a substantial 
part  of  its  time  lobbying  or  distributing  po- 
litical propaganda. 

5.  (a)  You  gained  a son-in-law  but  lost 
a $600  dependency  exemption  for  1957  when 
your  daughter  married  in  November.  All  is 
not  lost,  however.  If  you  provided  more 
than  one-half  of  your  daughter’s  support 
during  the  year,  you  may  claim  her  medical 
expenses  as  a deduction  on  your  return. 

6.  (c)  Watching  television  can  be  most 
relaxing  and  it  might  even  help  you  to  for- 
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get  your  poker  losses — which  is  the  thing 
to  do  because  net  gambling  losses  are  defin- 
itely not  deductible.  Net  gambling  gains  are 
taxable  as  income;  so  if  you  won  money  in 
a football  pool  or  other  sources,  you  may  use 
your  poker  losses  to  offset  these  gains. 

7.  (b)  The  IRS  has  ruled  that  “if  the  re- 
pairs do  nothing  more  than  restore  the  prop- 
erty to  its  condition  immediately  before  the 
casualty  and  do  not  add  to  (its)  value,  utility 
or  useful  life,  such  repair  costs  may  be  used 
as  a measure  of  the  value  of  the  destroyed 
portion/’  Where  you  were  going  at  the  time 
of  the  accident  does  not  affect  the  deducti- 
bility of  car  damages. 

8.  (b)  Commutation  fees  are  not  deducti- 
ble business  expense.  The  cost  of  going  to 
and  returning  from  work,  whether  it  be  by 
bus,  cab,  train  or  plane,  is  not  deductible 
since  it  is  a personal  expense.  On  the  other 
hand,  a and  c are  deductible. 

9.  (c)  Damage  to  your  shrubbery  caused 
by  children,  dogs  or  errant  lawnmowers  is 
not  deductible.  If  your  home  or  lawn  is  dam- 
aged by  fire,  storm  or  flood  the  loss  not  cov- 
ered by  insurance  may  be  deducted.  When 
large  amounts  are  involved  it  is  wise  to  have 
an  expert  appraisal  made  immediately  after 
the  casualty. 

10.  (b)  Since  your  son  works  for  yon, 
you  are  not  supposed  to  pay  social  security 
tax  on  his  wages,  nor  is  he  required  to  make 
contributions.  If  your  business  is  incorpor- 
ated, however,  the  corporation  must  pay  so- 
cial security  tax  on  his  salary. 

11.  (a)  Your  deduction  for  a charitable 
contribution  is  the  value  of  the  gift  at  the 
time  it  is  made.  You  are  not  considered  to 
have  realized  a taxable  gain  or  deductible 
loss  when  you  give  property  away.  You  may 
claim  a deduction  for  the  entire  $1,500  so 
long  as  this  amount  does  not  exceed  20  per 
cent  (30  per  cent  in  some  cases)  of  your  ad- 
justed gross  income. 

12.  (b)  The  roof  is  considered  an  im- 
provement, not  an  ordinary  repair.  The  cost 
of  replacing  the  roof  is  deductible  as  depre- 
ciation spread  over  its  estimated  useful  life. 

13.  (c)  In  the  absence  of  fraud  or  sub- 
stational  understatement  of  income,  the  Gov- 
ernment has  three  years  from  the  due  date 
of  your  1957  return  to  check  your  return 
and  bill  you  for  additional  tax.  Since  the 
due  date  of  most  individual  returns  is  April 


15  and  for  investigation  purposes  all  returns 
are  treated  as  though  filed  on  the  due  date, 
you  should  be  sure  to  save  all  check  stubs 
and  receipted  bills  to  prove  your  declared 
deductions  until  April  15,  1961. 

14.  (c)  The  fee  which  a CPA  charges  you 
to  prepare  a tax  return  or  defend  the  accur- 
acy of  your  return  before  the  Treasury  De- 
partment is  deductible  in  full  if  you  itemize 
deductions. 

Current  Comment 

An  Evaluation  of  “Laboratory  Medicine” — 

“The  prevalence  of  laboratory  medicine 
has  assumed  grotesque  and  dangerous  pro- 
portions.” (Robert  Wartenberg,  GP  for 
October,  1957,  p.  93). 

Delegates  or  Delegation? — 

From  the  minutes  of  the  Nebraska  State 
Medical  Society,  Annual  Session,  1883 : 

“MORNING  SESSION” 

“Thursday,  May  24th,  1883, 

9 a.m.” 

“The  President,  Dr.  Sowers,  presiding. 

“Motion  by  Dr.  Coffman : That  the  Secre- 
tary cast  the  vote  of  the  Society  for  the 
delegates  to  the  American  Medical  Associa- 
tion, as  nominated.  Carried. 

“The  delegation  consists  of  Drs.  Dayton, 
Stone,  Moore,  Mercer,  Coffman,  Grady, 
Bridenstine,  Fuller,  Peebles,  Larsh,  Whitten, 
Donaldson,  Robbins,  Livingston,  Swetnam, 
J.  O.  Carter  and  A.  R.  Mitchell.” 

They  Did  Much  Honor  to  Their  Dead — 

The  following  first  paragraph  of  the  Me- 
morial Obituary  of  Jonas  Crane,  M.D.,”  a 
memorial  that  fills  almost  eight  pages  in  the 
Fifteenth  Annual  Session  of  the  Nebraska 
State  Medical  Society,  could  well  be  used  as 
a model: 

“On  the  morning  of  June  4,  1881,  at  sun- 
rise, in  his  chamber  at  his  home  in  Brown- 
ville,  Jonas  Crane  lay  dying.  Before  the 
sun  had  climbed  to  his  mid-day  throne,  while 
yet  the  soft,  cool  breeze  was  redolent  of 
many  colors  of  flowers,  and  melodious  with 
the  songs  of  many  birds,  Jonas  Crane  had 
ceased  to  be  a personal  factor  among  beings 
here.” 
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Robert  L.  Mastin,  M.D.,  was  bom  February  23,  1930,  in  Chicago, 
Illinois.  His  elementary  education  was  obtained  in  Kearney,  Nebraska, 
and  his  pre-med  education  at  the  University  of  Nebraska  from  which 
he  received  his  Doctor  of  Medicine  degree  in  1955. 

Wayne  County  Hospital,  Eloise,  Michigan,  was  the  place  of  Doctor 
Mastin’s  internship,  from  1955  to  1956. 

His  main  recreations  are  flying  and  hunting. 

Doctor  and  Mrs.  Mastin  (Virginia)  and  their  three  children,  Anne, 
Beth  and  Kathy,  ages  5,  3 and  IY2  respectively,  live  in  Kenesaw,  Ne- 
braska, where  Doctor  Mastin  practices. 


Rex  T.  Hoffmeister,  M.D.,  was  bom  in  Imperial,  Nebraska,  July 
30,  1928. 

After  a pre-med  course  at  the  University  of  Nebraska,  his  Doctor 
of  Medicine  degree  was  obtained  at  the  University  of  Nebraska  College 
of  Medicine,  June  1955.  His  elementary  education  was  received  in 
Imperial  schools. 

Doctor  Hoffmeister  interned  at  Nebraska  Methodist  Hospital  from 
July  1,  1955  to  June  30,  1956,  and  practiced  in  Hastings,  Nebraska 
from  July  1,  1956,  until  he  entered  military  service  in  February  1957. 

He  is  now  stationed  with  the  U.S.  Army  in  Germany. 

Doctor  and  Mrs.  Hoffmeister  (Martha)  have  one  girl,  Elizabeth 
Jean,  14  months. 

Hunting,  photography  and  hi-fi  are  Doctor  Hoffmeister’s  favorite 
relaxations. 

Address : 

Capt.  Rex  T.  Hoffmeister,  04073795 
24th  Medical  Detachment 
APO  36,  New  York,  N.Y. 


Lloyd  D.  Smith,  M.D.,  was  bom  in  York,  Nebraska,  December  4, 
1931.  His  elementary  schooling  was  obtained  in  York  schools  and  his 
pre-med  in  York  College. 

He  graduated  in  June  1956,  from  the  University  of  Nebraska  Col- 
lege of  Medicine  and  interned  at  Nebraska  Methodist  Hospital  until 
July  of  1957. 

Doctor  Smith  is  at  present  a captain  in  the  United  States  Air 
Force  (Medical  Corps)  and  taking  a two-month  course  in  OB-Gyn  in 
Biloxi,  Mississippi  after  which  he  will  be  stationed  at  Brooklev  AFB, 
Mobile,  Alabama  with  the  OB-Gyn  staff. 

Doctor  and  Mrs.  Smith  (Ann  Renee)  are  the  parents  of  twins, 
Steven  Lloyd  and  Susan  Renee,  18  months  and  Barbara  Clair,  4 months. 

Photography,  fishing  and  reading  are  his  chief  hobbies. 

Permanent  address:  Lloyd  D.  Smith,  M.D.,  2904  18th  Street,  Colum- 
bus, Nebraska. 
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Organization  Section 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

December  7,  Grand  Island,  St.  Francis 
Hospital 

December  14,  Alliance,  St.  Joseph’s  Hos- 
pital 

AMERICAN  MEDICAL  ASSOCIATION 
11TH  CLINICAL  MEETING  — Philadel- 
phia, December  3-6,  1957. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION ANNUAL  SESSION  — April 
28,  29,  30,  May  1,  1958,  Lincoln. 

CONGRESS  ON  MEDICAL  EDUCATION 
AND  LICENSURE  — February  9 - 11, 
1958,  Palmer  House,  Chicago. 


0ur  Ghristmas  TDish 
Jor 

The  words  we  send 
To  you  this  Christmas  season 
Are  His  who  said: 

"Peace  I leave  with  you 
My  peace  I give  unto  you; 
Not  as  the  world  giveth 
Give  I unto  you. 

Let  not  your  heart  be  troubled 
Neither  let  it  be  afraid." 


Medical  Education  Congress  Set  for 
February  9-11 — 

Problems  confronting  medical  education 
in  the  rapidly  changing  scene  will  be  the 
main  topic  of  concern  at  the  54th  Annual 
Congress  on  Medical  Education  and  Licen- 
sure February  9-11.  Sponsored  by  the 
A.M.A.  Council  on  Medical  Education  and 
Hospitals,  the  Federation  of  State  Medical 
Boards  of  the  United  States  and  the  Advis- 
ory Board  for  Medical  Specialties,  the  Con- 
gress will  be  held  at  the  Palmer  House,  Chi- 
cago. The  Conferees  will  view  medical  edu- 
cation’s broad  potential  in  the  light  of  four 
factors — the  changing  characteristics  of  the 
nation’s  population,  sociological  trends, 
economy  and  medical  knowledge — and  the 
implications  of  these  factors  on  medical  edu- 
cation, medical  research,  and  medical  care. 

In  addition,  four  workshop  committees — 
composed  of  representatives  from  the 
A.M.A.,  the  Council,  the  A.A.M.C.,  higher 
education,  government,  business,  insurance, 
labor,  and  agriculture — will  discuss  various 
problem  areas,  endeavor  to  clarify  questions 
that  need  to  be  raised  and  recommend  pos- 
sible ways  that  medicine  can  assume  the 
leadership  in  solving  these  problems.  The 
committees’  reports  will  be  presented  before 
the  entire  Congress  for  discussion  from  the 
floor. 

On  Monday  morning,  February  10,  the 
Council  will  conduct  its  annual  co-sponsored 
meeting  with  the  Advisory  Board.  This  ses- 
sion will  be  devoted  principally  to  discus- 
sions of  problems  in  graduate  medical  educa- 
tion created  by  the  changing  status  of  the 
patient  and  the  role  of  the  community  hos- 
pital in  graduate  medical  education.  The 
Federation  will  hold  its  second  examination- 
institute  on  Saturday,  February  8,  and  its 
regular  meeting  on  Tuesday,  February  11. 

News  and  Views 

From  the  Norfolk  News — 

Dr.  Devers,  77,  received  his  early  educa- 
recently  by  the  citizens  of  his  community  in 
observance  of  his  45  years  of  medical  prac- 
tice. An  open  house  was  held  and  more 
than  350  persons  attended. 

Dr.  Deevers,  77,  received  his  early  educa- 
tion in  Mitchell,  South  Dakota.  He  received 
his  medical  education  at  Northwestern  Uni- 
versity Medical  School,  Evanston,  Illinois. 
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He  first  came  to  Nebraska  in  1915  and 
practiced  for  a while  in  Upland.  Dr.  Devers 
arrived  in  Pierce  in  1934  and  has  lived  here 
ever  since. 

From  the  Hebron  Register — 

A memorial  to  the  pioneer  country  doctors 
of  Nebraska,  specifically  the  late  Dr.  Alfred 
L.  Elder  of  Hebron,  has  been  established 
with  the  University  of  Nebraska  Founda- 
tion. 

Mrs.  Edith  Dimmitt  Elder  of  San  Jose, 
California,  has  given  stocks,  valued  at  $100,- 
000,  for  establishing  a fund  to  support  a 
series  of  lectures,  demonstrations,  and  clinics 
to  aid  in  keeping  Nebraska  physicians  in 
touch  with  the  advancement  made  in  medical 
and  surgical  research. 

From  the  Lincoln  Star-Journal — 

The  Nebraska  Heart  Association  has  giv- 
en a total  of  $18,000  to  the  two  medical 
schools  in  Omaha  for  heart  research  in  the 
next  12  months. 

Checks  for  $9,000  each  have  been  pre- 
sented to  the  University  of  Nebraska  Col- 
lege of  Medicine  and  Creighton  University 
School  of  Medicine  for  heart  studies  by  the 
medical  faculty  members. 

In  December,  each  school  is  to  receive  a 
Nebraska  Heart  Fund  grant  of  $20,000  to 
support  a full-time  professor  of  heart  re- 
search. 

From  the  Omaha  World-Herald — 

Thirteen  Nebraskans  were  among  1,100 
surgeons  inducted  as  Fellows  of  the  Ameri- 
can College  of  Surgeons  at  their  meeting  in 
Atlantic  City  in  October. 

They  were : Drs.  Robert  M.  House,  Grand 
Island;  Clyde  L.  Kleager,  and  John  G.  Yost, 
both  of  Hastings;  Francis  Neumayer  and 
Richard  L.  Thomas,  both  of  Lincoln;  L.  J. 
Gridley,  Scottsbluff ; and  John  D.  Coe,  John 
Ewing,  John  C.  Filkins,  L.  T.  Hood,  George 
B.  McMurtrey,  Robert  D.  Vickery  and  Car- 
lyle E.  Wilson,  Jr.,  all  of  Omaha. 

From  the  Lincoln  Journal — 

The  late  Dr.  Winnett  Orr  of  Lincoln  was 
honored  by  the  presentation  of  a distin- 
guished service  award  by  the  Clinical  Con- 
gress of  the  American  College  of  Surgeons 
meeting  in  Atlantic  City  in  October. 


The  orthopedist’s  widow  was  present  to 
receive  the  posthumous  award,  this  being 
the  first  such  occasion  of  its  presentation. 

From  the  Omaha  World-Herald — 

The  Mid-West  Clinical  Society  meeting  in 
Omaha,  November  4-7,  marked  the  organiza- 
tion’s twenty-fifth  anniversary. 

The  society’s  founder,  Dr.  Joseph  D.  Mc- 
Carthy, and  41  of  the  other  101  charter 
members  were  honored  at  the  meeting.  The 
honor  is  richly  deserved. 

Over  the  years  the  society  has  brought  to 
Omaha  leading  specialists  from  all  over 
America  to  keep  busy  practitioneers  of  this 
area  informed  on  the  latest  medical  progress. 

And  what  progress  there  has  been  in  those 
25  years.  Medicine  may  well  have  advanced 
more  than  in  all  previous  time.  To  be  sure, 
word  of  all  the  discoveries  — sulfa,  antibi- 
otics, new  surgical  techniques,  etc.  — could 
have  been  found  in  medical  literature,  but  to 
a doctor  with  a large  practice,  it  isn’t  easy 
to  dig  out  such  information  from  the  printed 
page  alone.  At  the  Clinical  Society’s  meet- 
ings, information  is  distilled.  No  longer 
need  any  doctor  become  “out  of  date.” 

If  medical  discovery  continues  unabated 
— as  seem  likely — the  Clinical  Society  in  the 
next  25  years  may  become  an  even  greater 
boon  to  Midwestern  medical  men  and  their 
patients. 

From  the  Omaha  World-Herald — 

The  medical  staff  of  Clarkson  Hospital 
has  begun  publication  of  a semi-annual  med- 
ical bulletin.  Staff  members  will  publish 
papers  for  teaching  purposes. 

Dr.  J.  Dewey  Bisgaard  is  editor.  He  is 
assisted  by  Drs.  C.  R.  Hankins,  Herman  W. 
Jahr,  Leroy  W.  Lee  and  W.  L.  Rumbolz. 

From  the  Friend  Sentinel — 

Dr.  Frank  T.  Hamilton,  Friend  physician 
for  nearly  50  years,  has  announced  his  re- 
tirement from  active  practice. 

On  May  12,  1958,  Dr.  Hamilton  will  have 
completed  50  years  of  active  practice  in  the 
city  of  Friend.  He  says  it  is  with  regret 
that  it  has  become  necessary  for  him  to  re- 
linquish his  practice.  He  expressed  a deep 
appreciation  and  gratitude  for  his  many 
faithful  friends  and  patients. 
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From  the  North  Platte  Telegraph-Bulletin — 

A six-year-old  girl  passed  away  in  North 
Platte  in  October.  Diphtheria  was  listed  as 
the  cause  of  death. 

From  the  Omaha  World-Herald — 

Home  extension  clubs  in  Douglas,  Loup 
and  Hitchcock  Counties  won  the  Nebraska 
Heart  Association  county  fair  heart  exhibit 
contest,  it  was  announced  recently. 

Dr.  Richard  L.  Egan,  public  education 
chairman  of  the  association,  said  65  coun- 
ties competed. 

From  the  Omaha  World-Herald — 

Dr.  Dwight  Frost  has  been  named  con- 
sulting medical  director  of  the  C.  Louis  Mey- 
er Memorial,  the  new  treatment  now  under 
construction  as  part  of  the  Nebraska  Chil- 
dren’s Center  in  Omaha. 

He  will  continue  as  consultant  in  the  con- 
struction of  the  facilities,  supervisor  of  in- 
stalling special  equipment  and  in  organiza- 
tional development. 

From  the  Grand  Island  Independent — 

Dr.  Donald  F.  Purvis  of  Lincoln  has 
been  named  president-elect  of  the  Nebraska 
Heart  Association. 

Dr.  Stephen  L.  Magiera  of  Omaha  is  the 
president  for  the  coming  year.  Dr.  Dan  A. 
Nye,  Kearney,  was  elected  first  vice  presi- 
dent. 

The  association  decided  to  set  up  a part- 
time  office  in  Lincoln  on  a three-year  trial. 
It  voted  a $225,000  Nebraska  Heart  Fund 
goal  for  1958,  a 10  per  cent  increase  over 
1957  collections. 

Captain  Sucha,  Fremont  Man,  Assigned  to 
U.S.A.  Hospital,  Fort  Lawton,  Wash. — 

Captain  Eugene  L.  Sucha,  son  of  Mr.  and 
Mrs.  Lloyd  J.  Sucha,  1333  North  Logan,  Fre- 
mont, Nebraska,  has  been  assigned  to  general 
physician  duties  at  the  U.S.  Army  Hospital, 
Fort  Lawton,  Washington. 

Upon  his  graduation  from  Senior  High 
School,  Fremont,  in  1947,  Captain  Sucha  at- 
tended Midland  College  for  a period  of  three 
years  and  graduated  from  Creighton  Uni- 
versity, Omaha,  Nebr.,  in  1955.  Prior  to 
entering  the  Army  Medical  Corps  in  August 
1957,  he  practiced  as  a resident  physician 
and  surgeon  at  St.  Elizabeth’s  Hospital  in 
Lincoln,  Nebr. 


While  assigned  to  the  Army  Hospital  at 
Fort  Lawton,  Captain  and  Mrs.  Sucha  will 
make  their  home  at  4515  35th  Ave.  West, 
Seattle. 

Creighton  Graduate  Receives  Award  at 
Mayo  Foundation — 

Dr.  Harry  N.  Hoffman,  a graduate  of  the 
Creighton  University  School  of  Medicine  in 
1949,  and  currently  a fellow  in  medicine  in 
the  Mayo  Foundation  at  Rochester,  Minne- 
sota, is  the  first  recipient  of  a new  award 
from  the  Postgraduate  Medical  Fund.  The 
award  was  made  to  Dr.  Hoffman  on  the 
basis  of  his  graduate  studies  at  the  Mayo 
Foundation  on  bilirubin  in  jaundice. 

Distribution  of  Vaccine  Irregular — 

From  Secretary’s  Letter  No.  417  we  take 
the  following: 

“Unfortunate  deviations  from  locally  es- 
tablished plans  of  priority  in  distribution  of 
Asian  influenza  vaccine  have  been  brought 
to  the  attention  of  the  A.M.A.  special  com- 
mittee on  influenza. 

“The  committee  said  it  has  received  re- 
ports that  some  groups,  without  regard  for 
local  priority  plans,  have  ordered  and  are 
receiving  supplies  of  the  vaccine  for  their 
employees  while  physicians  cannot  obtain  it 
to  innoculate  those  who  should  receive  it 
first.” 

It  seems  odd  that  physicians  should  be 
thus  “slapped  down”  by  pharmaceutical 
firms.  Perhaps  we  have  been  naive  in  be- 
lieving we  receive  cooperation  when,  indeed, 
it  is  control. 

Asian  Flu  Vaccine  Potency  Doubled — 

Surgeon  General  Burney  announced  on 
October  23,  that  it  is  now  possible  to  double 
the  strength  of  the  Asian  influenza  vaccine 
and  the  manufacturers  have  been  asked  to 
make  this  change  as  soon  as  possible  and  not 
later  than  December  1.  All  data  studied  by 
the  advisory  committee  indicate  that  ad- 
ministration of  the  stronger  vaccine  will 
tend  to  lead  to  development  of  antibodies  in 
more  people  and  to  a higher  titre. 

New  Tax  Ruling  on  Medical  Groups — 

From  A.M.A.  Washington  Letter  85-43, 
the  following  information  is  gleaned : 
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“A  new  ruling  by  the  Internal  Revenue 
Service  may  mean  that  doctors  practicing  as 
an  association  are  entitled  to  the  same  tax 
deferment  privileges  as  corporation  em- 
ployees . . . 

“If  I.R.S.  maintains  this  policy,  the  effect 
will  be  to  allow  doctors  forming  an  associa- 
tion (in  line  with  I.R.S.  criteria  yet  to  be 
established)  to  enjoy  approximately  the 
same  annuity  advantages  they  would  under 
the  Jenkins-Keogh  and  similar  bills  now 
pending  in  Congress.  . .” 

A Rehabilitation  Program  for  Injured  Workers — 

Physical  rehabilitation  of  injured  workers 
is  considered  a logical  part  of  medical  care 
under  workmen’s  compensation,  according  to 
“A  Rehabilitation  Program,”  a booklet  re- 
cently published  by  the  Association  of 
Casualty  and  Surety  Companies. 

This  booklet  discusses  medical  rehabilita- 
tion, workmen’s  compensation,  Federal- 
state  vocational  rehabilitation,  and  then  pre- 
sents a major  plan  for  the  establishment  of 
a well  organized  rehabilitation  program  as 
a part  of  regular  medical  services. 

The  booklet  referred  to  may  be  obtained 
by  writing  Public  Relations  Department,  As- 
sociation of  Casualty  and  Surety  Companies, 
60  John  Street,  New  York  38,  N.Y. 

Unnecessary  Reactions  From 
Antibiotic  Drugs — 

An  editorial  in  New  York  State  J.  Med., 
October  1957,  page  3112,  contains  the  follow- 
ing significant  paragraph: 

“Elsewhere  in  this  issue  Dr.  Gerard  East- 
man reviews  toxic  side-effects  occurring  as 
a result  of  administration  of  antibiotics  to 
humans.  He  suggests  it  but  quite  properly 
refrains  from  commenting  vigorously  about 
the  excessive  numbers  of  unnecessary  reac- 
tions which  have  been  inflicted  upon  too 
many  patients  by  physicians  whose  prescrip- 
tions of  the  offending  drug  were  not  prop- 


Announcemen+s 

Fifth  International  Congress  on 
Chest  Diseases — 

The  Fifth  International  Congress  on  Dis- 
eases of  the  Chest,  sponsored  by  the  Ameri- 
can College  of  Chest  Physicians,  will  be 
held  in  Tokyo,  Japan,  September  7-11,  1958. 


The  Congress  will  be  presented  under  the 
Patronage  of  the  Government  of  Japan  and 
the  Japan  Science  Council. 

Scientific  papers,  panel  discussions,  fire- 
side conference  and  motion  pictures  will  be 
used  to  present  many  aspects  of  diseases  of 
the  chest.  Eminent  scientists  from  coun- 
tries throughout  the  world  will  participate  in 
the  discussions. 

A registration  fee  for  each  physician  at- 
tending the  Congress  is  $25.00  and  $10.00 
for  each  family  member  accompanying  the 
physician. 

For  additional  information  write  Mr.  Mur- 
ray Kornfeld,  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  11,  Illinois. 

Treatment  of  Military  Personnel  When 
Absent  From  Home  Station — 

The  following  from  Headquarters  Fifth 
Army  is  published  for  your  information : 

“Military  personnel  of  the  Army  who  are 
on  authorized  absence,  should  have  in  their 
possession  Department  of  Army  Form  No. 
31,  “Request  and  Authority  for  Absence.” 
The  reverse  side  of  this  form  contains  in- 
structions pertaining  to  medical  treatment 
or  hospitalization  that  may  be  required  while 
a military  person  is  absent  from  his  home 
station.  Failure  to  follow  these  instructions 
sometimes  results  in  delay  in  processing 
bills  for  care  provided  by  civilian  physicians 
and  hospitals.  Physicians  and  hospitals 
who  treat  military  personnel  are  urged  to  as- 
sist them  in  notifying  the  proper  military 
authorities.  The  processing  and  payment 
of  bills  for  the  care  of  military  personnel 
should  not  be  confused  with  the  medicare 
program  for  dependents.” 

Three  Postgraduate  Medical  Courses  at 
University  of  Kansas — 

Three  postgraduate  coures  available  in 
January  at  the  University  of  Kansas  are  as 
follows : 

Pulmonary  Disease  Clinic,  January  13  and 
14.  Registration  fee,  $30.00. 

Gastroenterology,  January  15  and  16. 

Surgery,  January  20-23,  inclusive.  Regis- 
tration fee,  $60.00. 

For  details,  write  Department  of  Post- 
graduate Medicine,  University  of  Kansas 
School  of  Medicine,  Kansas  City  12,  Kansas. 
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Human  Interest  Tales 

Dr.  George  Post,  Bridgeport,  took  a ten- 
day  hunting  trip  to  Colorado,  in  October. 

Dr.  F.  P.  Sucgang,  Alliance,  has  an- 
nounced plans  to  construct  a new  medical 
building. 

Dr.  T.  P.  Krush,  Omaha,  gave  a talk  at  a 
recent  meeting  of  the  Central  High  P.T.A. 
in  that  city. 

Dr.  Donald  F.  Purvis,  Lincoln,  has  been 
elected  president-elect  of  the  Nebraska  Heart 
Association. 

Dr.  and  Mrs.  A.  H.  Holm,  Wolbach,  cele- 
brated their  50th  wedding  anniversary  on 
October  27th. 

Dr.  Paul  Bancroft,  Lincoln,  was  the  prin- 
cipal speaker  at  the  October  meeting  of  the 
Geneva  P.T.A. 

Dr.  Howard  Hunt,  Omaha,  traveled  to 
New  York  in  October  for  a meeting  of  Can- 
cer Coordinators. 

Dr.  Lloyd  Smith,  York,  has  reported  to 
Keesler  Air  Force  Base,  Mississippi,  for  two 
years  active  duty. 

Dr.  Kenneth  D.  Rose,  Lincoln,  has  been 
elected  as  the  new  president  of  the  Cystic 
Fibrosis  Association. 

Dr.  Jackson  Smith,  Omaha,  presented  a 
talk  at  the  October  meeting  of  the  Junior 
Women’s  Club  in  Scribner. 

Dr.  John  S.  Brush,  Omaha,  spoke  at  the 
October  meeting  of  the  Madison  Six  County 
Medical  Society,  in  Norfolk. 

Dr.  R.  L.  Cassell,  Fairbury,  was  a guest 
speaker  at  a regular  meeting  of  the  Park 
school  P.T.A.  held  in  Fairbury. 

Dr.  R.  L.  Tollefson,  Wausa,  talked  on 
“Asian  Flu”  at  a recent  meeting  of  the  Wau- 
sa American  Legion  Auxiliary. 

Dr.  J.  R.  Simmons,  Fremont,  has  an- 
nounced plans  to  open  a nursing  home  in 
that  city  sometime  next  spring. 

Dr.  J.  Whitney  Kelley,  Omaha,  was  a 
guest  speaker  at  a recent  meeting  of  the 
West  Ward  P.T.A.  in  that  city. 

Dr.  L.  R.  James,  Omaha,  attended  the  Oc- 
tober meeting  of  the  American  Roentgen 
Ray  Society  in  Washington,  D.C. 


Dr.  D.  T.  Story,  Omaha,  presented  a talk 
on  cancer  at  the  recent  meeting  of  the  Car- 
ter Lake  Improvement  Club  Auxiliary. 

Dr.  Gordon  Gibbs,  Omaha,  spoke  at  the 
annual  meeting  of  the  Nebraska  Fibrocystic 
Association  held  in  Lincoln,  in  October. 

Dr.  A.  J.  Schwedhelm,  Norfolk,  spent  a 
week  attending  clinics  at  the  Massachusetts 
General  Hospital  in  Boston,  in  October. 

Dr.  R.  B.  Rundquist,  Columbus,  was  a 
guest  speaker  at  the  October  meeting  of  the 
St.  Bonaventure  P.T.A.  held  in  that  city. 

Dr.  Charles  Tompkins,  Omaha,  discussed 
emotional  problems  at  a meeting  of  the 
Florence  school  P.T.A.  in  Omaha  recently. 

A pre-medical  students  club  has  been 
formed  at  Fairbury  college  to  acquaint  the 
students  with  the  various  fields  of  service. 

Dr.  H.  D.  Myers,  Schuyler,  has  announced 
that  Dr.  R.  W.  Roach,  a native  of  Curtis, 
has  joined  him  in  the  practice  of  medicine. 

Dr.  M.  M.  Musselman,  Omaha,  attended 
the  Frederick  A.  Coller  Surgical  Society 
meeting  in  Richmond,  Virginia,  in  October. 

Mr.  Robert  M.  Spire,  has  been  appointed 
instructor  in  Medical  Jurisprudence  at  the 
University  of  Nebraska  College  of  Medicine. 

Dr.  Dwight  Frost,  Omaha,  attended  a con- 
ference of  the  National  Association  of  Re- 
habilitation Centers  in  Minneapolis,  in  Octo- 
ber. 

Dr.  John  Barmore,  Omaha,  spent  a week 
in  Los  Angeles  in  October  at  the  meeting 
of  the  American  Society  of  Anesthesiolo- 
gists. 

The  West  Nebraska  General  Hospital  in 
Scottsbluff  has  been  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals. 

Dr.  B.  N.  Greenberg,  York,  was  recently 
presented  a bronze  plaque  in  recognition  of 
his  100,000  miles  of  commercial  airline 
travel. 

Dr.  John  H.  Easley,  Grand  Island,  has 
been  appointed  state  master  of  the  District 
of  Nebraska,  Fourth  Degree  Knights  of  Co- 
lumbus. 

Dr.  Jack  A.  Wolford,  Hastings,  was  a 
guest  speaker  at  a recent  meeting  of  the 
Buffalo  County  Home  Economists  held  in 
Kearney. 
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Dr.  F.  W.  Wanek,  Gordon,  presented  the 
scientific  program  at  the  October  meeting  of 
the  Northwest  Nebraska  Medical  Society,  in 
Chappell. 

Dr.  Clayton  G.  Weigand,  formerly  of  Oma- 
ha, has  been  named  director  of  the  medical 
administration  division  of  Eli  Lilly  and 
Company. 

Dr.  Harold  Neu,  Omaha,  was  a guest 
speaker  at  an  October  meeting  of  the  Amer- 
ican Association  of  University  Women  held 
in  Omaha. 

Dr.  Ralph  Moore,  Omaha,  and  Dr.  Charles 
Marsh,  Valley,  presented  a lecture  and 
showed  slides  on  highway  safety,  in  Bassett, 
in  October. 

Dr.  James  J.  O’Neil,  Omaha,  has  been 
named  to  the  committee  on  Bronchoesopha- 
gology  of  the  American  College  of  Chest 
Physicians. 

Dr.  F.  G.  Gillick,  Omaha,  has  published 
an  article  on  doctor-short  communities 
which  appeared  in  the  August  issue  of  Med- 
ical Economics. 

The  offices  of  Drs.  H.  A.  Jakeman,  C.  C. 
Nelson,  and  R.  C.  Byers,  Fremont,  was  brok- 
en into  recently.  Approximately  $200  in 
cash  was  taken. 

Drs.  J.  P.  Tollman  and  James  Benjamin, 
Omaha,  attended  the  October  meeting  of  the 
American  Association  of  Medical  Colleges 
in  Atlantic  City. 

Drs.  Herman  Jahr,  Sidney  Rubin,  and 
Dorothy  Smith,  Omaha,  attended  the  annual 
meeting  of  the  American  College  of  Pedi- 
atrics in  Chicago. 

Dr.  Alfred  W.  Brody,  Omaha,  has  been 
appointed  to  the  first  heart  research  profes- 
sorship in  the  state,  at  Creighton  University 
School  of  Medicine. 

Dr.  and  Mrs.  Warren  Bosley,  Grand  Is- 
land, journeyed  to  Chicago  in  October  for 
the  annual  meeting  of  the  American  Acad- 
emy of  Pediatrics. 

Faculty  members  of  Creighton  University 
School  of  Medicine  have  authored  364  publi- 
cations since  1950,  according  to  a survey  tak- 
en by  the  University. 

Dr.  James  I.  Podlesak,  Lincoln,  has  been 
appointed  a civil  aviation  medical  examiner 
in  the  United  States  for  the  Canadian  De- 
partment of  Transport. 


Drs.  Vincent  Moragues  and  Thomas  R. 
Simon,  Omaha,  attended  the  October  meet- 
ing of  the  American  College  of  Pathologists 
held  in  New  Orleans. 

Dr.  F.  G.  Gillick  and  Richard  L.  Egan, 
Omaha,  traveled  to  Atlantic  City  in  October 
to  attend  the  meeting  of  the  Association  of 
American  Medical  Colleges. 

Dr.  James  W.  Morrow,  a former  native 
of  Columbus,  has  been  awarded  a year’s  fel- 
lowship for  research  at  Royal  Marsden 
Hospital,  London,  England. 

Dr.  Douglas  Campbell,  Scottsbluff,  at- 
tended a three-day  course  in  electrocardi- 
ography at  the  University  of  Nebraska  Col- 
lege of  Medicine,  in  October. 

Dr.  Donald  Harvey,  Omaha,  has  been 
named  director  of  biological  and  chemical 
research  for  Upjohn  Pharmaceutical  Com- 
pany of  Kalamazoo,  Michigan. 

Dr.  A.  W.  Abts,  Omaha,  was  a guest 
speaker  at  the  graduating  ceremonies  of  Ne- 
braska’s only  accredited  practical  nursing 
school,  held  in  Omaha,  in  October. 

Dr.  and  Mrs.  L.  Thomas  Hood,  Omaha,  re- 
cently journeyed  to  Rochester,  Minnesota, 
for  a reunion  of  fellowship  holders  who  took 
their  training  at  the  Mayo  Clinic. 

Dr.  Stefan  S.  Fajans,  University  of  Michi- 
gan Medical  School,  Ann  Arbor,  was  a guest 
speaker  at  the  October  meeting  of  the  Ne- 
braska Diabetes  Association,  lay  section. 

Mrs.  R.  R.  Brady,  Ainsworth,  auxiliary 
president,  was  the  guest  speaker  at  the  an- 
nual membership  tea  of  the  Omaha-Douglas 
County  Medical  Society  Auxiliary,  in  Octo- 
ber. 

Drs.  Leroy  Lee,  Edward  Malashock,  and 
Neal  Davis,  Omaha,  presented  a paper  at 
the  South  Central  Section  of  the  American 
Urological  Association  in  Oklahoma  City,  in 
October. 

Dr.  and  Mrs.  George  Salter,  Norfolk,  took 
a two-week  automobile  trip  to  Boston,  in 
October,  where  Dr.  Salter  attended  a course 
on  fractures,  at  Massachusetts  General 
Hospital. 

Dr.  John  Tamisiea,  Omaha,  recently  at- 
tended the  executive  board  meeting  of  the 
Civil  Aviation  Medical  Association  in  Chi- 
cago. Dr.  Tamisiea  is  president  of  the  or- 
ganization. 
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Dr.  Ian  Macdonald,  University  of  South- 
ern California,  was  the  featured  speaker  at 
the  annual  meeting  of  the  Nebraska  Divi- 
sion, American  Cancer  Society,  held  in  Oma- 
ha in  October. 

Drs.  Richard  L.  Egan  of  Omaha  and 
George  W.  Covey  of  Lincoln  attended  the 
Conference  of  Editors  and  Business  Man- 
agers of  State  Medical  Journals,  in  Chicago, 
Oct.  28  and  29. 

Dr.  C.  L.  Hustead,  Falls  City,  journeyed 
to  Chicago  in  October  to  attend  the  scien- 
tific assembly  of  the  International  Post 
Graduates  of  the  Medical  Association  of 
North  America. 

Dr.  and  Mrs.  Friedrich  W.  Niehaus,  Oma- 
ha, recently  returned  from  the  meeting  of 
the  World  Medical  Association  in  Istanbul, 
Turkey.  They  also  toured  various  countries 
before  and  after  the  meeting. 

Dr.  W.  L.  Albin  of  Lincoln  returned,  dur- 
ing October,  from  a two-month  trip  to 
Europe.  He  and  his  granddaughter,  Marian 
Huff,  of  Norman,  Oklahoma,  visited  six 
countries  during  their  sojourn. 

The  Dawson  County  Medical  Society  held 
its  October  meeting  at  Cozad.  The  Women’s 
Auxiliary  joined  them  for  the  dinner  portion 
of  the  meeting.  Dr.  G.  W.  Graupner,  Grand 
Island,  was  the  guest  speaker. 


Deaths 

Irving  W.  Churchill,  M.D.,  Lincoln — Doc- 
tor Churchill  was  63  years  old  at  the  time 
of  his  death,  October  4,  1957.  Born  in  Wa- 
konda,  S.D.,  he  graduated  from  Creighton 
University  School  of  Medicine  and  had  prac- 
ticed in  Lincoln  since  1921.  Burial  occurred 
in  Wyuka  cemetery. 

Floyd  S.  Clarke,  M.D.,  Omaha  — Doctor 
Clarke  died  October  21,  1957  at  the  home 
of  his  daughter,  in  Crosby,  Texas.  Doctor 
Clarke  was  former  head  of  the  Department 
of  Pediatrics  at  the  Creighton  University 
School  of  Medicine,  served  as  president  of 
Children’s  Memorial  Medical  Staff,  was  for- 
mer president  of  Omaha-Douglas  County 
Medical  Society  and  attending  pediatrician 
at  St.  Joseph’s  Hospital.  He  had  also  cared 
for  babies  at  the  Salvation  Army  Home  in 
Omaha,  for  40  years. 


Dora  M.  Judkins-Davies,  M.D.,  Hastings — 
Doctor  Davies  was  a member  of  the  Hast- 
ings State  Hospital  staff  for  25  years.  Death 
occurred  in  Maryland  at  the  home  of  a 
daughter. 

Clarence  Coombs  Drummond,  M.D.,  Nor- 
folk— Doctor  Drummond  was  a graduate  of 
medical  schools  in  Nebraska,  New  York  and 
London,  England  and  after  returning  from 
India,  where  he  was  a medical  missionary 
for  30  years,  was  on  the  staff  of  the  Norfolk 
State  Hospital.  Death  occurred  in  Medford, 
Oregon,  September  25,  1957. 

Fay  L.  Garner,  M.D»,  Madison  — At  the 
time  of  his  death  Doctor  Garner  was  46 
years  old.  He  was  born  and  raised  in  Sew- 
ard and  educated  in  the  public  schools.  Doc- 
tor Garner  received  a B.S.  degree  from  the 
University  of  Nebraska  and  his  Doctor  of 
Medicine  degree  from  the  University  of  Ne- 
braska College  of  Medicine.  He  served  with 
the  Armed  Forces  during  World  War  II  and 
had  practiced  in  Madison  since  1947  until 
his  death  October  14,  1957. 

Herbert  Franklin  Gerald,  M.D.  — Doctor 
Gerald  died  Octobed  18,  1957,  in  Lake  Zur- 
ich, Illinois.  Born  in  Turner  Falls,  Massa- 
chusetts, September  5,  1881,  he  graduated 
from  the  Massachusetts  College  of  Pharmacy 
in  1902  and  received  his  Doctor  of  Medicine 
Degree  from  Tufts  College  in  1909.  Doctor 
Gerald  joined  the  faculty  of  the  Creighton 
University  School  of  Medicine  in  the  Depart- 
ment of  Pharmacology  in  1912  and  became 
director  of  the  department  in  1930.  He  be- 
came Professor  Emeritus  in  1950. 

Harvey  Edward  Glatfelter,  M.D.,  D.D.S., 

Central  City  — Doctor  Glatfelter  was  88 
years  old  at  the  time  of  his  dtath,  August 
26,  1957.  He  was  born  in  Pennsylvania  in 
1869  and  graduated  from  the  University  of 
Maryland.  He  took  graduate  work  at  John 
Hopkins  University.  Doctor  Glatfelter  had 
been  a resident  of  Central  City  for  61  years. 

J.  E.  Ingram,  M.D.,  Nelson — Doctor  In- 
gram was  74  years  old  at  the  time  of  his 
death  September  18,  1957.  He  was  born  in 
Kansas,  received  his  high  school  education  in 
Bloomington  and  Bethany  and  attended  col- 
lege at  Cotner  College,  Lincoln,  and  Electric 
Medical  College,  Cincinnati.  Doctor  Ingram 
first  practiced  in  Harvard  before  coming  to 
Nelson  where  he  had  practiced  for  34  years. 
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Fred  G.  Kolouch,  M.D.,  Schuyler — Doctor 
Kolouch  was  70  years  old  at  the  time  of  his 
sudden  death.  Born  in  Crete,  July  17,  1887, 
he  was  a graduate  of  Creighton  Medical 
School  and  practiced  in  Linwood,  Prague, 
and  Clarkson  before  coming  to  Schuyler,  in 
1917.  He  opened  and  operated  a hospital  in 
Schuyler  until  1937. 

Rufus  A.  Lyman,  M.D.,  Lincoln  — Doctor 
Lyman  died  at  his  home  in  Lincoln  on  Octo- 
ber 12,  1957,  at  the  age  of  eighty-two.  Born 
in  Nebraska  in  1875,  the  doctor  received  the 
degrees  of  B.A.  and  M.A.  from  the  Univer- 
sity of  Nebraska  and  his  M.D.  from  the  Uni- 
versity of  Nebraska  College  of  Medicine,  in 
1904.  Returning  to  teach  at  the  University, 
he  founded  the  College  of  Pharmacy.  He  re- 
tired as  Dean  Emeritus  in  1946  and  the  fol- 
lowing year  went  to  Tucson,  Arizona  where 
he  founded  the  College  of  Pharmacy  of  the 
University  of  Arizona.  Doctors  R.  A.  Ly- 
man of  Idaho  State  College  and  Edwin  D.  of 
Omaha  are  among  his  survivors. 

George  W.  Meisenbach,  M.D.,  Plymouth — 
Doctor  Meisenbach  was  81  years  old  at  the 
time  of  his  death,  October  2,  1957.  Born  at 
Mendota,  111.,  April  14,  1876,  he  graduated 
from  Rush  Medical  College,  Chicago,  Illinois 
in  1901.  He  had  practiced  medicine  in  Ply- 
mouth for  55  years. 

Elmer  L.  Raynolds,  M.D.,  Mankato,  Kan- 
sas— Doctor  Raynolds,  a practicing  physi- 
cian in  Mankato  for  48  years,  was  88  years 
old  at  the  time  of  his  death  July  29,  1957. 
Born  at  Chariton,  Iowa,  he  had  lived  in  Lin- 
coln since  1949. 

L.  A.  Swanson,  M.D.,  Hastings — Death  oc- 
curred October  21,  1957,  for  Doctor  Leonard 
A.  Swanson,  former  Hastings  physician,  in 
Camarillo,  California.  A graduate  of  the 
University  of  Nebraska  College  of  Medicine, 
Doctor  Swanson  established  his  practice  in 
Hastings  in  1924  where  he  remained  22 
years  till  moving  to  California. 

Charles  C.  Wallingford,  M.D.,  Ogallala — 
Doctor  Wallingford  was  79  years  old  at  the 
time  of  his  death  August  16,  1957  in  Los  An- 
geles. Born  in  Illinois,  September  9,  1877, 
he  was  a practicing  physician  in  Ogallala 
from  1915  to  1926. 


G.  Alexander  Young,  M.D. — Bom  in  Eng- 
land, Doctor  Young  came  with  his  family  to 
America  at  age  ten.  He  received  his  medical 
degree  from  Chicago  Homeopathic  College. 
After  practicing  in  the  Norfolk  State  Hos- 
pital and  the  Lincoln  State  Hospital  from 
1901  to  1908,  Doctor  Young  studied  for  a 
time  in  London  and  Zurich.  He  returned  to 
Omaha  and  soon  became  head  of  the  De- 
partment of  Neuropsychiatry  at  Creighton 
University  School  of  Medicine.  In  1916  he 
transferred  to  the  University  of  Nebraska 
College  of  Medicine  where  he  was  Chairman 
of  the  Department  of  Neuropsychiatry  un- 
til 1946.  He  died  on  November  3,  1957,  at 
the  age  of  eighty-one.  He  is  survived  by  his 
wife,  Abigail;  son,  Dr.  George  A.,  Jr.,  Oma- 
ha; two  daughters,  two  sisters,  a brother, 
and  12  grandchildren. 

Nils  P.  Hansen,  M.D.,  Omaha— A retired 
Army  Colonel,  Doctor  Hansen  had  practiced 
medicine  in  several  towns  in  Nebraska. 
These  included  Dorchester,  Fremont,  and 
Lincoln.  He  retired  after  practicing  in  Lin- 
coln from  1936  to  1952.  He  died  on  Novem- 
ber 2,  1957,  at  the  age  of  eighty-six.  He  is 
survived  by  his  wife,  Ruby,  and  a son  and 
a daughter. 

Paul  J.  Huber,  M.D.,  Crete — A graduate 
of  the  University  of  Nebraska  College  of 
Medicine  in  1935,  Doctor  Huber  practiced 
at  Exeter  until  World  War  II.  He  served  as 
a Major  in  the  Medical  Corps  of  the  Army, 
and  upon  return  twelve  years  ago  he  began 
his  practice  in  Crete.  The  doctor  died  on 
Oct.  31,  1957,  in  a hospital  in  Rochester, 
Minn.  He  was  fifty-two  years  old. 

There  is  a general  reluctance  on  the  part  of  eld- 
erly men  to  submit  to  medical  examination,  especial- 
ly if  it  means  going  to  a clinic  or  hospital.  They 
will  more  readily  call  in  the  doctor  or  go  to  the 
general  practitioner’s  surgery;  old  people  do  not 
look  with  much  favor  on  a visit  to  the  mass  radiog- 
raphy service.  F.  R.  G.  Heaf,  M.D.,  J.  Royal  Inst. 
Pub.  Health  and  Hygiene,  Nov.,  1955). 

In  general  the  chronic  degenerative  diseases, 
neurological  diseases,  sensory  disorders,  mental  dis- 
ease and  severe  injuries  due  to  accidents  make  up 
the  major  health  problems  for  the  nation  as  a 
whole.  All  age  groups  are  represented  among 
those  afflicted  by  these  conditions  whose  one  com- 
mon characteristic  is  prolonged  duration.  Care  of 
the  ‘‘long-term  patient”  is,  in  fact,  the  chief  health 
problem  for  the  physician  and  the  patient’s  family, 
for  the  community,  and  for  the  nation  as  a whole. 
(L.  E.  Burney,  M.D.,  Calif.  Med.,  Jan.,  1956). 
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DOUGLAS 

OMAHA— 

Abts,  A.  W. 

7906  Dodge  St. 

Adams,  Payson 
415  Doctors  Bldg. 

Aita,  John  A. 

2302  North  55th  St. 

Albertson,  L.  C. 

912  Medical  Arts  Bldg. 

Allen,  John  F.  (Life) 
Hyattsville,  Md. 

Alliband,  George  T. 

1020  Medical  Arts  Bldg. 
Allison,  George  J. 

Ralston,  Nebr. 

Andersen,  Alfred  C. 

4826  South  24th  St. 

Andersen,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

1107  Medical  Arts  Bldg. 
Anderson,  Lawrence  L. 

1314  Medical  Arts  Bldg. 
Angle,  Carol  R. 

418  South  82nd  St. 

Angle,  Wm.  D. 

640  Doctors  Bldg. 

Anthony,  Arthur  C. 

5715  Military  Ave. 

Armbrust,  Walter 
5401  Leavenworth 
Baca,  D.  E. 

Papillion  (Sarpy  Co.) 

Bach,  Stanley  M. 

625  Doctors  Bldg. 

Bantin,  C.  F. 

626  Omaha  L.  & B.  Assn. 
Bantin,  E.  W. 

440  Aquila  Court 
Barmore,  John  L. 

U.  of  N.  College  of  Med. 
Barry,  M.  W. 

1416  Medical  Arts  Bldg. 

Barta,  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek,  Julius  G. 

619  Barker  Bldg. 

Bartos,  Paul 
1622  Vinton 
Baum,  Cletus  J. 

403  Center  Bldg. 

Beber,  Meyer 

111  South  39th  St. 

Best,  R.  Russell 
609  Doctors  Bldg. 

Bi  gard.  J.  Dewey 
422  Doctors  Bldg. 

Black.  Albert  S.,  Jr. 

1414  Medical  Arts  Bldg. 
Bleicher,  Jerome  E. 

2602  J Street 
Bliss,  Rodney  W.  (Life) 
Oklahoma  City,  Oklahoma 
Boelter,  Wm.  C. 

525  Doctors  Bldg. 

Boler,  Thomas  D.  (Life) 

651  North  59th  St. 

Bonniwell,  Chas.  M. 

8613  North  30th  St. 

Borghoff,  Joseph  J. 

730  City  National  Bank  Bldg. 
Boyne,  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth.  Elton  P. 

2912  Ames  Ave. 

Brannen,  Chas.  F. 

1901  Missouri  Ave. 

Brazer.  J.  G. 

2916  No.  58th  St. 

Brinkman,  H.  H. 

5519  Military  Ave. 

Brod  ey  M.  H. 

320  Medical  Arts  Bldg. 
Brown,  Alfred  (Life) 

Asheville,  North  Carolina 
Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 

Brush.  John  H. 

1329  Medical  Arts  Bldg. 
Bucholz.  Donald  J. 

3610  Dodge  St. 

Burgert.  E.  O.  Jr. 

Rochester,  Minn. 

Burney.  Dwight  W. 

609  Doctors  Bldg. 


HAROLD  N. 

Burns,  B.  C. 

421  Farm  Credit  Bldg. 
Bushman,  L.  B.  (Life) 

627  City  Natl.  Bank  Bldg. 
Cameron,  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

609  Doctors  Bldg. 

Carey,  Blaine  P. 

5021  California  St. 
(Madison  Six) 

Carnazzo,  S.  J. 

723  Barker  Bldg. 

Carp,  Oscar 

516  Medical  Arts  Bldg. 
Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania,  Nancy 

418  Brandeis  Theatre 
Christensen,  J.  B. 

1329  Medical  Arts  Bldg. 
Christlieb,  J.  M. 

7021  Bellevue  Blvd. 

Clark,  W.  M. 

1113  Redick  Tower 
Clarke,  F.  S.  (Life) 

Crosby,  Texas 
(Deceased  10-21-57) 
Cochran,  Robert  M. 

452  Aquila  Court 
Coe,  John  D. 

409  Doctors  Bldg. 

Comine,  J.  J. 

412  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 
Connors,  E.  K. 

1607  Medical  Arts  Bldg. 
Conoan,  E.  A. 

2265  Franklin, 

Bellevue,  Nebr. 

Cook,  Lyman  J. 

1612  Medical  Arts  Bldg. 
Cooke,  Robert  Samuel,  Jr. 

Nebr.  Methodist  Hospital 
Cotton.  Walter  T. 

739  Doctors  Bldg. 

Courtney.  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot,  Michael 
670  North  50th  St. 

Crotty,  Richard  Q. 

615  Medical  Arts  Bldg. 
Davis,  Allan 

401  Doctors  Bldg. 

Davis.  Edwin 

800  Doctors  Bldg. 

Davis,  Herbert  H. 

734  Doctors  Bldg. 

Davis,  John  Bryon 
734  Doctors  Bldg. 

Davis,  J.  Calvin 
425  Anuila  Court 
Davis,  Neal 

800  Doctors  Bldg. 
DeLanney,  L.  A.  (Life) 
Walnut  Creek,  Calif. 
DeLong,  Henry  L. 

140  South  40th  St. 
Dendinger,  W.  M. 

402  Aquila  Court 
Dewey.  John  L. 

839  North  68th  St. 
Dickerson,  Wm.  J. 

5020  Dodge  St. 

D'"i  ;n  on.  T>oi->ert  H. 

Seattle,  Wash. 

Dolezal,  Joseph  B. 

401  City  Natl.  Bank  Bldg. 
Donahue,  Francis  D. 

462  Aquila  Court 
Donelan,  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

828  Medical  Arts  Bldg. 

Dow.  A.  G. 

1202  Medical  Arts  Bldg. 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdla,  Theodore 
460  Aquila  Court 
Drozda.  Joseph  P. 

1315  Deer  Park  Road 
Dunn  F.  Lowell 

847  Fairacres  Blvd. 

Dwo-rok  Henrv  T.. 

203  Center  Bldg., 


NEU,  Councilor 

Eagle,  Frank  L. 

1620  Medical  Arts  Bldg. 
Egan,  Richard  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston,  Harry  R. 

4930  South  24th  St. 

Endres,  Gregory  L. 

5809  Military  Ave. 
Engdahl,  Wallace  E. 

8613  North  30th  St. 

Everitt,  N.  J. 

4838  South  24th  St. 

Ewing,  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

220  Medical  Arts  Bldg. 
Fangman,  Richard  J. 

5002  Dodge  St. 

Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell,  Robert  F. 

2003  No.  53rd  St. 

Fellman,  A.  C. 

4321  Dodge  St. 

Filkins,  John  C. 

517  Doctors  Bldg. 

Findley,  Palmer  (Life) 

3602  Lincoln  Blvd. 

Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson,  Alister  I. 

924  Medical  Arts  Bldg. 
Fitch,  Donald  Max 

Univ.  of  Nebr.  Hospital 
Fitzgibbons,  Robert  J. 

1412  Medical  Arts  Bldg. 
Fleishman,  Max 
260  Aquila  Court 
Follman,  J.  C. 

306  South  24th  St.,  Rm.  9 
Foster,  Miles  E.,  Jr. 

1521  Rockbrook  Road 
Francis.  Marvin  B. 

210  E.  19th  St.,  Bellevue 
(Sarpy  Co.) 

Frank,  Muriel  M. 

Methodist  Hospital 
Freed,  Albert  E. 

5010  Dodge  St. 

Freymann,  John  J. 

1113  Medical  Arts  Bldg. 
Friel,  R.  J. 

3223  Dodge  St. 

Frost,  Dwight  M. 

Rehabilitation  Division 
U.  of  N.  College  of  Medicine 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  South  42nd  St. 

Gerald.  H.  F.  (Life) 

Lake  Zurich,  111. 

Gibbs,  Gordon  Everett 
Univ.  of  Nebr.  College 
of  Medicine 
Giffen,  Horace  K. 

Immanuel  Hospital 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gillick,  F.  G. 

Dean,  Creighton  University 
Gillies,  Ray  O.,  Jr. 

631  Medical  Arts  Bldg. 
Gilloon,  James  R. 

527  City  Natl.  Bank  Bldg. 
Gleeson,  John  J.  (Life) 

2307  South  33rd  St. 
Goodrich,  Guy  W. 

1107  South  79th  St. 
Graham.  William  E. 

8721  Shamrock  Rd. 

Graves,  Harris  B. 

3610  Dodge  St. 

Greenberg.  A. 

320  Medical  Arts  Bldg. 
Greenberg.  M.  M. 

1421  Dodge  St. 

Greenberg.  Richard  Saul 
1421  Dodge  St. 

Greene.  Arthur  M. 

501  Doctors  Bldg. 


Gregg,  Robert  H. 

4815  Dodge 
Grier,  John  J. 

1418  Medical  Arts  Bldg. 
Grier,  M.  E. 

828  Medical  Arts  Bldg. 
Grissom,  Robert  L. 

U.  of  N.  College  of  Medicine 
Gross,  Joseph  F. 

1307  Medical  Arts  Bldg. 
Gunderson,  Shaun  D. 

622  Doctors  Bldg. 

Gurnett,  Thos.  J. 

527  Medical  Arts  Bldg. 
Hahn,  W.  N. 

517  City  Natl.  Bank  Bldg. 
Hamsa.  W.  R. 

609  Doctors  Bldg. 

Hankin  , Chas.  R. 

822  Doctors  Bldg. 

Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy,  C.  C. 

728  Doctors  Bldg. 

Harris,  T.  T.  (Life) 

1007  Medical  Arts  Bldg. 
Hartigan,  John 

604  North  38th  St. 
Hartman,  Clarence 
6603  North  30th  St. 

Hasl,  Robert  F. 

802  Medical  Arts  Bldg. 
Hawkins,  Robert  E. 

211  Medical  Arts  Bldg. 
Henderson,  H.  C. 

5116  Chicago  St. 

(Boone  Co.) 

Henn,  Mary  J. 

U.  of  N.  College  of  Medcine 
Hennegan,  G.  F. 

6110  Military  Ave. 

Henske.  J.  A.  (Life) 

1312  North  40th  St. 
(Deceased  6-23-56) 

Herbert,  H.  J. 

415  City  Natl.  Bank  Bldg. 
Heumann,  J.  M.  F.  (Life) 

6110  Military  Ave. 
Heywood,  L.  Thomas 
828  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill,  F.  C. 

430  Aquila  Court 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden.  W.  J. 

316  Medical  Arts  Bldg. 
Holly,  Roy  G. 

324  South  68th  St. 

Hood.  L.  Thomas 
209  South  42nd  St. 

Hoody,  Steve 
4801  Center  St. 

Horwich.  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Houfek,  Edward  E. 

Sheboygan,  Wis. 

Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hruby.  Allan  J. 

2906  Leavenworth 
Hubbard.  Theodore  F. 

8547  Webster 
Hughes,  Leo  V. 

3610  Dodge  St. 

Hull,  Wayne  M. 

104  South  49th  St. 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt.  H.  B. 

Methodist  Hospital 
Isacson.  Sven 

826  City  Natl.  Bank  Bldg. 
Iwerson,  Frank  J. 

1307  Medical  Arts  Bldg. 
Jackson.  Donald  R. 

5020  Dodge  St. 

Jahr,  Herman  M. 

Ill  South  39th  St. 

James,  Lawrence  R. 

728  Doctors  Bldg. 

Jenkins.  Harry  J. 

1113  Redick  Tower 
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Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson,  George  N. 

3569  Leavenworth 
Johnson,  Herman  F. 

209  South  42nd  St. 

Johnson,  J.  A. 

602  Omaha  L.&B.  Assn. 
Johnson,  Richard  N. 

4803  South  24th  St. 

Jones,  Robert  Dale 
105  South  49th  St. 

Jones,  R.  Lester 
105  South  49th  St. 

Jones,  Wesley  (Life) 

2715  North  24th  St. 

Joyer,  Robert 

432  South  39th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Jurgensen,  Wm.  W. 

617  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  South  16th  St. 

Kalin,  John  A. 

2205  Military  Ave. 
Kammandel,  Henry 
415  Doctors  Bldg. 

Keegan,  J.  Jay 

924  Medical  Arts  Bldg. 
Kelley,  J.  Whitney 

1104  City  Natl.  Bank  Bldg. 
Kelley,  Wm.  E. 

1319  Medical  Arts  Bldg. 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 
Kelly,  James  F.,  Jr. 

816  Medical  Arts  Bldg. 
Kemp,  Wm.  T. 

3001  North  16th  St. 
Kennedy,  H.  B. 

Insurance  Bldg. 

(Deceased  8-22-57) 

Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleyla,  John  R. 

712  Medical  Arts  Bldg. 
Korth,  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

3610  Dodge  St. 

Kovarik.  James  R. 

3568  Dodge  St. 

Kroupa,  W.  E. 

3558  Dodge  St. 

Krush,  Thaddeus  P. 

Nebr.  Psychiatric  Institute 
U.  of  N.  College  of  Medicine 
Kulesh,  Morton  H. 

701  Doctors  Bldg. 

Ladwig.  Harold  A. 

302  City  Natl.  Bank  Bldg. 
Langdon,  Edward 
7713  Seward  St. 

Langdon,  Frederick  J. 

3610  Dodge  St. 

Latenser,  John 

1140  Medical  Arts  Bldg. 
Lee.  Leroy  W. 

800  Doctors  Bldg. 

Lehnhoff,  Henry  J. 

720  Doctors  Bldg. 

Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Levine,  Victor  E. 

Creighton  University 
Lewis,  Raymond  G. 

5015  Dodge  St. 

Lipn.  Frank  E. 

817  City  Natl.  Bank  Bldg. 
Long,  Robert  S. 

826  Medical  Arts  Bldg. 
Longo,  Charles  A. 

2225  Jefferson, 

Bellevue.  Nebr. 

(Sarpy  Co.) 

Longo,  Joseph  A. 

722  Kilpatrick  Bldg. 

Loomis.  George  W. 

720  Doctors  Bldg. 

Love,  Donald  M. 

701  Doctors  Bldg. 

Lovely,  Frank  T. 

1229  First  Natl.  Bank  Bldg. 
Lovgren.  Robert  E. 

719  Doctors  Bldg. 


Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Luikart,  Ralph  H. 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacQuiddy,  E.  L. 

478  Aquila  Court 
MacQuiddy,  E.  L.,  Jr. 

478  Aquila  Court 
Madsen,  C.  C. 

6104%  Military  Ave. 
Magiera,  Stephen  L. 

527  City  Natl.  Bank  Bldg. 
Malashock,  Edward  M. 

800  Doctors  Bldg. 

Malony,  W.  Robert 
Carbondale,  Illinois 
Mangimelli,  Samuel  T. 

723  Barker  Bldg. 

Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin,  Morris  (Life) 

902  Medical  Arts  Bldg. 
Marsh,  Charles  L. 

Valley,  Nebr. 

Martin,  Harold  R. 

Nebr.  Psychiatric  Institute 

602  South  44th  Ave. 
Martin,  Paul  J. 

1614  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maynard,  James 

2505  North  50th  St. 
McArdle,  G.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCarthy,  John  O. 

401  Center  Bldg. 
McCleneghan,  Sam  (Life) 
Route  1 
Valley,  Nebr. 

McCormick,  Keith  M. 

3610  Dodge  St. 

McCrann,  W.  J. 

410  Brandeis  Theatre  Bldg. 
McCrary,  John  D. 

U.  of  N.  Hospital 
McDermott,  Arnold 
712  Medical  Arts  Bldg. 
McDonald,  Raymond 

816  Medical  Arts  Bldg. 
McFadden,  Harry  W.,  Jr. 

University  of  Nebr., 

College  of  Medicine 
McGee,  Harry  E. 

1126  City  Natl.  Bank  Bldg. 
McGee,  J.  W. 

430  Aquila  Court 
McGee,  Millard  Blair 
305  South  38th  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

Mclntire.  Matilda  S. 

1201  South  42nd  St. 
Mclntire,  W.  C. 

3610  Dodge  St. 

McLaughlin.  C.  W..  Jr. 

409  Doctors  Bldg. 

McMartin,  W.  J. 

603  City  Natl.  Bank  Bldg. 
McMillan.  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

627  Doctors  Bldg. 
McNamara,  J.  W. 

633  City  Natl.  Bank  Bldg. 
McWhorter,  Clarence 
3853  North  65th  Ave. 
Melcher,  Wm.  H. 

4826  South  25th  St. 

Mercer,  Nelson  S. 

2506  Dodge  St. 

Miller,  Daniel  M. 

302  City  Natl.  Bank  Bldg. 
Millett,  Clinton  C. 

3610  Dodge  St. 

Minthorn,  Murray  F. 

5519  Military  Ave. 

Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 
Montgomery,  E.  C. 

1607  Medical  Arts  Bldg. 
Moody,  W.  B. 

530  Medical  Arts  Bldg. 


Moon,  C.  F. 

207  South  42nd  St. 

Moore,  Clyde  (Life) 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

Methodist  Hospital 
Moragues,  Vincent 
Creighton  University 
Moran,  C.  S. 

St.  Catherine’s  Hospital 
Morris,  Haskell 

530  Medical  Arts  Bldg. 
Morrison,  Wm.  Howard 
710  Doctors  Bldg. 

Morrow,  Paul  N. 

3610  Dodge  St. 

Muehlig,  G.  Kenneth 
7805  Pine  St. 

Muehlig,  W.  A. 

636  Medical  Arts  Bldg. 
Murphy,  Albert  V. 

1614  Medlical  Arts  Bldg. 
Murphy,  Charles  M. 

5901  Military  Avenue 
Murphy,  Jerome  P. 

1429  Medical  Arts  Bldg. 
Murphy.  J.  Harry 

915  Medical  Arts  Bldg. 
Murphy,  Robert  E. 

915  Medical  Arts  Bldg. 
Murray,  F.  J. 

f.3rd  and  Maple  St. 

Murray,  Robert  G. 

Benson  Medical  Center 
Muskin,  Nathan 
2602  J St. 

Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Neis,  Delbert  D. 

422  Doctors  Bldg. 

Neligh,  Rosalie  B. 

Woodmen  Circle, 

33rd  and  Famam 
Nelson,  Floyd  C. 

2734  North  61st  St. 

Nemec,  C.  J.  (Life) 

629  City  Natl.  Bank  Bldg. 
Nemec,  Edward  C. 

629  City  Natl.  Bank  Bldg. 
Neu,  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Nickum,  Oliver  C. 

721  Medical  Arts  Bldg. 
Niehaus,  Friedrich  W. 

823  Doctors  Bldg. 

Nilsson,  Donald  C. 

102  North  48th  St. 

Nilsson.  John  Fred 

612  Omaha  L.&B.  Assn. 
Nolan,  W.  J.  (Life) 

203  Baldridge  Bldg. 

Novak.  W.  F. 

307  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 

Offerman,  A.  J. 

4805%  South  24th  St. 
O’Halloran,  J.  P. 

4801  Center  St. 

O’Heam,  J.  J. 

4811%  South  24th  St. 

Olson,  Leland  J. 

525  Doctors  Bldg. 

O’Neil,  Gerald  C. 

3610  Dodge  St. 

O’Neil,  James  J. 

612  Medical  Arts  Bldg. 
Owens,  C.  A.,  Jr.  (Life) 

Dana  Point,  California 
Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 

Peartree,  Sherwood  P. 

617  Medical  Arts  Bldg. 
Pederson,  Earl  S. 

622  Doctors  Bldg. 

Pepper,  M.  L. 

1436  Medical  Arts  Bldg. 
Pinne,  George  F. 

421  Doctors  Bldg. 

Placek,  Louis  T. 

211  Medical  Arts  Bldg. 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter,  Stanley  E. 

609  Doctors  Bldg. 

Potthoff,  Carl  J. 

U.  of  N.  College  of  Medicine 
Pratt.  Peyton  T. 

Immanuel  Hospital 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 
Pullman,  George  R. 

U.  of  N.,  College  of  Med. 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 


Quigley,  W.  H. 

636  Medical  Arts  Bldg. 
Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

609  Doctors  Bldg. 

Read,  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

207  South  42nd  St. 

Reedy,  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

726  Doctors  Bldg. 
Reichstadt,  Paul  F. 

3001  North  16th  St. 
Reighter,  Kenneth  M. 

3665  Q St. 

Retelsdorf,  C.  Lee 
(Service) 

Richards,  Chas.  E. 
Dispensary,  U.  of  N. 
College  of  Medicine 
Ring,  Floyd  O. 

509  Doctors  Bldg. 
Robertson,  G.  E. 

308  South  39th  St. 

Root,  Charles  M. 

3610  Dodge  St. 

Rose,  Jerman  W. 

Nebr.  Psychiatric  Unit 
Rouse,  James  W. 

918  Medical  Arts  Bldg. 
Rubnitz,  A.  S. 

732  Medical  Arts  Bldg. 
Ruch,  R.  O. 

912  Medical  Arts  Bldg. 
Rumbolz,  Wm.  L. 

207  South  42nd  St. 

Russum,  Wm.  J. 

157  North  72nd  St. 

Ryder,  James  E. 

1901  Missouri  Ave. 

Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Sanders,  Edw.  J. 

326  Medical  Arts  Bldg. 
Schack,  Colin  B. 

207  South  42nd  St. 
Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H.,  Sr. 

611  City  Natl.  Bank  Bldg. 
Schmitz,  William 

611  City  Natl.  Bank  Bldg. 
Schnabel,  Robert  F. 

Crookston,  Minn. 

Schreiner,  Gilbert  C. 

125  North  38th  St. 

Schrock,  R.  D. 

209  South  42nd  St. 
Schwertly,  F.  J. 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

627  Doctors  Bldg. 

Severin,  Mathew  J. 

2311  K Street 
Shearer,  W.  L. 

1226  Medical  Arts  Bldg. 
Sher,  Philip  (Life) 

4801  North  52nd  St. 
Shramek,  C.  J. 

511  Redick  Tower 
Shramek,  J.  M.  (Life) 

3144  No.  54th  St. 

Simanek,  George  F.  (Life) 
2526  Corona  St. 

Colorado  Springs,  Colo. 
Simmons,  Cecil  F. 

3006  So.  87th  St.  (Burt  Co.) 
Simmons,  E.  E. 

826  Medical  Arts  Bldg. 
Simonds,  Francis  L. 

1216  Medical  Arts  Bldg. 
Simons,  Milton 
701  Doctors  Bldg. 

Simpson,  J.  E.  (Life) 

1229  Fir^t  Natl.  Bank  Bldg. 
Skoog-Smith,  Anton 
622  Doctors  Bldg. 

Slabaugh,  Robert  A. 

5020  Dodge  St. 

Slavik,  Edward  R. 

1502  South  60th  St. 

Slunicko,  Jules  A. 

316  Exchange  Bldg., 

South  Omaha 
Slutzky.  Ben 

Creighton  University 
Smith,  Clifford  L. 

206  Center  Bldg. 

Smith,  Dorothy  I. 

Children’s  Hospital 
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Smith,  Edward  J. 

403  Center  Bldg. 

Smith,  Francis  D. 

U.  of  N.  College  of  Medicine 
Smith,  Jackson  A. 

Nebr.  Psychiatric  Institute 
U.  of  N.  College  of  Medicine 
Smith,  .Richard  Dale 
3610  Dodge  St. 

Smith,  Thomas  T. 

211  Medical  Arts  Bid*; 
Sobota,  Jos.  E. 

3019  Ames  St. 

Solomon,  W.  W. 

3024  North  24th  St. 

Srb,  Adolph  F. 

1719  South  16th  St. 

Starr,  Philip  H. 

509  Doctors  Bldg. 

Stearns,  R.  J.  (Life) 

620  Omaha  L.&.B.  Assn. 
Steinberg,  A.  A. 

536  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

307  Medical  Arts  Bldg. 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R.  (Life) 

514  Omaha  L.&B.  Assn. 
Strough,  L.  C. 

1002  North  64th  St. 
Sucha,  W.  L.  (Life) 

4017  Page  St. 

Sullivan,  H.  T. 

1036  Redick  Tower 


LANCASTER 

LINCOLN— 

Adams,  R.  B. 

2972  “O”  St. 

Ahrens,  H .G. 

3145  “O”  St. 

Albin,  W.  L.  (Life) 

4621  South  St. 

Alcorn,  F.  A. 

2201  South  11th  St. 
Andrews,  Clayton  F. 

434  Stuart  Bldg. 

Angle,  E.  E. 

903  Sharp  Bldg. 

Arnholt,  M.  F. 

3421  “O”  St. 

Arnold,  C.  H.  (Life) 

2480  Lake  St. 

Bancroft,  Paul  M. 

Box  8,  Station  A 
Barkey,  V.  S. 

6320  Havelock  Ave. 

Bartels,  W.  W. 

1000  South  13th  St. 
Barthell,  John  H. 

918  Sharp  Bldg. 

Becker,  W.  C. 

826  Sharp  Bldg. 

Bell,  C.  D. 

918  Sharp  Bldg. 

Ber.gtson,  John  W. 

3145  “O”  St. 

Bitner,  Mary  S. 

State  Capitol 
(Platte  County) 

Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 
Room  2, 

Nebr.  Theatre  Bldg. 

Boykin,  J.  Melvin 

Mgr.,  Veterans  Hospital 
Bradley,  Warren  Q. 

924  Sharp  Bldg. 

Brauer,  Russell  C. 

4150  South  St. 

Brill,  I.  William 

Student  Health  Center, 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  South  16th  St. 

Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown,  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Brown,  Schuyler  P. 

Veterans  Hospital 
Burhy,  John  J. 

901  South  48th  St. 


Svehla,  Richard  B. 

528  Medical  Arts  Bldg. 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

2407  L St. 

Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner,  John  W. 

8712  Pacific 
Taylor,  Willis  H.,  Jr. 

3807  Cuming  St. 

Terry,  Douglas 

Creighton  University 
Therien,  R.  C. 

9658  North  30th  St. 
Thomas,  John  Martin 
125  North  38th  St. 
Thompson,  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

526  Doctors  Bldg. 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman,  J.  P. 

Dean,  Univ.  of  Nebraska 
College  of  Medicine 
Tompkins,  Chas.  A. 

304  South  42nd  St. 


Tribulato,  Louis  F. 

505  Center  Bldg. 
Troester.  Otto  S. 

4118  No.  48th  St. 
(Lancaster  Co.) 
Truhlsen,  Stanley  M. 

710  Doctors  Bldg. 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Vickery,  Robert  D. 

237  Aquila  Court 
Vroman,  Donald  C. 

3568  Dodge  St. 

Walsh,  E.  M. 

5002  Dodge  St. 

Walsh,  John  R. 

Creighton  Univ., 

School  of  Medicine 
Walske,  Benedict  R. 

2525  South  88th  St. 
(Lancaster  Co.) 
Walvoord,  Carl  A. 

4052  Grand  Ave. 
Waters,  C.  H.  (Life) 

843  Fairacres  Road 
Waters,  Chester  H..  Jr. 

209  South  42nd  St. 
Watke.  F.  M.  (Life) 

814  South  38th  St. 
Weingarten,  Wm.  H. 

3610  Dodge  St. 
Whitcomb,  Glenn  D. 

926  Medical  Arts  Bldg. 
Wig-ton,  Robert  S. 

105  South  49th  St. 


SECOND  DISTRICT 

R.  E.  GARLINGHOUSE,  Councilor 


Cain,  Jerome  A. 

739  Stuart  Bldg. 
Campbell,  W.  A. 

1321  Sharp  Bldg. 
Carveth,  W.  W. 

626  Sharp  Bldg. 

Cherry,  L.  D. 

921  Stuart  Bldg. 
Churchill,  I.  W. 

1945  “A”  St. 

(Deceased  10-3-57) 

Clark,  George  L. 

Lincoln  State  Hosp. 
(Dodge  Co.) 

Clothier.  John  G. 

Veterans  Hospital 
Clyne,  John  C. 

3145  “O”  St. 

Cole,  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey,  George  W. 

805  Sharp  Bldg. 

Curry,  John  R. 

1033  Stuart  Bldg. 
Davies,  L.  T. 

816  Sharp  Bldg. 

Dean,  G.  W. 

817  South  27th  St. 
Deppen,  E.  N. 

526  Trust  Bldg. 

Ehrlich,  Robert  W. 

816  Sharp  Bldg. 

Elliott,  C.  K. 

949  Stuart  Bldg. 
Emerson,  Clarence 
1700  South  24th  St. 
Epp,  Milferd  J. 

1108  Sharp  Bldg. 
Fahnestock,  C.  L.  (Life) 
1812  South  26th  St. 
Ferciot,  C.  F. 

1000  South  13th  St. 
Fiian.  Kenneth  J. 

3145  “O”  St. 

Finkle.  B.  A. 

1419  Sharp  Bldg. 
Finney,  L.  E. 

323  South  14th  St. 
Flanagan,  M.  L.  (Life) 
5515  South  St. 
Flansburg,  H.  E. 

502  Bankers  Life  Bldg. 
Frazer,  M.  D. 

3145  “O”  St. 

Fuenning,  S.  I. 

317  North  18th  St. 
Furgason,  A.  P.  (Life) 
3710  Folsom  St. 


Garlinghouse,  R.  E. 

723  Sharp  Bldg. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 

Getscher,  Phillip  E. 

306  Sharp  Bldg. 

Gibson,  L.  V. 

915  Trust  Bldg. 

Gilbert.  Louis  W. 

824  Sharp  Bldg. 

Goetowski,  Paul 

1000  South  13th  St. 

Gogela,  Louis  J. 

1318  Sharp  Bldg. 

Googe,  James  T. 

Erie,  Pa. 

Gordon,  John  R. 

V.A.  Hospital 
Gorthey,  Russell  L. 

935  Stuart  Bldg. 

Grant,  Robert  S. 

Box  8,  Station  A 
Gray,  Richard  W. 

State  Hospital 
Gutch,  Charles  F. 

Veterans  Hospital 
Hachiya,  Keay 

1950  South  44th  St. 
Hanigan,  J.  J. 

1700  South  24th  St. 

Hansen.  Hodson  A. 

1025  Sharp  Bldg. 
Harrington,  A.  E. 

914  Stuart  Bldg. 

Harvey.  Harold  E. 

723  Sharp  Bldg. 

Harvey,  H.  E. 

723  Sharp  Bldg. 

Hasty,  Robert  C. 

V.A.  Hospital 
Hathaway,  F.  H. 

802  First  Natl.  Bank  Bldg. 
Heidrick,  Paul  J. 

739  Stuart  Bldg. 

Hervert,  J.  Wm. 

3145  “O”  St. 

Hi  liver.  R.  A. 

800  So.  13th  St. 

Hilton,  Hiram  D. 

3145  “O”  St. 

Hobbs,  E.  T. 

3145  “O”  St. 

Hohlen.  K.  S.  J. 

735  Stuart  Bldg. 

Horn,  Harold  R. 

3145  “O”  St. 

Hummel,  R.  O.  (Life) 

2435  Bradfield  Drive 
Larson,  George  E. 

3145  “O”  St. 


Wilcox,  Howard  R. 

Clarkson  Hospital 
Williams,  Harry  G. 

8821  No.  30th  St. 
Williams,  Perry  T. 

1325  No.  Saddle  Creek  Rd. 
Williams.  Russell  R..  Jr. 

1412  Medical  Arts  Bldg. 
Wilson,  Carlyle  E.,  Jr. 

1234  Medical  Arts  Bldg. 
Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wittson,  Cecil  L. 

Univ.  of  Nebraska, 

College  of  Medicine 
Wright,  W.  D. 

652  North  66th  St. 

W'url,  Otto  A. 

3610  Dodge  St. 

Wyrens,  Raymond  J. 

5015  Dodge  St. 

Young,  G.  Alexander  (Life) 
105  South  49th  St. 
(Deceased  11-3-57) 

Young.  George  A.,  Jr. 

1317  Ridgewood  Rd. 
Zahller,  F.  Marshall,  Jr. 

5519  Military 
Zarbano.  Sebastian 
3374  South  13th  St. 
Zastera,  Jack  R. 

816  Medical  Arts  Bldg. 
Zoucha,  Adam  E. 

2311  K St. 

Zukaitis.  R.  R. 

7631  Main  St., 

Ralston,  Nebr. 


Lewis,  G.  E. 

315  Sharp  Bldg. 

Lewis.  L.  G.  H. 

1033  Stuart  Bldg. 

LeWorthy,  G.  Wm. 

3156  “O”  St. 
(Omaha-Douglas) 

Loudon,  John  R. 

1110  Sharp  Bldg. 

Loveland,  Grace 
909  Sharp  Bldg. 

Lyman,  R.  A.  (Life) 

1649  South  21st  St. 
(Deceased  10-12-57) 

Maness.  E.  S. 

801  Sharp  Bldg. 

Marx,  L.  E. 

901  Federal  Sec.  Bldg. 
Marx,  Paul  D. 

901  Federal  Sec.  Bldg. 
Matson,  Guy  M. 

2737  North  49th  St. 
Matthews,  Donald  E. 

1674  Van  Dorn 
Maxwell,  Paul  J. 

800  So.  13th  St. 

McCarthy,  T.  F. 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

3145  “O”  St. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L.  (Life) 

State  Hospital 
Miller,  Harold  B. 

1401  Sharp  Bldg. 

Miller,  N.  R. 

735  Stuart  Bldg. 

Miller,  S.  D. 

5515  South  St. 

Misko,  G.  H. 

802  First  Natl.  Bank  Bldg. 
Mitchell,  Howard  E. 

2300  South  13th  St. 
Moessner,  S.  F. 

921  Stuart  Bldg. 

Morgan.  Harold  S. 

935  Stuart  Bldg. 

Morton,  H.  B. 

3145  “O”  St. 

Mueller.  R.  F. 

1425  Sharp  Bldg. 

Munger,  A.  D. 

1016  Sharp  Bldg. 

Munger,  Horace  V. 

1016  Sharp  Bldg. 

Munger,  I.  C.  (Life) 

3350  Grimsby  Lane 
Nebe,  F.  M. 

805  Sharp  Bldg. 
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Neely,  J.  Marshall 
924  Sharp  Bldg. 
Neely,  Orvis  A. 

924  Sharp  Bldg. 
Neumayer,  Francis 
620  Sharp  Bldg. 
Norman,  Chester  L. 

4834  Bancroft 
Olney,  R.  C. 

4740  “F”  St. 

Owen,  L.  J. 

957  Stuart  Bldg. 
Palmer,  Janet  Forbes 
343  Stuart  Bldg. 
Papenfuss,  Harlan  L. 

1401  Sharp  Bldg. 
Paulson,  H.  O. 

508  Sharp  Bldg. 
Peterson,  J.  C. 

702  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Sharp  Bldg. 
Pfeifer,  LaVem  F. 

903  Sharp  Bldg. 
Place,  George  E. 

4825  St.  Paul  St. 
Podlesak,  J.  T. 

612-614  Trust  Bldg. 
Purvis,  Donald  F. 

800  South  13th  St. 
Rausten,  David  S. 

4723  Prescott  St. 
Reed.  E.  B. 

3145  “O”  St. 

Reese,  S.  O. 

816  Sharp  Bldg. 
Rickman,  James  H. 

626  Sharp  Bldg. 
Rider,  Larry  D. 

Wichita,  Kansas 
Ritter,  Donald  G. 

3145  “O”  St. 
Ritter,  Jerome 
8C5  Stuart  Bldg. 
Rogers,  E.  A. 

2641  W'oodsdale 
Rogers,  John  W. 

6125  Havelock  Ave. 
Rose.  Forrest  I. 

1203  Sharp  Bldg. 
Rose.  Kenneth  D. 

1614  N St. 


GAGE 

ADAMS— 

Waggener,  J.  T.  (Life) 
BEATRICE— 

Brott,  Clarence  R. 
Brown,  H.  R. 

Brown,  R. 

Elias,  H.  F. 

Foreman,  Robert  C. 
Frerichs,  C.  T. 
Hepperlen,  H.  M.,  Jr. 
McCleery,  D.  P. 

McGirr.  J.  I.  (Life) 
Woodland  Hills,  Calif. 
Moell,  L.  Dwight 
Penner,  Donald  H. 
Penner,  Elmer  L. 
Penner,  H.  G. 


MADISON 

(Madison  Six  County) 

MADISON— 

Berrick,  Wm.  H. 

Gamer,  F.  L. 

(Deceased  10-13-57) 

NEWMAN  GROVE— 
Carlson,  Emery  W. 

NORFOLK— 

Brauer,  S.  H. 

Brush,  E.  L.  (Life) 
Bulawa,  Francis  A. 
Charlton,  George  E. 
Conwell,  G.  D. 

Dunlap,  James 
Faraer,  B.  R. 


Rowe,  E.  W. 

3145  “O”  St. 

Ryerson,  Edwin  R. 

2011  South  19th  St. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Shaffer,  Harry  D. 

724  Sharp  Bldg. 

Sharrar,  Lynn  E. 

719  Sharp  Bldg. 

Smith,  A.  L. 

1001  Federal  Sec.  Bldg. 
Smith,  A.  L.,  Jr. 

1001  Federal  Sec.  Bldg. 
Smith,  Russell  T. 

Belem,  Para,  Brazil 
Spradling,  F.  L. 

State  Hospital 
Stafford,  G.  E. 

800  South  13th  St. 
Stapleton,  H.  B. 

Hickman,  Nebr. 

Stein,  Robert  J. 

430  Stuart  Bldg. 
Steinman.  John  F. 

6101  Walker  St. 

Stemper,  Jack  M. 

805  Stuart  Bldg. 
Stewart,  Frank  A. 

2133  W'inthrop  Rd. 
Stika,  Edward  A. 

Racine,  Wisconsin 
Stone,  Frank  P. 

2300  South  13th  St. 
Stover,  Lee 

800  South  13th  St. 
Strader,  R.  M. 

430  Stuart  Bldg. 
Taborsky,  A.  F. 

629  Stuart  Bldg. 
Tanner,  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor,  Bowen  E. 

3145  “O”  St. 

Taylor,  H.  A. 

4728  St.  Paul  St. 

Taylor,  J.  D. 

4728  St.  Paul  St. 

Teal,  F.  F.  (Life) 

2815  So.  37th  St. 

Teal,  Fritz 

2300  South  13th  St. 


Thierstein,  Samuel  T. 

1108  Sharp  Bldg. 
Thomas.  R.  L. 

601-605  Stuart  Bldg. 
Thompson,  J.  C. 

307  South  16th  St. 
Thomson,  J.  E.  M. 

1000  South  13th  St. 
Thorough,  Paul  H. 

1325  Sharp  Bldg. 

Tice,  Wayne  K. 

3145  “O”  St. 
Underwood,  G.  R. 

5826  “J”  St. 

Walker,  G.  H. 

3000  Stratford 
Wallace,  Hobart  E. 

1301  Sharp  Bldg. 
Warner,  Ruth  A. 

909  Stuart  Bldg. 
Webb,  A.  H. 

1614  “N”  St. 

Webster,  F.  S. 

1000  South  13th  St. 
Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

New  York  City,  N.Y. 
Wendt,  Bernard  F. 

735  South  56th  St. 
Whitlock,  H.  H. 

805  Sharp  Bldg. 
Wiedman,  E.  V. 

135  So.  14th  St. 
Wiedman,  J.  G. 

3145  “O”  St. 
Wiedman,  Wilbur  G. 

135  So.  14th  St. 
Williams,  J.  B.  (Life) 
Pasadena,  Calif. 
Williams,  Jon  T. 

435  South  16th  St. 
Wilson,  Nat  J. 

V.A.  Hospital 
Wood,  Maynard  A. 

3145  “O”  St. 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Wright,  F.  T. 

State  Hospital 
Youngman,  R.  A. 

3145  “O”  St. 


THIRD  DISTRICT 

HARVEY  RUNTY,  Councilor 


Rathbun.  Sanford  M. 
Taylor,  R.  W. 

Waddell,  J.  C. 

Waddell,  W.  W. 
Wildhaber,  Wm.  T. 

ODELL— 

Rice,  C.  E. 

WYMORE— 

Nelson,  J.  C. 

Samuelson,  Myron  Earle 
Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 
Anderson,  A.  B.,  Jr. 
Stewart,  H.  C. 


NEMAHA 

AUBURN— 

Cline,  Edgar 
Irvin,  I.  W. 

Scott,  Paul  M. 

Thompson,  John  R. 
Tushla,  F.  M. 

RICHARDSON 

DAWSON— 

Ulmer,  Walter  P. 

FALLS  CITY— 

Brennan,  Louis  V. 
Cowan,  S.  D. 

Crook,  Guy  H. 

Richland,  Wash. 


FOURTH  DISTRICT 

WALTER  BENTHACK,  Councilor 


Gysin,  Walter 
Hille,  C.  F. 

Ingham,  Chas.  G. 
Johnson,  R.  E. 
Pollack,  F.  A. 
Pollack,  John  D. 
Render,  N.  D. 

Salter,  George  B. 
Schwedhelm.  A.  J. 
Slaughter,  Earl  G. 
Slaughter,  Pauline  K. 
Stewart,  George  J. 
Surber,  E.  G. 

Verges,  C.  J.  (Life) 
Verges,  Val  C. 

TILDEN— 

Barr,  Carl  C. 

Barr,  Robert  E. 


CUMING 

(Madison  Six  County) 

BEEMER — 

Kelley,  Robert  C. 

WEST  POINT— 
Anderson.  A.  W. 

Scherer,  Robert  H. 
Thompson,  I.  L.  (Life) 

WISNER— 

Hansen,  Warren  D. 

PIERCE 

(Madison  Six  County) 
OSMOND— 

Maillard,  A.  E. 

Rodgers,  C.  E. 


Zeman,  E.  D. 
1145  South  St. 


CASS 

ELMWOOD 

Knosp,  Glen  D . 
Liston,  O.  E. 

LOUISVILLE 
Worthman,  H.  W. 

MURRAY 

Tyson,  R.  W. 

NEHAWKA 
Andersen,  R.  R. 

PLATTSMOUTH 

Brendel,  R.  F. 

Dietz,  Robert  J. 
Pucelik,  L.  S. 

WEEPING  WATER 
Kunkel,  L.  N. 


OTOE 

NEBRASKA  CITY 

Bonebrake,  A.  H. 
Burbridge,  Glen  E. 
Edmonds,  William  (Life) 
Fenstermacher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

MacVean,  M.  M.  (Life) 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weeks,  T.  L. 

SYRACUSE 
Formanack,  C.  J. 

Gately,  H.  S. 

Williams,  C.  R. 


Gillispie,  J.  C. 
Glenn,  W.  V. 
Hustead.  C.  L. 
Ketter,  W.  D. 
Lennemann,  Ernest 
Shepherd,  Wm. 

HUMBOLDT— 

Heim,  H.  S. 
Stappenbeck,  A.  P. 

SHUBERT— 

Shook,  W.  E. 


JOHNSON 

TECUMSEH — 
Chadek,  Leonard  J. 
Schutz,  John  C. 


PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Johnson,  M.  A. 

Kopp,  Robert  E. 

KNOX 

(Madison  Six  County) 
BLOOMFIELD— 

Kohtz,  R.  H. 

CREIGHTON— 

Green,  Carl  R. 

Wright,  W.  E. 

NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L. 
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STANTON 

(Madison  Six  County) 

PILGER— 

Reid,  J.  D.  (Life) 
STANTON— 

Tennant,  H.  S. 

ANTELOPE 

(Madison  Six  County) 
ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E.  (Life) 
McClanahan,  Frank  C..  Jr. 
Peetz,  Dwaine  J. 

ORCHARD— 

Fletcher,  D.  L. 


DODGE 

AMES— 

Smith,  A.  J. 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Byers,  Robert  C.,  Jr. 
Davies,  Dale  H. 

Fasser,  A.  O.  (Life) 
Harvey,  Alexander  T. 
Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H. 

Heine,  W.  H.  (Life) 
Hill,  W.  H. 

Jakeman,  Harry  A. 
Malloy,  E.  F. 

Merrick,  A.  J. 

Moore,  C.  G.  (Life) 
Glendale,  Calif. 
Morrow,  H.  H. 

Morrow,  H.  N.  (Life) 
Nelson,  Carrol  C. 
Reeder,  Grant 
Reeder,  Robert  C. 
Seiver,  Charlotte 
Simmons,  J.  R. 

Van  Metre,  R.  T.  (Life) 
(Deceased  6-13-57) 
Wengert,  D.  B. 

Yost,  Howard  F. 

HOOPER— 

Raitt,  Albert  E. 

Colusa,  Calif. 


BUTLER 

BELLWOOD— 

Matheny,  Z.  E. 
(Lancaster  Co.) 
DAVID  CITY— 
Burdick,  D.  E. 

Long  Beach,  Calif. 
Ekeler,  Louis  J. 
Niehaus,  Wm.  C. 

RISING  CITY— 
Longacre,  O.  E.  (Life) 

SEWARD 

MILFORD— 

Frans,  James  R. 

SEWARD— 

Carr,  J.  W. 

Hill,  W.  Ray 
Morrow,  B.  E.  (Life) 
Pitsch,  Richard  M. 
Posey,  John  W. 

Rochester,  Minn. 
Stanard,  John  T. 
Watson,  V.  Robert 


SALINE 

CRETE — 

Forney,  L.  W. 
Homan,  Richard  W. 
Huber,  Paul  J. 

(Deceased  10-31-57) 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 


CEDAR 

(Five  County) 

COLERIDGE— 

Dewey,  F.  G.  (Life) 

HARTINGTON— 

Dorsey,  F.  P.,  Jr. 
Smith,  Clarence  B. 

LAUREL— 

Carroll,  R.  P. 
Reynolds,  Wm.  E. 

RANDOLPH— 

Billerbeck,  Henry  J. 
Peters,  G.  E. 


DIXON 

(Five  County) 
PONCA— 

Bray,  R.  E. 
WAKEFIELD 

Coe,  C.  M. 

THURSTON 

(Five  County) 
PENDER— 

Keown,  J.  T.,  Jr. 
Muffly,  Chas.  G. 

DAKOTA 

(Five  County) 
HOMER— 

Barber,  H.  G. 


FIFTH  DISTRICT 

E.  E.  KOEBBE,  Councilor 


NORTH  BEND— 

Dahlheim,  Harold 
Dyer,  J.  L. 

Hubenbecker,  J.  C. 

SCRIBNER— 

Stehl,  C.  H.  L,. 

WASHINGTON 

ARLINGTON— 

Block,  D.  M. 

(Dodge  Co.) 

Davies,  R.  A.  (Life) 
(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Grace,  Leslie  I. 

Howard,  C.  D. 

Sievers,  Rudolph 


MERRICK 

CENTRAL  CITY— 
Brown,  A.  D. 

Fouts,  F.  (Life) 
Holmes,  Lee  C. 
Zikmund,  E.  T. 

CLARKS— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y. 

(Howard  County) 


COLFAX 

CLARKSON— 

Kavan,  W.  J. 
HOWELLS— 

Wesley,  Howard  D. 

SCHUYLER— 

John,  George  L. 
Kolouch,  F.  G. 

(Deceased  10-10-57) 
Myers,  H.  Dey,  Jr. 

BOONE 

ALBION— 

Fitch,  Wm.  M. 

Lakewood,  Calif. 
McShane,  R.  A. 
Smith,  Roy  J. 

CEDAR  RAPIDS— 

Reeder,  W.  J. 

BURT 

LYONS— 

Hayes,  C.  B. 

OAKLAND— 
Benson,  H.  W.  (Life) 
Winter  Park,  Fla. 
Mullmann,  Arnold  J. 
Tibbels,  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 


STAPLEHURST— 


SIXTH  DISTRICT 
B.  N.  GREENBERG,  Councilor 

YORK 


Herpolsheimer,  R.  W. 
UTICA— 

Kamprath,  Coll  Q. 
Kamprath,  Wilmar  M. 

SAUNDERS 

ASHLAND— 

Baer,  B.  H. 

Williams,  Martin  P. 

CERESCO— 

Noyes,  W.  W. 

(Deceased  8-4-57) 

WAHOO— 

Crouse,  Murray  H. 
French,  Ivan  M. 
Hinrichs,  E.  J. 

Pestal,  Joe  (Life) 
Wallace,  Stephen  E. 
Way,  Charles 

YUTAN — 

Christensen,  Robert  H. 


YORK— 

Anderson,  Leo 
Bell,  H.  O.  (Life) 
Bell,  James  D. 

Bell,  J.  S. 

Greenberg,  B.  N. 
Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 
Kilgore,  W.  S. 
Nordlund,  Harold  M. 
Root,  B A.  (Life) 
Sehnert,  Keith  W. 
Smith,  Lloyd 
Biloxi,  Miss. 


HENDERSON— 

Friesen,  H.  F. 
Hieb,  Wilbert  E. 


SEVENTH  DISTRICT 

F.  A.  MOUNTFORD,  Councilor 
friend—  THAYER 

Hamilton  F.  T.  ALEXANDRIA— 

Zimmer,  Clarence  _ , T „ 

Tucker,  J.  Guy 


WILBUR— 
Travnicek,  F.  G. 


BYRON— 

Decker,  Rudolph  F. 


DESHLER— 

Reed,  Paul  A. 


SOUTH  SIOUX  CITY— 
Gathman,  L.  T. 

Gere,  Richard  G. 

Mitchell,  S.D. 

Larsen,  A.  A. 

Lohr,  Frederick  J. 


WAYNE 

(Five  County) 
WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
Matson,  Roy  M. 

WINSIDE— 

Craig,  D.  O. 


PLATTE 

COLUMBUS— 
Anderson,  R.  C. 
Brillhart,  E.  G. 
Campbell,  C.  H.  (Life) 
Deyke,  Vem  F. 
Fitzgerald,  E.  J. 

Wichita,  Kansas 
Heiser,  E.  N. 

Johnson,  F.  G. 

Koebbe,  E.  E. 

Kuper,  H.  D. 

Lemke,  Theo.  John,  ,'v. 
McGowan,  P.  H. 

Medlar,  Clyde  A. 

Miller,  W.  R. 
Rundquist,  R.  B. 

HUMPHREY— 

Klaas,  R.  E. 


NANCE 

FULLERTON— 

Maly,  James  C. 

GENOA— 

Dalton,  Kenneth  R. 
Davis,  Homer  (Life) 
Saults,  Chas.  F.  (Joe^ 
(Service) 

Williams,  C.  D. 


HAMILTON 

AURORA— 

Steenburg,  D.  B. 

Steen  burg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 

GILTNER— 

Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 

POLK 

OSCEOLA— 

Blodig,  John  L. 

Eklund,  H.  S. 

SHELBY— 

Bierbower,  R.  L. 

STROMSBURG— 

Anderson,  C.  L. 


DAVENPORT— 

Mountford,  F.  A. 

HEBRON— 

Bunting,  L.  G. 

Penry,  R.  E. 

NUCKOLLS 

NELSON— 

Ingram,  J.  K.  (Deceased  9-18-57) 
Marples,  Donald 
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Nebraska  S.  M.  J. 


SUPERIOR— 

Brown,  Byron  L. 

Memphis,  Tenn. 
Larson,  S.  L. 

Mason,  C.  T. 

McMahon,  C.  G. 
Trowbridge,  J.  A.  (Life) 
Webman,  A.  I. 


FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 

JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Hughes,  D.  O. 


Kantor,  D.  B. 
Kenney,  K.  J. 

Luce,  R.  P. 

Lynch,  George  M. 
(Service) 

Lynch,  J.  H. 

Powell,  M.  J.  (Life) 
Yoachim,  W.  P. 


CLAY 

SUTTON— 

Gelwick,  Richard 
Nuss,  H.  V. 

DENVER,  COLO.- 

Nutzman,  C.  L. 

1042  Locust 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Wanek,  Frank 
Wolf,  W.  K. 

RUSHVILLE— 

Crum,  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen,  Bernard  A. 


EIGHTH  DISTRICT 

WILBUR  E.  JOHNSON,  Councilor 


BOYD 

(Holt  and  Northwest) 
BUTTE— 

Bendorf,  D.  H. 

LYNCH— 

David,  Joseph  J.,  Jr. 


HOLT 

(Holt  and  Northwest) 
ATKINSON— 

McKee,  N.  P. 

Ramsey,  James  E. 


ROCK 

(Holt  and  Northwest) 
BASSETT— 

Panzer,  H.  J. 

Treptow,  Kenneth  Roy 


O’NEILL— 

Brown,  J.  P. 
Finley,  W.  F. 
Sucha,  Merlin  L. 
Wilson,  Rex  W. 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 

Brady,  R.  R. 

(Deceased  6-28-57) 

Lear,  W.  D. 

Shiffermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin,  Thos.  W. 

Farner,  John  E. 

Johnson,  Wilbur  E. 


NINTH  DISTRICT 

B,  R.  BANCROFT,  Councilor 


HALL 

CAIRO— 

Harb,  Fred 
GRAND  ISLAND— 
Adams,  Leo  M. 
Anderson,  H.  C. 
Anderson,  John  S. 
Arrasmith,  W.  J. 
Bosley,  Warren  G. 
Brugh,  E.  A. 
Buchanan,  Rea 
Campbell,  John  F. 
DeMay,  G.  H. 

DeMay,  Richard  F. 
Easley,  John  H. 

Filip,  Alexander  J. 
Geer,  Robert  R. 
Gilloon,  A.  G. 
Graupner,  G.  W. 
Holland,  Robert  E. 
Hombach,  W.  H. 
House,  Robert  M. 

Imes,  Loren  E. 
Johnson,  Earle  G. 
Koefoot,  Robert  R. 
Litchenberg,  R.  P. 
Maggiore,  Carl  H. 
McDermott,  K.  F. 
McGrath,  Chas.  Dean 
McGrath,  Wilmar  D. 
McGrath,  Wm.  M. 
Mongeau,  D.  C. 

Munch,  Robert 
Nabity,  Stanley  F. 
Profitt,  J.  Alfred 
Ryder,  Frank  D. 

Sloss,  Pierce  T. 
Watson,  Donald  P. 
Watson,  E.  A. 

Wells,  J.  Ralston 
Woodin,  J.  G. 
Woodruff,  Bradley  B. 


WOOD  RIVER— 

Wiltse,  C.  E. 

BUFFALO 

ELM  CREEK— 

Carignan,  Chas.  B.,  Jr. 

KEARNEY— 

Bancroft,  B.  R. 

Hansen,  H.  C. 

Harrison,  Merle  A. 

Hayes,  O.  R. 

Jester,  R.  F. 

Johnson,  O.  D. 

Johnson,  Richard  D. 
Johnston,  Raymond  F. 
Johnston,  R.  S. 

Kimball,  Kenneth  F. 

Lane,  L.  D. 

Nelson,  Robert  A. 
Nutzman,  Wm. 

Nye,  Dan  A. 

Richards,  F.  L. 

Smith,  Harold  V. 

Staley,  Sanford  O. 

Steffens,  L.  C. 

Wilcox,  M.  B. 

RAVENNA— 

Dickinson,  L.  E.,  Sr.  (Life) 
Ehlers,  O.  C. 

SHELTON— 

Nordstrom,  J.  E. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ARNOLD— 

Potts,  Leslie  C. 

Reeves,  E.  Howard 


BROKEN  BOW— 
Blair,  R.  L. 

Bowman,  C.  L. 
Erickson,  G.  T. 

Phoenix,  Arizona 
Koefoot,  R.  B. 

Koefoot.  Theo.,  Jr. 
Lewis,  George  O. 
Wilcox,  C.  W. 

CALLOWAY— 

Bryson,  R.  D. 

(Deceased  7-19-57) 
Chaloupka,  M.  L. 

SARGENT— 
McDaniel,  V.  S. 

Owen,  M.  L. 

DAWSON 

COZAD — 

Hranac,  Chas.  Eugene 
Sitorius,  Rodney  A. 

EDDYVILLE— 

Kile,  J.  B. 

GOTHENBURG— 
Ayres,  M.  J. 

Harvey,  H.  M.  (Life) 
Perry,  R.  H. 

Pyle,  B.  W. 

LEXINGTON— 
Anderson,  A.  W. 

Long,  Wm.  B. 

McGee,  Dean 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Watson,  E.  A. 

Wycoff,  R.  S. 

HOWARD 

ST.  PAUL— 

Arnold,  M.  O. 
Hanisch,  E.  C. 
Hanisch,  Robert 


GREELEY 

(Four  County) 
SPALDING— 

Fox,  Robert  J. 

Sullivan,  M.  M.  (Life) 

WOLBACH— 

Holm  A.  H.  (Life) 
(Howard  Co.) 

VALLEY 

(Four  County) 
ARCADIA— 

Moss,  N.  H. 

NORTH  LOUP— 
Markley,  M.  E. 

ORD— 

Lynn,  Robert  J. 

Martin,  Paul  R. 

Miller,  C.  J.  (Life) 
Miller,  Otis  W'. 

GARFIELD 

(Four  County) 
BURWELL— 

Cram,  Roy  S. 

SHERMAN 

LITCHFIELD— 

Rydberg,  C.  A. 

(Custer  Co.) 

LOUP  CITY— 

Amick,  Carl  G.  (Life) 
(Custer  Co.) 

Bogle,  John  H. 

(Custer  Co.) 

Miller,  Burdette  L. 
(Four  Co.) 

GRANT 

HYANNIS— 

Howell,  W.  L. 

(Box  Butte  Co.) 


TENTH  DISTRICT 

F.  M.  KARRER,  Councilor 


ADAMS 

HASTINGS— 

Anderson.  H.  F. 

Caes,  Henry  J. 
Charlton,  George  Paul 
DeBacker,  L.  J. 

Dodson,  Albertus  F. 

Brainerd,  Minn. 

Egen,  L.  F. 

Feese,  J.  P.  (Life) 
Foote,  C.  M. 

Foote,  D.  B. 

Foote,  E.  C.  (Life) 
Glenn,  Elmer  E. 
Guildner,  C.  W. 
Hoffmeister,  George  F. 
Hoffmeister,  Rex 


Holm,  Chas.  R. 
Kingsley,  D.  W. 
Kleager,  Clyde  L. 
Kostal,  O.  A. 

Kuehn,  Gerald  A. 
Mclntire,  Robert  H. 
Mclntire,  R.  J. 
McMillan,  John  A. 
Pinney,  George  L. 
Richard,  Warren  E. 
Rutt,  Fred  J. 

Shaw,  W.  L. 

Reseda,  Calif. 
Shreck,  H.  W. 
Smith,  A.  A. 

Smith,  Robert  C. 
Weber,  C.  R. 

Yost,,  John  G. 


INGLESIDE— 

Gouldman.  Carl 
Irvine,  Olive 
Landgraf,  Chas.  W.,  Jr. 
O’Donnell,  H.  J. 

Wolford,  J. 

KENESAW— 

Mastin,  Robert  L. 

FRANKLIN 

CAMPBELL— 

McNeill,  L.  S. 

FRANKLIN— 

Doering,  William 
Thomas,  Conrad 


HARLAN 

ALMA— 

Bartlett,  W.  C.  (Life) 
Lon|r,  J ames  S. 
Minder,  J.  G. 

Walker,  Hiram  R. 

ORLEANS— 
McGrew,  K.  C. 

Rider.  E.  E.  (Life) 
(Lancaster  Co.) 

WEBSTER 

BLUE  HILL— 

Kamm,  Frank 
(Adams  Co.) 

Lucas,  Thomas 
(Adams  Co.) 
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GUIDE  ROCK— 

Reed,  H.  S. 

(Nuckolls  Co.) 

RED  CLOUD— 

Bennett,  Wilbur  Keith 
(Adams  Co.) 

Obert,  Francis 
(Adams  Co.) 

RED  WILLOW 

(Southwest  Nebr.) 
McCOOK— 

Batty,  John  L. 

DeMay,  G.  A. 

Dickinson,  L.  E.,  Jr. 
Donaldson,  J.  H.,  Jr. 
James,  L.  D. 

Jones,  R.  T.  (Life) 
Karrer,  F.  M. 

Leininger,  E.  F. 

Morgan,  D.  H. 

Morgan,  Donal  H.,  Jr. 
Shank,  F.  W. 


LINCOLN 

NORTH  PLATTE— 

Anderson,  G.  T. 
(Service) 

Anderson,  Joel  (Life) 
Callaghan,  A.  J. 
Chick,  Nicholas 
Clarke,  H.  L. 

Dent,  T.  E. 

DeVol,  R.  A. 

Drasky,  Stanley 
Heider,  C.  F. 

Heider,  Chas.  F.,  Jr. 
Kerkhoff,  S.  A. 
Kreymborg,  O.  C. 
McDonald,  H.  A. 


SCOTTS  BLUFF 

GERING— 

Gentry,  Harold  E.,  Jr. 
Gentry,  W.  J. 

Gentry,  W.  Max 
Harvey,  W.  C.,  Sr. 

Harvey,  W.  C.,  Jr. 
Schmunk,  Gerhard  T. 

Denver,  Colo. 

Wiley,  Stuart  Paul 

MITCHELL— 

Loeffel,  Edwin  J. 

Ohme,  Kenneth 
Watson,  C.  R.  (Life) 

MORRILL— 

Prentice,  O.  D. 

SCOTTSBLUFF — 

Baker,  Ellis  E. 

Baker,  Paul  Q. 

Brown,  W.  O. 

Campbell.  Stuart  D. 

Cowan,  L.  H. 

Frank,  Carl  L. 

Franklin,  W.  S.  (Life) 
Gridley,  L.  J. 

Grubbs,  Loran  C. 

Hinna,  Joe  T 
Hayhurst,  J.  D. 


DUNDY 

(Southwest  Nebr.) 
BENKLEMAN— 

Mackey,  Jack  Louis 
Sterling,  Colo. 
Morehouse,  G.  A. 

Stout,  Kenneth  C. 


CHASE 

(Southwest  Nebr.) 
IMPERIAL — 

Hoffmeister,  George  (Life) 
Shopp,  Bryce  G. 

Smith,  Fay 
Yaw.  Elwood 
WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

(Southwest  Nebr.) 
TRENTON— 

Hoyt,  Melvin  S. 


FRONTIER 

(Southwest  Nebr.) 
CURTIS— 

Magill,  Van  H. 

EUSTIS — 

Rosenau,  O.  P. 

(Dawson  Co.) 

KEARNEY 

MINDEN— 

Abbott,  Hodson  A. 

(Buffalo  Co.) 

Andrews  H.  S.  (Life) 
(Adams  Co.) 

Butler,  Robert  E. 

(Adams  Co.) 

Finkner,  John  R. 

(Adams  Co.) 

FURNAS 

(Southwest  Nebr.) 
BEAVER  CITY— 

Bray,  Avis  P. 

Carter.  Donald  C. 

Durham,  No.  Carolina 


ELEVENTH  DISTRICT 

H.  L.  CLARKE,  Councilor 


Niehus,  Wm.  B. 
Pinkerton,  Clifford  C. 
Raines,  Max  M. 
Redfield,  J.  B. 

Reeves,  A.  E.  (Life) 
Sawyers,  Gordon 
Shaughnessy,  E.  J. 
Stevenson,  Edward 
Takenaga,  R.  T. 
Walker,  H.  H. 
Waltemath,  G.  F. 
Ziegler,  Robert  G. 

SUTHERLAND— 
Baker,  John  C. 
Blattspieler,  S.  F. 
Moore,  Harlan  E. 

LOGAN 

STAPLETON— 

Sigman,  Craig  R. 
(Lincoln  Co.) 


DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 

BIG  SPRINGS— 

Mullinaux,  E.  B. 

( Garden-Keith-Perkins ) 

CHAPPELL— 

Hartsaw,  John  E. 

Larson,  D.  L. 


GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH— 

Albee,  A.  B. 

Seng,  W.  G. 


TWELFTH  DISTRICT 


R.  J.  MORGAN.  Councilor 


Heinke,  John  P. 
Herhahn,  Frank  T. 
Holmes,  Wm.  E. 

Karrer,  R.  W. 

Kinney,  Max 

Mound  City,  Mo. 
Kreig,  Jacob,  Jr. 

Lovett,  Ivan  C. 

Martin,  Joe  M. 

Rasmus  en,  N.  H.  (Life) 
Longmont,  Colorado 
Riddell,  Ted  E. 

Rosenau,  John  A. 
Sorensen,  C.  N. 

BOX  BUTTE 

ALLIANCE— 

Bankead,  Jack  H. 

Broz,  J.  S. 

Burnham,  A.  G. 
Fitzgerald,  Thos.  D. 
Hand,  George  J.  (Life) 
(Deceased  4-11-57) 
Kennedy,  J.  F. 

Kuncl,  Joseph  K. 
McNulty,  Edward 
Morgan,  R.  J. 

Seng,  O.  L. 

Shannon.  Dewitt  D. 
Sucgang,  F.  P. 
Whitehead,  E.  I.  (Life) 


HEMINGFORD— 

Ford,  F.  Wendell 
New  London,  Minn. 
Hineman,  Marquis  W. 

DAWES 

(Northwest  Nebraska) 
CHADRON— 

Alderman,  Allen  J. 
Courshon.  A.  J. 

DeFlon,  Eric  G. 

Griot,  A.  J. 

Hoevet,  L.  H. 

Pierce,  C.  M. 

CRAWFORD— 

Bishop,  Ben 

CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Benner,  Robert  E. 

Bitner,  C.  U. 

Cook,  Hull  A. 


CAMBRIDGE— 

Minnick,  Clarence 
Steams,  H.  I. 

OXFORD— 
Bentley,  Neil  B. 


PHELPS 

HOLDREGE— 

Best,  Robert 
Bivens,  Wm.  S. 
Brewster,  Donald  E. 
Brewster,  F.  W. 
Jones,  Donald  W. 
McConahay,  H.  A. 
Peterson,  Theo.  A. 
Prems,  Evald 
Reiner,  Walter  M. 


KEITH 

( Garden-Keith-Perkins ) 
OGALLALA— 

Chase,  Robert  C. 

Eberle,  Donald 
Harvey,  E.  A.  (Life) 

New  Plymouth,  Idaho 
McFee,  John  L. 

Weyer,  S.  M. 


PERKINS 

(Garden-Keith-Perkins) 

GRANT— 

Colglazier,  E.  E. 

Roberts,  D.  G. 

Thompson,  R.  L. 


Cornelius,  C.  J.,  Jr. 
Dorwart,  Clinton  B. 
O’Holleran,  Lloyd  S. 
Thayer,  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 
KIMBALL— 

Calkins,  Robert  C. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Doher,  T.  L. 

(Scotts  Bluff  Co.) 
Denver,  Colo. 

Hrnicek,  Leo  A. 

(Scotts  Bluff  Co.) 

BRIDGEPORT— 

Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 

Post,  George  Peter 
(Scotts  Bluff  Co.) 
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The  Woman's  Auxiliary 

We  are  indebted  to  Elizabeth  Covey,  our 
President-elect  and  wife  of  Dr.  George 
Covey,  editor  of  our  State  Journal,  for  a re- 
port of  the  Presidents  and  President-Elects 
Conference  in  Chicago.  The  report  will  be 
published  in  the  January  issue. 

Due  to  circumstances  beyond  my  control, 
I was  unable  to  attend  and  I am  deeply 
grateful  to  Elizabeth  for  bringing  back  the 
information  to  Nebraska  auxiliaries. 

May  I take  this  opportunity,  also,  to  wish 
each  of  you  and  your  families  a most  happy 
holiday  season  and  may  the  coming  year 
hold  for  each  of  you  health,  happiness,  and 
prosperity. 

Most  sincerely, 

Helen  Brady. 


Lancaster  County  Auxiliary  Initiates  Season — 

A delightful  “Get  Acquainted  Tea”  opened 
the  fall  season  of  the  Woman’s  Auxiliary  to 
the  Lancaster  County  Medical  Society  on 
October  7,  1957.  It  was  held  at  the  home 
of  Mrs.  Jon  Williams  with  Mrs.  Fred  Web- 
ster and  Mrs.  Charles  Bell  as  co-chairmen. 
The  special  guests,  wives  of  the  doctors  at 
the  Lincoln  Air  Force  Base,  made  it  espe- 
cially enjoyable. 

Mrs.  Elizabeth  (L  .T.)  Davies, 

Publicity  Chairman. 


Dawson  County  Medical  Society  and  Auxiliary — 

The  Dawson  County  Medical  Society  and 
Auxiliary  held  their  quarterly  joint  dinner 
meeting  in  Cozad  Monday,  October  7th. 

After  dinner,  Dr.  G.  W.  Graupner,  Grand 
Island,  addressed  the  doctors,  while  aux- 
iliary members  held  their  business  meeting 
at  the  home  of  Mrs.  Rodney  Sittorius.  The 
two  groups  convened  there  following  the 
meetings,  for  refreshments. 

Auxiliary  members  present  were:  Mrs. 
Rodney  Sittorius,  Mrs.  Charles  Sheets,  Mrs. 
Gordon  Scholz,  Cozad;  Mrs.  Sam  Perry, 
Gothenburg;  Mrs.  0.  P.  Rosenaugh,  Eustis; 
Mrs.  D.  A.  McGee,  Mrs.  P.  B.  Olsson,  Mrs. 
V.  D.  Norall,  and  Mrs.  Wm.  B.  Long,  Lex- 
ington. 


Know  Your 
Blue  Shield  Plan 


THE  MICHIGAN  STATE  MEDICAL 
SOCIETY  has  completed  its  statewide  sur- 
vey of  public  opinion  on  prepaid  medical 
care  coverage.  Results  of  the  study  were  re- 
ported last  September  in  Grand  Rapids 
where  the  society  held  its  92nd  annual  meet- 
ing. 

Conducted  under  the  joint  auspices  of  the 
medical  society  and  Michigan  Health  Coun- 
cil, the  survey  represents  one  of  the  most 
comprehensive  studies  of  its  kind  ever  un- 
dertaken. In  scope  and  detail  the  Michigan 
survey  easily  can  be  classed  as  monumental. 
That  the  doctors  of  the  State  ventured  on 
such  a research  project  is  without  question 
a milestone  in  leadership  and  will  most  cer- 
tainly set  an  example  which  undoubtedly 
will  be  quickly  emulated  elsewhere. 

What’s  especially  noteworthy  about  this 
study  being  undertaken?  Obviously,  fact 
finding  is  always  relevant  and  highly  de- 
sirable. But  this  was  not  the  only  reason 
for  this  study.  Dr.  Kenneth  Johnson,  Speak- 
er of  the  Michigan  State  Medical  Society’s 
House  of  Delegates,  called  the  survey  “a  def- 
inite contribution  to  the  public  interest.” 
The  study  is,  in  other  words,  a clear  cut 
demonstration  of  the  medical  profession’s  de- 
termination to  assume  leadership  in  shaping 
the  course  of  medical  care  prepayment  on 
the  basis  of  what  the  public  thinks.  This  is 
precisely  the  kind  of  active  physician-con- 
cern with  the  viewpoint  of  the  public  that  is 
inescapable  if  the  progress  of  voluntary  med- 
ical-care-prepayment under  medical  leader- 
ship is  to  continue  to  serve  the  interests  of 
both  medicine  and  the  public. 

Significantly,  the  survey  was  widely  pub- 
licized throughout  Michigan.  By  focusing 
public  attention  on  the  study  while  it  was 
in  progress,  the  degree  of  cooperation  and 
participation  on  the  part  of  the  public  was 
assured.  The  Detroit  Times  in  an  editorial 
on  July  14,  for  example,  stressed  the  im- 
portance of  the  study  by  pointing  out  that, 
“It’s  clear  enough  that  strong  public  senti- 
ment favors  putting  more  medical  care  on  a 
permanent  every-month  basis.  But  how  far 
should  this  go?  There  is  a difference  be- 
tween wishful  thinking  and  hard  headed 
preference.  Naturally,  we  all  would  like  to 
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have  a plan  that  would  include  everything1 
we  ever  might  want  at  a modest  price. 

“The  problem  here  (in  the  survey)  is  to 
find  out  what  people  really  want,  in  view  of 
the  inescapable  fact  that  whatever  we  get 
has  to  be  paid  for.” 

The  depth  of  the  Michigan  study  is  such 
that  even  a summary  of  the  findings  would 
extend  beyond  the  scope  of  this  column. 
Therefore,  only  a few  highlights  of  possible 
general  interest  will  be  cited  to  indicate 
some  of  the  areas  of  information  covered 
in  the  survey. 

How  many  Michigan  people  have  cover- 
age? The  study  revealed  that  81.3  per  cent 
have  some  form  of  coverage  and  18.7  per 
cent  have  no  coverage.  Of  those  persons 
covered,  Blue  Shield  accounts  for  64.6  per 
cent. 

When  those  without  coverage  of  any  kind 
were  asked  why  they  had  not  purchased 
some  form  of  protection,  the  reason  most 
often  given  was  that  they  “could  not  afford 
it.”  More  than  33  per  cent  cited  this  as  their 
reason,  while  17.6  per  cent  said  they  hadn’t 
got  around  to  purchasing  coverage  and  15 
per  cent  said  they  didn’t  need  it. 

To  what  extent  are  subscribers  aware  of 
the  benefits  they  are  getting?  The  Michi- 
gan survey  revealed  that,  in  general,  Blue 
Shield  subscribers  are  fairly  well  informed 
on  the  benefits  included  in  their  coverage. 
But,  at  the  same  time,  a substantial  number 
assumed  some  benefits  to  be  provided  which 
are,  in  fact,  not  included  in  their  coverage. 

Briefly,  surgical,  obstetrical,  diagnostic 
X ray,  and  in-hospital  medical  benefits  were 
generally  (and  correctly)  identified  as  be- 
ing provided  by  Blue  Shield.  On  the  other 
hand,  between  30  and  45  per  cent  of  the  per- 
sons surveyed  believed  that  payments  for 
diagnostic  (other  than  X-ray)  services,  med- 
ical consultation,  surgical  assistants,  out- 
patient diagnostic  X ray,  and  prenatal  and 
postnatal  obstetrical  care  in  the  doctor’s  of- 
fice were  included  and,  in  fact,  they  are  not. 

How  does  the  public  generally  and  Blue 
Shield  subscribers  specifically  feel  about 
Blue  Shield?  The  survey  revealed  that  81 
per  cent  of  the  Blue  Shield  subscribers  were 
favorably  disposed  toward  the  Plan.  Among 
the  general  public,  63  per  cent — six  out  of 
ten — were  favorable  in  their  opinion  about 
Blue  Shield.  Assessing  the  attitudes  to- 


ward Blue  Shield  held  by  union  members, 
the  survey  indicated  that  six  out  of  ten 
union  members  were  favorable  in  their  feel- 
ing about  the  Plan.  Among  non-union  mem- 
bers, the  same  ratio  of  favorable  opinion 
was  found  to  exist. 

It  is  reasonable  to  expect  that  the  survey 
will  be  reported  in  detail  in  future  issues  of 
the  Michigan  Medical  Journal.  If  such 
proves  to  be  the  case,  every  effort  will  be 
made  to  obtain  this  information  for  distribu- 
tion to  our  Nebraska  Participating  Physi- 
cians. 


Current  Comment 

Federal  Grants-In-Aid  to  States — 

According  to  Senate  Report  No.  442,  Re- 
duction of  Nonessential  Federal  Expendi- 
tures, the  startling  total  of  $78,447,159,983 
has  been  siphoned  into  the  states  as  grants- 
in-aid  between  1934  and  1956.  Approximate- 
ly 40  per  cent  of  this  has  been  paid  to 
states  and  local  units,  the  remainder  to  in- 
dividuals, etc.,  within  the  states.  Nebraska 
has  received  its  share  of  this  free  ( ?)  money. 


Who  is  primarily  affected  by  the  plague  of  hous- 
ing decay  ? As  in  the  case  of  tuberculosis,  it  is  a 
plague  of  the  people  and  not  merely  an  affliction 
of  the  health  director  or  his  department.  We  could 
never  expect  to  control  tuberculosis  without  the 
understanding  cooperation  of  the  public.  Tubercu- 
losis services,  case-finding  programs,  hospitals  and 
sanatoria,  rehabilitation  services,  financial  aid  for 
the  patient  and  family,  and  the  health  department 
itself  exist  only  because  the  public  believes  in  them 
as  a means  toward  success  in  the  struggle  against 
the  tubercle  bacillus.  Health  education  provides  the 
thread  that  binds  the  program  together  so  that 
failure  is  denied.  (Henry  F.  Vaughan,  Dr.  P.H., 
and  Am.  -J.  Pub.  Health,  Mar.,  1956). 


Even  in  terms  of  death  rates  from  tuberculosis 
alone,  the  future  task  is  large  and  prolonged.  It 
will  require  years  of  effort  to  achieve  a death  rate 
of  only  1.5  per  100,000  population,  which  is  about 
the  current  death  rate  from  acute  rheumatic  fever, 
appendicitis,  arthritis,  poliomyelitis,  and  several 
other  diseases  which  are  still  considered  to  be  of 
public  health  import.  The  maternal  mortality  rate 
is  about  at  that  level.  Measles,  whooping  cough,  and 
infectious  hepatitis  combined,  do  not  exceed  it. 
When  the  death  rate  from  tuberculosis  drops  to  the 
level  of  these  important  diseases,  then  tuberculosis 
control  programs  and  needs  should  be  reexamined. 
(Robert  J.  Anderson,  M.D.,  Pub.  Health  Rep.,  Febr., 
1956). 
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DIMETANE  IS  PARABROMDYLAMINE  MALEATE  - EXTENTABS  12  MG.,  TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


a blanket  of  allergic  protection,  covering  10-12 
hours— with  just  one  Dimetane  Extentab  » DIMETANE 
Extentabs  protect  patient  for  10-12  hours  on  one  tablet. 

Periods  of  stress  can  be  easily  han- 
dled with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


Dosage: 

Adults— One  or  two  4-mg.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  four  times  daily. 

One  Extentab  q.8-12  h. 
or  twice  daily. 
Children  over  6— One  tab. 
or  two  teaspoonfuls  Elixir  t.i.d. 
or  q.i.d.,  or  one  Extentab  q.l2h. 

Children  3-6— Vs  tab. 
or  one  teaspoonful  Elixir  t.i.d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM 
• COFFEE  SHOP 


• TAVERN  GRILL 
• MURAL  LOUNGE 


J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


Current  Comment 

The  Future  of  Social  Security — 

The  soundness  of  Social  Security  has  been 
said  to  depend  on  compulsion,  high  employ- 
ment, and  no  wars.  To  the  concern  of  the 
medical  profession,  every  argument  which 
has  ever  been  used  to  support  Social  Security 
can  be  used  with  equal  validity  to  support 
socialized  medicine,  by  changing  a few 
words. 

Since  Bismarck  introduced  Socialized  Med- 
icine into  Germany  three-quarters  of  a cen- 
tury ago,  the  threat  of  socialized  medicine 
through  the  extension  of  so-called  Social  In- 
surance has  been  ever  present  in  western 
civilization.  One  nation  after  another  has 
adopted  extensions  to  the  compulsory  system 
of  taxation  called  Social  Insurance  in  order 
to  finance  a program  of  state  controlled 
medical  and  hospital  care.  The  history  of 
developments  in  this  field  in  foreign  coun- 
tries should  alert  the  medical  profession  to 
the  usual  consequence  of  federal  social  secur- 
ity programs. 

The  question  of  the  social  security  tax 
necessary  to  finance  expanding  programs 


may  well  be  raised.  No  one  actually  knows 
the  answer.  In  South  America  some  coun- 
tries are  reported  to  be  paying  tax  rates  as 
high  as  twenty-five  per  cent  of  payroll.  In 
France,  the  tax  rate  is  thirty-five  per  cent 
of  much  of  their  payroll  and  is  one  of  the 
principal  reasons  for  the  failure  of  the 
French  economy  to  make  a post-war  come- 
back. 

Muscular  Dystrophy  Abstracts — 

Muscular  Dystrophy  Associations  of 
America,  Inc.,  has  announced  a new  service, 
the  publication  of  a series  of  monthly  Mus- 
cular Dystrophy  Abstracts  for  research  sci- 
entists and  others  interested  in  muscular 
dystrophy  and  related  diseases. 

The  papers  abstracted  are  presented  in 
two  groups.  The  first  group  for  clinicians 
is  concerned  mainly  with  general  publica- 
tions; the  second  group  concerns  the  basic 
sciences  relating  to  muscular  dystrophy. 

It  is  hoped  that  this  service  will  not  only 
spread  information  but  that  it  will  stimulate 
further  research  and  also  avoid  the  duplica- 
tion of  work  recently  done  elsewhere. 
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Current  Comment 

Public  Health  South  of  the  Border 

The  Pan-American  Sanitary  Organization, 
representing  21  American  Republics  and  ter- 
ritories including  the  United  States,  recently 
concluded  its  tenth  meeting. 

The  most  pressing  public  health  problems 
appear  to  exist  in  South  and  Central  Amer- 
ica. Four  general  areas  were  considered  to 
deserve  high  priority.  The  number  one 
problem  was  considered  to  be  the  eradica- 
tion of  the  mosquito  carriers  of  malaria  and 
of  yellow  fever. 

The  second  problem  concerned  the  control 
of  communicable  diseases  including  tubercu- 
losis, leprosy,  poliomyelitis  and  influenza. 

The  third  area,  considered  of  importance 
to  this  group,  was  the  development  of  better 
means  of  evaluation  of  current  programs 
for  the  control  of  infectious  and  communic- 
able disease. 

The  Bureau,  for  its  fourth  topic,  consid- 
ered the  need  to  develop  new  programs  in 
the  field  of  public  health  such  as  chronic 
disease,  occupational  health,  food  and  drug 
services  and  nuclear  energy. 


Social  Security  and  Private  Practice — 

The  present  Social  Security  Act  is  con- 
sidered a real  if  potential  threat  to  the  pri- 
vate practice  of  medicine.  There  are  only 
a limited  number  of  ways  in  which  Social 
Security  Coverage  can  be  expanded.  Medi- 
cal care  is  one  of  the  few  areas  not  now  cov- 
ered by  “Social  Insurance,”  and  the  present 
frame  work  of  the  Social  Security  Act  is 
adequate  to  cover  specialized  medicine  by 
means  of  a few  minor  amendments.  The 
Disability  Insurance  “trust”  fund  could  be 
changed  into  a health  insurance  “fund”  by 
the  stroke  of  a pen.  This  would  provide  a 
national  system  of  government  health  insur- 
ance. 

Polio  Immunization  Not  Complete — 

The  United  States  Public  Health  Service 
has  revised  its  estimate  of  the  number  of 
people  who  have  not  been  immunized  against 
paralytic  poliomyelitis.  It  is  now  calculated 
that  as  many  as  45  million  people  under  40 
years  of  age  are  lacking  complete  immuniza- 
tion. 

The  National  Foundation  plans  to  allot 
half  a million  dollars  during  1958  to  promote 
the  use  of  poliomyelitis  vaccine. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE' 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . , . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

'Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Azotrex  is  the  only  B 
urinary  anti-infective  B 
agent  combining:  B 

i (1)  the  broad-spectrum  V 
\ antibiotic  efficiency  of  B 
I Tetrex— the  original 

K tetracycline  phosphate  B 
mk  complex  which  pro-  B 
| vides  faster  and  higher  B 
k blood  levels; 

Ik  (2)  the  chemothera-  B 
peutic  effectiveness  of  V 
sulfamethizole— out-  V 
standing  for  solubility,  B 
A absorption  and  safety;  1 

B (3)  the  pain-relieving 
Ik  action  of  phenylazo- 
Wk  diamino-pyridine  HCI 
I —long  recognized  as  a 
(p  urinary  analgesic. 


Literature  and  clinical  supply 
on  request 


Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  Russell  Best,  Omaha President 

Fay  Smith,  Imperial President-Elect 

Geo.  Salter,  Norfolk Vice  President 

R.  B.  Adams,  Lincoln Secretary- Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

G.  E.  Peters Randolph 

A.  A.  Ashby Geneva 

M.  E.  Grier Omaha 

C.  N.  Sorensen Scottsbluff 

R.  B.  Adams. Lincoln 

Delegates — J.  D.  McCarthy,  Omaha;  Earl  Leininger,  McCook 
Alternates — H.  S.  Morgan,  Lincoln;  W.  C.  Kenner,  Nebraska  City 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

Clarence  Minnick Cambridge 

G.  E.  Peters Randolph 

COMMITTEES 
Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm. -Omaha 

M.  P.  Brolsma Lincoln 

William  Holmes Scottsbluff 

Allied  Professions 

W.  J.  McMartin,  Chm Omaha 

A.  E.  Freed Omaha 

Max  Coe Wakefield 

Otis  Miller Ord 

N.  Richard  Miller Lincoln 

Blood  and  Blood  Products 

Miles  Foster,  Chm Omaha 

Ted  Riddell Scottsbluff 

Frank  Tanner Lincoln 

F.  A.  Mountford Davenport 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

C.  R.  Brott Beatrice 

R.  B.  Adams Lincoln 

Continuing  Committee  on 
Medical  Practice 

R.  F.  Sievers,  Chm Blair 

L.  D.  Cherry Lincoln 

P.  B.  Olsson Lexington 

Kenneth  Rose Lincoln 

J.  J.  Borghoff Omaha 

Theo.  A.  Peterson Holdrege 

Civil  Defense  and  Disaster 

George  Johnson,  Chm Omaha 

Arnold  Lempka Omaha 

John  Wiedman Lincoln 

Isaiah  Lukens Tekamah 

Joe  Hanna Scottsbluff 

H.  Dey  Myers Schuyler 

Hospital  and  Professional 
Relations 

J.  R.  Schenken,  Chm Omaha 

Frank  Cole Lincoln 

F.  G.  Gillick Omaha 

Stanley  Pederson Omaha 

W.  D.  Lear Ainsworth 

Insurance 

Edmond  Walsh,  Chm Omaha 

Harvey  Runty DeWitt 

Paul  Maxwell Lincoln 

Joint  Commission  for  the  Im- 
provement of  the  Care  of 
the  Patient  (Interim) 

E.  A.  Steenburg,  Chm Aurora 

Wm.  Nutzman Kearney 

Wm.  E.  Graham Omaha 

Journal  and  Publications 

Fred  Niehaus,  Chm Omaha 

George  Stewart Norfolk 

Paul  Bancroft  Lincoln 


Library,  Necrology  and  Records 

Geo.  Salter,  Chm Norfolk 

P.  J.  Huber Crete 

W.  C.  Harvey,  Jr Gering 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

Earle  Johnson Grand  Island 

H.  S.  Morgan Lincoln 

F.  Lowell  Dunn Omaha 

Max  Gentry Gering 

M.  A.  Johnson Plainview 

H.  A Jakeman Fremont 

Medical  Service 

E.  B.  Reed,  Chm Lincoln 

M.  C.  Smith,  Sec Lincoln 

J.  S.  Broz Alliance 

Leroy  Lee Omaha 

Horace  Munger  — Lincoln 

John  Hartigan Omaha 

R.  B.  Adams Lincoln 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

M.  C.  Smith,  Secretary — Lincoln 

Joseph  Kuncl Alliance 

J.  R.  Schenken Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

H.  D.  Kuper Columbus 

W.  C.  Kenner Nebraska  City 

Prepayment  Medical  Care 

John  Brush,  Chm Omaha 

John  T.  McGreer Lincoln 

B.  R.  Farner Norfolk 

Public  Relations 

H.  F.  Elias,  Chm Beatrice 

M.  C.  Smith,  Secretary Lincoln 

J.  P.  Gilligan Nebraska  City 

Leroy  Lee Omaha 

M.  D.  Frazer Lincoln 

J.  B.  Christensen Omaha 

Geo.  Hoffmeister Hastings 

D.  B.  Wengert Fremont 

Rural  Medical  Service 

C.  F.  Ashby,  Chm Geneva 

Clyde  Kleager Hastings 

R.  E.  Kopp Plainview 

Dan  A.  Nye Kearney 

Walter  Reiner Holdrege 

Ralph  Blair Broken  Bow 

Scientific  Assembly 

John  Batty,  Chm McCook 

A.  C.  Johnson Omaha 

E.  L.  MacQuiddy,  Jr Omaha 

Paul  Peterson Lincoln 

R.  0.  Garlinghouse Lincoln 

H.  D.  Runty DeWitt 

R.  B.  Adams Lincoln 

Speakers  Bureau 

Fred  Ferciot,  Chm Lincoln 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neil Omaha 

John  Brown Lincoln 

J.  E.  Courtney Omaha 

R.  0.  Garlinghouse Lincoln 


Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 

Paul  Maxwell,  Chm Lincoln 

L.  S.  Campbell Omaha 

Ralph  Moore Omaha 

A.  J.  Schwedhelm Norfolk 

B.  R.  Bancroft Kearney 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

John  Gatewood Omaha 

W.  W.  Carveth Lincoln 

Max  Raines North  Platte 

Eric  G.  DeFlon Chadron 

Veterans  Committee  (Interim) 
John  W.  Gatewood,  Chm._Omaha 

Harry  Jakeman Fremont 

Horace  Munger Lincoln 

L.  E.  Sauer Tekamah 

Sam  Swenson,  Jr. Omaha 

RESEARCH 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

Howard  B.  Hunt Omaha 

Marshall  Neely Lincoln 

Cardiovascular 

Fred  Niehaus,  Chm Omaha 

W.  M.  McGrath North  Platte 

Lee  Stover , Lincoln 

Diabetes 

Morris  Margolin,  Chm Omaha 

Richard  Fangman Omaha 

Dan  A.  Nye Kearney 

Industrial  Health 

G.  P.  McArdle,  Chm Omaha 

Robert  Hillyer Lincoln 

E.  K.  Connors Omaha 

Maternal  and  Child  Health 

Donald  Vroman,  Chm Omaha 

Harold  Harvey Lincoln 

W.  L.  Rumbolz Omaha 

Committee  on  Psychiatry 

Robert  Stein.  Chm Lincoln 

J.  Whitney  Kelley Omaha 

Chas.  Ingham Norfolk 

Committee  on  Muscular 
Rehabilitation 

W.  R.  Hamsa,  Chm.__ Omaha 

John  M.  Thomas Omaha 

M.  C.  Howard Omaha 

Public  Health 

H.  C.  Stewart,  Chm._Pawnee  City 

0.  R.  Hayes Kearney 

E.  A.  Rogers Lincoln 

Tuberculosis 

Harry  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Stanley  Potter Omaha 

Venereal  Disease 

Donald  Wilson Omaha 

William  F.  Novak Omaha 

J.  H.  Barthell Lincoln 
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Active  relief 
in 

cough 

both  allergic  and  infectious 


HYDRYLLIN 

COMPOUND 


• allays  bronchial  spasm  • liquefies  tenacious  secretions  • suppresses  allergic  manifestations 

The  ingredients  of  Hydryllin  Compound  are  proportioned  to  provide  high  therapeutic  response. 
Each  4 cc.  (one  teaspoonful)  contains: 

Aminophyllin 32.0  mg.  Chloroform 8.0  mg. 

Diphenhydramine 8.0  mg.  Sugar 2.8  Gm. 

Ammonium  chloride 30.0  mg.  Alcohol  5 % (v/v) 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


Research  in  the  Service  of  Medicine 


when  anxiety  and  tension  "erupts”  in  the  G.  !.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  controL 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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"LITTLE  STROKES 
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Professional  Protection  Exclusively 
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OMAHA  Office: 

Bert  Davis,  Representative 
Hillcrest  Apts.  103,  Ralston 
Omaha  Tel.  MArket  4200 


Current  Comment 

Hidden  Taxes  and  the  Cost  of  Social  Security — 

The  employer  who  must  pay  his  share  of 
social  security  tax  to  each  of  his  employees 
of  necessity  increases  the  price  of  his  prod- 
uct or  service  to  cover  this  additional  cost 
during  business.  Thus,  everyone  pays  this 
increase  as  a hidden  sales  tax  to  finance  the 
cost  of  the  social  security  program. 


Youth  Fitness  and  the  Physician — 

The  President  of  the  Omaha  - Douglas 
County  Medical  Society  raises  a question  of 
interest  in  the  November  Bulletin  of  this 
Society.  He  notes  on  the  President’s  page 
that  he  attended,  as  the  single  invited  physi- 
cian, a “State  of  Nebraska’s  Governor’s  Con- 
ference on  Youth  Fitness.”  About  100  lead- 
ing citizens  were  present  including  business 
men,  school  men,  clergymen  and  lawyers 
but  only  a single  physician. 

Dr.  Paul  S.  Read,  President  of  the  Omaha- 
Douglas  County  Medical  Society  raises  some 
provocative  questions  as  to  why  the  medical 
profession  is  being  ignored  in  matters  per- 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  MADE  TO  measure 

^shoiTcor^^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


j When  You  Need  Medication  j 

i for  Patients  in  Northeast  J 

( Lincoln,  Call  i 

I « i 

| Mayo  Drug  Co.  j 

j “The  Drug  Store  on  the  Corner”  j 

j Phone  6-2353  2700  North  48th  j 

{ — We  Deliver  — J 

| (Serving  Our  Community  for  33  Years)  j 

taining  to  community  health  and  welfare. 
He  states  a belief  that  no  single  factor  is 
responsible  for  the  trend  that  he  describes. 
He  urges  the  profession  to  assume  responsi- 
bility and  leadership  in  all  matters  pertain- 
ing to  public  health  and  welfare. 


Continuation  of  Tests  of  Thermonuclear 
Weapons  Justified — 

The  A.M.A.  Washington  Letter  85-44  ad- 
vises us  that  the  6-man  Advisory  Commit- 
tee on  Biology  and  Medicine  informed  the 
A.E.C.  that  necessary  tests  of  thermonuclear 
weapons  are  justified,  regardless  of  hazards, 
if  we  wish  to  maintain  a first  class  military 
organization. 

The  committee  made  some  estimates  of 
maximum  damage  to  be  expected  under  con- 
ditions prevailing  during  the  last  five  years. 
We  may  expect  an  increase  in  deaths  from 
leukemia  of  160  over  the  present  11,400; 
birth  of  handicapped  children  to  be  increased 
160-800  over  the  present  rate  of  80,000  a 
year  in  the  U.S. ; shortening  of  life  by  a few 
days  at  worst;  bone  cancer,  possibly  no  ef- 
fect in  a lifetime. 
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optimal  dosages  for  atarax, 
based  on  thousands  of  case  histories: 


mg.  (q.i.d.) 

for  these  2^  adult  indications: 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 


peace  of  mind  71771 RJX 


Supplied:  In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets.  Also  now  available  in  100  mg. 
tablets.  Bottles  of  100.  ATARAX  Syrup.  10  mg. 
pertsp.,  in  pint  bottles.  Prescription  only. 


{SHAKO  OF  HYDROXYZINE} 


Tablets-Syrup 


. 

7 


t.i.d 


for  these 


pediatric  indict 


ANXIETY  TICS 


TEMPER  TANTRUMS 


LW  YORK  17,  NEW  YORK 


NOW:  SAFE... QUICK 

i ATARAX*  PARENTERAL  SOLUTION 


when  Peace  of  Mind  can’t  wait 

In  daily  practice:  always  have  it  handy 

• to  calm  the  acutely  disturbed  or  hysterical  patient 

• to  rehabilitate  the  alcoholic 

In  hospitals:  use  it  routinely 

• to  make  overwrought  patients  manageable 
without  loss  of  alertness 

• to  allay  anxiety  and  control  vomiting 
before  and  after  surgery  and  childbirth 

Supplied:  10  cc.  multiple-dose  vials.  The  adult  dosage  is 
25  mg.  to  50  mg.  (1-2  cc.)  intramuscularly,  3 to  4 times  daily, 
at  4 hour  intervals.  The  moderated  dosage  level  for  children 
under  12,  when  given  intramuscularly,  has  not  yet  been 
established,  and  the  oral  dosage  should  be  used. 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

March  4,  5,  6 and  7,  1958 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding-  Teachers  and  Speakers  on  sub- 
jects of  interest  to  both  general  practitioner  and  specialist: 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and 
time-saving  Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservation  at  the  Palmer  House. 


Current  Comment 

Social  Security  Is  Not  An  Insurance  Program — 

An  insurance  program  must  finance  its 
payments  from  the  premiums  received.  Re- 
cent announcements  have  indicated  that  the 
social  security  system  will  soon  have  a level 
of  expenditures  in  excess  of  the  income. 
Benefit  funds  are  melting  as  applications 
pour  in  at  a rate  in  excess  of  federal  esti- 
mates. Secretary  of  Health,  Education  and 
Welfare,  N.  H.  Folsom,  has  indicated  that 
higher  taxes  in  1960  will  probably  cover  the 
deficit.  It  is  estimated  that  the  social  secur- 
ity tax  rate  will  progressively  increase 
above  the  present  21/2  per  cent  rate  for  em- 
ployee and  for  employer  until  in  1975  and 
after  both  employee  and  employer  will 
each  pay  in  excess  of  four  per  cent  of  wage 
or  taxable  income. 

Marked  Increase  in  Voluntary  Health 
Insurance  Since  1953 — 

It  is  expected,  according  to  the  president 
of  Health  Information  Foundation,  that  a 
new  nation-wide  survey  of  medical  costs 
and  voluntary  health  insurance  coverage  in 


1958,  will  show  marked  advance  since  the 
1953-survey  was  made.  He  said  “Since  1953 
enrollment  in  voluntary  health  insurance  has 
increased  from  58  per  cent  of  the  American 
population  to  more  than  70  per  cent .”  Dur- 
ing this  period  the  payments  actually  made 
for  medical  care  have  doubled. 

Many  Medical  Schools  Using  National 
Board  Examinations — 

Many  medical  schools  are  using  either 
Part  I or  Part  II  of  National  Board  Exam- 
inations for  all  medical  students.  The  Na- 
tional Board  Examiner  for  October,  1957, 
says  “.  . . for  each  school  in  which  25  or 
more  students  take  National  Board  examina- 
tions, a tabulated  summary  is  sent  to  the 
dean.  This  tabulation  shows  for  each  sub- 
ject the  per  cent  honor,  the  per  cent  failure, 
the  mean  score  and  the  standard  deviation 
for  the  whole  large  group  of  National  Board 
candidates  and  comparable  figures  for  the 
group  of  students  from  the  individual  school. 
. . . From  these  data,  the  medical  school 
faculty  has  an  objective  measure  upon  which 
individual  departments  may  evaluate  their 
teaching  in  comparison  with  nation-wide  av- 
erages. . .” 
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Councilor  Districts  and  Counties 

First  District:  Councilor:  Harold 

Neu,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor,  R.  E. 

Garlinghouse,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District : Councilor : Harvey 
Runty,  DeWitt.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor : W.  Ben- 
thack,  Wayne.  Counties:  Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District  Councilor:  E.  E. 

K o e b b e,  Columbus.  Counties  : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  B.  N. 

Greenberg,  York.  Counties : 
Saunders,  Butler,  Seward,  Polk, 
York,  Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties : 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  Wilber 
E.  Johnson,  Valentine.  Counties  : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sherman,  Boyd. 

Ninth  District  Councilor : B.  R. 

Bancroft,  Kearney.  Counties : 
Hall,  Custer,  Valley,  Greeley, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor : F.  M. 

Karrer,  McCook.  Counties : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  H.  L. 
Clarke,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  R.  J. 
Morgan,  Alliance.  C ou  n t i e s : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) H.  J.  Caes,  Hastings Geo.  Hoffmeister,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Roy  J.  Smith,  Albion 

Box  Butte  (12) E.  A.  McNulty,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo  (9) O.  R.  Hayes,  Kearney S.  O.  Staley,  Kearney 

Burt  (5) C.  B.  Hayes,  Lyons J.  G.  Allen,  Tekamah 

Butler  (6) D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

Cass  (2) R.  F.  Brendel,  Plattsmouth R.  J.  Dietz,  Plattsmouth 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  H.  J.  Billerbeck,  Randolph Roy  Matson,  Wayne 

Cheynne-Kimball-Deuel  (12)_.D.  L.  Larson,  Chappell R.  C.  Calkins,  Kimball 

Clay  (7) R.  G.  Gelwick,  Sutton H.  V.  Nuss,  Sutton 

Colfax  (5) Geo.  L.  John,  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley Theo  Koefoot,  Jr.,  Broken  Bow 

Dawson  (9) R.  Sitorius,  Cozad C.  Hranac,  Cozad 

Dodge  (5) Grant  Reeder,  Fremont Andrew  Harvey,  Fremont 

Fillmore  (7) V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Franklin  (10) L.  S.  McNeill,  Campbell C.  J.  Thomas,  Franklin 

Four  County  (9) M.  M.  Sullivan,  Spaulding M.  Markley,  North  Loup 

Gage  (3) H.  D.  Runty,  DeWitt C.  T.  Frerichs,  Beatrice 

Garden-Keith-Perkins  (11) J.  L.  McFee,  Ogallala Don  Roberts,  Grant 

Hall  (9) G.  W.  Graupner,  Gr.  Island A.  G.  Gilloon,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Holt  & Northwest  (8) Rex  Wilson,  O’Neill Joseph  David,  Jr.,  Lynch 

Howard  (9) M.  O.  Arnold,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  B.  Kantor,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) J.  C.  Schutz,  Tecumseh L.  J.  Chadek,  Tecumseh 

Lancaster  (2) H.  B.  Morton,  Lincoln F.  I.  Rose,  Lincoln 

Lincoln  (11) R.  T.  Takenaga,  North  Platte G.  E.  Sawyers,  North  Platte 

Madison  Six  (4) J.  H.  Dunlap,  Norfolk Wm.  Berrick,  Madison 

Merrick  (5) A.  D.  Brown,  Central  City Lee  Holmes,  Central  City 

Nance  (5) K.  R.  Dalton,  Genoa J.  C.  Maly,  Fullerton 

Nemaha  (3) Paul  M.  Scott,  Auburn F.  M.  Tushla,  Auburn 

Northwest  Nebr.  (8) H.  V.  Crum,  Rushville R.  L.  Hook,  Hushville 

Nuckolls  (7) J.  E.  Ingram,  Nelson D.  R.  Marples,  Nelson 

Omaha-Douglas  (1) Paul  S.  Read,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) G.  E.  Burbridge,  Nebr.  City R.  C.  Fenstermacher,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Robert  Best,  Holdrege D.  W.  Jones,  Holdrege 

Platte  (5) P.  H.  McGowan,  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) John  L.  Blodig,  Osceola R.  L.  Bierbower,  Shelby 

Richardson  (3) Wm.  Shepherd,  Falls  City L.  V.  Brennan,  Falls  City 

Saline  (7) L.  W.  Forney,  Crete R.  W.  Homan,  Crete 

Saunders  (6) M.  H.  Crouse,  Wahoo Ivan  French,  Wahoo 

Scotts  Bluff  (12) James  Hayhurst,  Scottsbluff Douglas  Campbell,  Scottsbluff 

Seward  (6) Wilmar  Kamprath,  Utica Richard  M.  Pitsch,  Seward 

Southwest  Nebr.  (10) John  Batty,  McCook Don  Morgan,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Bryon 

Washington  (5) C.  D.  Howard,  Blair L.  I.  Grace,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg,  York 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. .. 
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Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  7flg.)the  most  widely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
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oral  progestational  agent 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


With  NORLUTIN  you  can  now  pre- 
scribe truly  effective  oral  progesta- 
tional therapy.  Small  oral  doses  of  this 
new  and  distinctive  progestogen  pro- 
duce the  biologic  effects  of  injected 
progesterone. 


THERMOGENIC  EFFECT 


AWhen  NORLUTIN  was  administered  to 
patients  with  uniphasic  temperature 
curves  and  menstrual  irregularities 
a rise  in  basal  temperature  occurred.* 


major  advance  in  female  hormone  therapy 

for  certain  disorders 
of  menstruation  and  pregnancy 


PARKE,  DAVIS  & COMPANY*  DETROIT  32, 


INDICATIONS  FOR  NORLUTIN:  Conditions 

involving  deficiency  of  progestogen,  such  as 
primary  and  secondary  amenorrhea,  men- 
strual irregularity,  functional  uterine  bleed- 
ing, endocrine  infertility,  habitual  abortion, 
threatened  abortion,  premenstrual  tension, 
and  dysmenorrhea. 

packaging:  5-mg.  scored  tablets  (C.  T.  No. 
882),  bottles  of  30. 

*Greenblatt,  R.  B.:  J.  Clin.  Endocrinol.  16:869,  1956. 
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Let  Us  Help  You  With  Your  Brace 
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Current  Comment 

N.F.I.P.  Turns  Dimes  to  Disciplines — 

In  launching  the  1958  March  of  Dimes, 
the  National  Foundation  for  Infantile 
Paralysis,  for  the  first  time,  draws  specific 
attention  to  the  near  $29,000,000  that  has 
been  authorized  for  aid  to  professional  edu- 
cation since  1938.  This  is  in  addition  to  its 
research  and  patient  care  programs. 

Because  benefits  to  poliomyelitis  research 
may  be  derived  from  unanticipated  sources, 
and  because  poliomyelitis  patients  requiring 
rehabilitation  may  be  found  in  any  com- 
munity, no  recipient  of  a fellowship  or  schol- 
arship has  ever  been  required  to  limit  his 
program  or  his  subsequent  employment  to 
the  problems  of  poliomyelitis  alone.  His 
very  presence  in  the  community  is  an  as- 
set and  a safeguard. 

Since  1940,  the  National  Foundation,  in 
addition  to  supporting  research,  has  provid- 
ed grants  to  universities  to  assist  the  expan- 
sion of  teaching  programs,  and  to  agencies 
and  associations  to  encourage  improvement 
of  educational  standards  and  expansion  of 
services.  Concurrently,  funds  have  been  ap- 


propriated for  fellowships  and  scholarships 
designed  to  add  to  the  nation’s  total  pool  of 
professionally  qualified  personnel. 

As  of  September  30,  1957  nearly  7,000 
such  awards  had  been  made.  A partial  list 
includes : 

341  Fellows  qualified  for  research,  104 
of  whom  are  microbiologists.  (There 
were  very  few  in  the  nation  in  1938) 

272  physicians  had  received  clinical  fel- 
lowships, among  which  are : 

111  specialized  in  public  health  and 
preventive  medicine 

63  orthopedists 

77  physiatrists 

21  physicians  (pediatricians,  neu- 
rologists, orthopedists  and  psy- 
chiatrists) studied  the  concepts 
and  techniques  of  rehabilitation 
as  applied  to  their  own  special- 
ties 

61  physical  therapists  qualified  for 
teaching  in  approved  Physical  Ther- 
apy Schools 

(Continued  on  page  52- A) 
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Current  Comment 

(Continued  from  page  51-A) 

13  occupational  therapists  qualified  for 
teaching  in  approved  Occupational 
Therapy  Schools 

779  students  of  social  work  qualified  as 
medical  social  workers  (there  are 
still  only  about  3,300  such  qualified 
workers  in  the  nation  with  an  im- 
mediate need  for  3,500  additional). 

2674  physical  therapists  added  to  the  total 
pool  available  to  the  nation. 
(There  are  approximately  7,800 
practicing  physical  therapists  with 
an  immediate  need  for  13,500  addi- 
tional). 

127  professional  nurses  received  scholar- 
ships to  study  orthopedic  concepts  of 
nursing 

11  professional  nurses  received  fellow- 
ships to  prepare  for  supervision  and 
administration  in  nursing 

1534  medical  students  given  short  term 
fellowships  which  permit  intensive 
exploration  of  careers  in  research, 


preventive  medicine,  and  rehabilita- 
tion. 

January  is  March  of  Dimes  month  and 
much  remains  to  be  done.  Your  willingness 
to  contribute  will  aid  in  further  progress  in 
research,  aid  to  professional  education  and 
service  to  patients. 

Shortage  of  Salk  Vaccine  Over:  Ample 
Supply  Not  Used — 

The  period  of  shortage  of  Salk  vaccine  is 
over.  It  would  almost  seem  that  as  soon  as 
the  public  found  it  could  have  vaccine 
against  polio,  the  appetite  for  it  declined. 
Coincident  with  the  announcement  that  there 
is  no  longer  any  shortage,  came  the  infor- 
mation that  over  37  million  Americans  un- 
der the  age  of  40  have  had  no  vaccine  and 
44  millions  have  taken  only  one  or  two 
doses.  In  the  face  of  this  careless  attitude, 
with  all  the  millions  who  have  neglected  to 
protect  themselves,  there  is  sound  evidence 
that  the  incidence  of  paralytic  polio  has  dim- 
inished remarkably.  It  is  confidently  pre- 
dicted that  complete  vaccination  of  the  un- 
der-forty group  could  lead  to  eradication  of 
the  disease  in  a year. 


Protection  against  loss  of  income  from  accident 
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fits for  you  and  all  your  eligible  dependents. 
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FOR  SALE — Ritter  Ear,  Nose  and  Throat  Unit, 
plus  Ritter  Motor  Chair,  like  new.  Unit  complete 
for  sale  at  low  price  of  $1800.00.  Includes  instru- 
ments that  come  with  unit.  Write  Nebraska  State 
Medical  Journal,  Box  1,  1315  Sharp  Building,  Lin- 
coln 8,  Nebraska. 

FOR  SALE  — Westinghouse  Simplex  Diagnostic 
X-ray  unit  wuth  essential  accessories;  Jone  metab- 
olism unit,  good  condition;  office  furniture,  ten 
pieces,  including  medicine  cabinet,  examining  table, 
waste  container,  stool,  desk,  chairs,  all  in  excellent 
condition.  Write  Box  2,  1315  Sharp  Building,  Ne- 
braska State  Medical  Journal,  Lincoln  8,  Nebraska. 

FOR  SALE — Practice  of  the  late  Dr.  F.  L.  Garner 
and  Garner  Clinic,  Madison,  Nebraska.  Time  or 
lease  basis.  Completely  modern  clinic  building 
fully  equipped,  excellent  area,  good  hospital  facili- 
ties nearby.  Write  Desta  Ward  Gamer,  Madison, 
Nebraska. 

FOR  SALE  — Office  and  complete  equipment  of 
the  late  J.  E.  Ingram,  M.D.,  Nelson,  Nebraska,  is 
available.  Equipment  includes  X-ray,  diathermy, 
sterilizer,  basal  machine.  Complete  equipment  for 
practice.  Contact  Miss  Llian  Swanstrom,  Nelson, 
Nebraska. 

FOR  RENT:  Residential  office  suite  with  2 

examining  rooms,  laboratory,  reception  room  and 
private  office.  New  building,  ground  floor,  office 
parking  area.  Contact  Drs.  Seberg  & Seberg,  515 
West  9th  Street,  Hastings,  Nebraska. 

IMMEDIATE  NEED  — For  Internist  of  General- 
ist to  take  over  long  established  practice  and  com- 
pletely equipped  6-room  office.  Urgent  because  of 
illness.  Contact  Hugh  A.  McDonald,  M.D.,  North 
Platte,  Nebraska. 
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